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ver three hundred psychologists,
eager for the latest updates on
psychology training and education, gathered together for APPIC’s 2014 Membership Continuing
Education Conference, held in Austin, TX on May 1 – 3.
The conference’s overarching theme was the exploration of
models of competence. It was sold out nearly two months
in advance.
The keynote speaker was Dr. Nadine Kaslow, current
President of APA and a former Chair of APPIC. Her call
for “Creating a Competent Community of Psychologists”
- supportive and facilitative rather than isolating and punitive – was innovative and thought-provoking.
Dr. Kaslow also presented APA Presidential Citations to
Dr. Greg Keilin for his 15 years of creativity and dedication in facilitating the APPIC Computer Match and to Dr.
Stephen McCutcheon for his creative contributions to the
development of postdoctoral training and for his effective
leadership of several training groups.

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

T

here is spring in the air and that
means two things: new growth
and the APPIC match. While
both have started to bring about change,
there is more growth needed to create
the future garden for the field of psychology.
Due to a substantial increase in available positions along with a significant
decrease in registered applicants the
overall imbalance between applicants
and internship positions has showed
significant improvement this year.
Compared to the 2013 Match, the number of registered applicants in 2014
decreased by 146 (3%) to 4, 335,
while the number of internship
positions increased by 125(4%) to
3501 positions. Of the 125 additional positions, 73 (58%) were
APA or CPA accredited programs.
Despite the improvement in the overall imbalance, the number of applicants
in 2014 still exceeded the number of
positions by 834. As a result, there is still
a lot of work to be done.
Despite the positive numbers in this
year’s match, the APPIC Board continues to be extremely concerned about the
internship imbalance. Along the change
in match policy (see below), we continue
to address the supply side of the problem. Our efforts are focused on both the
creation of internship programs, as well
as moving our non-accredited members
to becoming accredited. We are fully
committed to getting as many of our
members to become APA accredited,
as we feel this is a minimal measure
of quality. We are hopeful that the
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Chair’s column
Continued from Page 1

results of the membership survey done in consultation with the
Western Interstate Commission on Higher Education (WICHE)
will help to guide our efforts. The project focused on getting
a better understanding of what it would take to get our nonaccredited programs into the accreditation pipeline as well as
to create additional tools for us to identify new members who
might be ready to take that step when they apply for APPIC
membership. Once we have a better sense what is needed,
the Board has committed to putting resources toward actionorientated steps for internship creation. Those results will also
be shared with the broader training community.
Change in Match Policy
Only students from accredited programs will be allowed in
the match beginning with the 2017 match cycle for internships
starting in 2018. Only programs that have Doctoral Program
Associate (DPA) status with APPIC will be allowed to send
students to the match. Please see our FAQ page on the website (https://www.appic.org/AboutAPPIC/APPICPolicies/
DPAPolicy.aspx) . Many ask how this will impact the imbalance. If this were to happen today, 400 students (~6000 applications) would not be in the match. New and developing
programs can have up to two years (after 2016) to submit and
receive approval for a site visit from APA or CPA accreditation.
A work group has been identified to develop procedures for
new doctoral programs that don’t have APA Accreditation starting in 2017.
Post-Doctoral Training
The post-doctoral training community has been discussing
a number of very important agendas. The APPIC Board and
the Post-doctoral Workgroup formed 2012 have been looking
to learn more about the heterogeneous nature of post-doctoral
programs and postdoctoral training within the profession of
psychology and identify common and possible unifying features. The goals of this analysis are to identify what APPIC can
offer to postdoctoral programs and to further postdoctoral training within the profession.
Workgroup report:
•Uniform Notification Day (UNDr) pilot 2011 worked for
some programs but did not work for many.
•The universe of postdoctoral programs is unknown. Only a
fraction of programs are APPIC members.
•The heterogeneity of postdoctoral program (clinical,
research, specialties, emphases, accredited) poses some unique
challenges.
•APPIC Postdoc Selection Guidelines – the guidelines will
try to bring some uniformity to selection, tighten the selection
windows, while not alienating programs, and to bring about
fairness to both students and programs.
One area we think we can start to bring all post-doctoral
training programs together is through the creation of a centralized application. The name of the application will be the
APPA – (APPIC Psychology Postdoctoral Application). It will
be flexible to meet the needs of a wide range of programs - system significantly less structure that the AAPI (no hours). The
Aim is to bring some uniformity to postdoctoral selection and
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bring more programs into APPIC. Postdoctoral training needs
an organizational structure. We continue to be open to feedback
and to trying to meet the needs of our members.
Shift to competencies
Another area the Board has been discussing is the move to
measurement, recording and dissemination of competencies.
There is a general consensus in the field to shift from hours
to competencies and while hours do tell us something, they
do not necessarily denote quality. Right now it is difficult for
students and Directors of Clinical Training (DCT) to know how
competitive their students are for the Match and for internship
TD to evaluate applicants in a reliable and valid manner using
the current tools that exist in the field (including the AAPI). We
are still examining what competencies to use and how best to
measure competencies in a reliable and valid manner and are
very encouraged by Commission on Accreditation’s work with
the new Standards of Accreditation. Once we have identified
what competencies to use we plan on incorporating them into
the AAPI and MyPsychTrack.
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New Technology
In July we launched a New Directory on Line (DoL) with
searchable results that can be saved. We will continue to build
new features to help students, members, and the public access
our members’ profiles. Also new in July is the launch of an
eMembership platform to provide efficient submission for
membership, at both the postdoctoral and internship levels.
Please be sure to let us know how we can make these technologies better.
Informal Problem Consultation
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. This service is now
accessed via the APPIC website (www.appic.org) and consultation requests are made online. There were 132 Consultations
made by the APPIC Board for 2013 via the online form.
Mentoring Program
This ongoing 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 were 78 requests
for a mentor in 2013 to begin a new internship program.
Training and Education in Professional Psychology
APPIC is pleased to report that it has continued its contract
with APA to co-sponsor the journal “Training and Education

CONTINUED FROM COVER
Other conference plenary sessions were presented
by Dr. Carol Falender (on supervision), Dr. Jessica
Henderson Daniel (on diversity training through literature), APA Ethics Officer Dr. Stephen Behnke (on ethics
in psychology training through ensuring competence),
and Dr. John Billig (facilitating multicultural competency through ACT principles). APPIC Chair Dr. Jason
Williams, Vice Chair Dr. Wayne Siegel, and several other
Board members provided updates on APPIC projects and
activities, including the new online “APPA CAS” postdoctoral application system. A number of other panels,
paper sessions, and a poster session were also held,
In conjunction with the conference, the Commission
on Accreditation presented a Site Visitor Training
Workshop on April 30 and a Self Study Workshop for
Reaccreditation. In addition, APPIC presented its wellregarded New Training Director Workshop, traditionally
conducted during the biennial conference.
A special feature of the conference was APPIC’s decision to present its annual awards on this occasion rather
than at the Annual Membership (“Business”) Meeting
during the APA Convention. Billed as an appearance
by a “surprise guest,” Dr. Cynthia Belar, Executive
Director of the APA Education Directorate, Professor
Emerita at the University of Florida, and a former APIC
Chair, was presented with the Connie Hercey Award

in Professional Psychology. The journal has been deemed to
be financially healthy, has received a number of high quality
manuscripts for review, and received an Impact Index of 1.575
which ranks it 16th of 51 journals in Psychology: Educational.
Dr. Michael Roberts is the new editor. Dr. Liz Klonoff (Senior
Associate Editor), and Drs. Wayne Siegel, Jenny Cornish and
Clark Campbell are the associate editors.
MyPsychTrack
APPIC has a partnership with Liaison International and
launched MyPsychTrack (“MPT”). MPT allows students to
track their hours and automatically transfer this information
into the AAPI. Onsite supervisors can verify the hours as they
occur and DCTs can monitor the progress of their students
work and verify for the AAPI. MPT is offered at no cost to
students and DPA programs. An update is due soon to make
tracking hours more user friendly.
• Tracks hours for doctoral students by entering in information for each training hour.
• Supervisors are sent an email to sign for each training
period (ranges from every week to end of semester).
• Director of Clinical Training (DCT) verifies hours at same
interval
• Uploads to the AAPI.
• Will eventually upload to ASPPB PLUS System.
• APPIC is considering how Competencies will be added to
this form so students will have verification of not only hours
but competencies.
As always, the entire Board of Directors welcomes your
input, comments, ideas, and solutions. I also welcome dialogplease feel free to contact me directly at Jason.williams@child-

for Distinguished Service to APPIC by Dr. Sharon Berry.
Other Award winners were:
Award for Excellence in Training: Joan M. Romano,
Ph.D., Professor of Psychiatry and Behavioral Sciences,
University of Washington, Training Director from 2008 to
2013.
Award for Excellence in Diversity Training: Evelyn
Sandeen, Ph.D., ABPP, Training Director of the Southwest
Consortium Predoctoral Internship/New Mexico VA
Health Care System, since 2002.
Award for APPIC Committee Service: Karen LeseFowler, Ph.D., University of San Diego Counseling Center
Coordinatorof Training, Chair of the APPIC Directory
Committee until 2014.
Outstanding Contribution to Training and Education
in Professional Psychology: Farnsworth, J. K. &
Callahan, J. L. (2013). A model for addressing client-clinician value conflict. TEPP, 7(3), 205-214.
Mr. Farnsworth in a doctoral candidate in the
University of North Texas Clinical Psychology Program
and a Psychology Intern in the VA Palo Alto Health Care
System.
Dr. Eugene D’Angelo chaired the Conference
Committee, with members Drs. Arnie Abels, Jeff Baker,
Pamela Epps, Betty Horton, Allison Ponce, and Mariella
Self. They received resounding applause for their dedication and effectiveness in accomplishing so successful a
meeting.
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Executive Director Dr. Baker and Conference Chair Dr. D’Angelo.
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Attentive conference attendees.
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2014 APPIC Match Statistics
Combined Results: Phase I and Phase II

Greg Keilin,
Ph.D

This report provides statistics and information about the combined results for both phases of the
2014 APPIC Match.
Here is a summary of the numbers of applicants and positions in 2014 as compared to the 2012
and 2013 APPIC Matches, combining both Phase I and Phase II:

		

COMBINED PHASE I / PHASE II
2012 MATCH 2013 MATCH 2014 MATCH			
Applicants: Registered for the Match			
4,435		
4,481		
4,335
		
Withdrew or did not submit ranks		
368		
367		
294
		Matched					3,152		3,326		3,458
		
Unmatched					
915		
788		
583
Positions:
Offered in Phase I or Phase II		
3,202		
3,397		
3,534
		
Withdrew or no ranks in Phase II		
32		
52		
37
		Filled						3,152		3,326		3,458
		
Unfilled					
18		
19		
39
Regarding the 4,335 students who registered for the 2014 APPIC Match:
2,587 (59.7%) matched to an accredited position (compared to 53.3% in 2012)
871 (20.1%) matched to a non-accredited position (compared to 17.8% in 2012)
877 (20.2%) did not match to a position (includes unmatched and withdrawn applicants) (compared to 28.9% in 2012)
INTERNSHIP PROGRAMS
PARTICIPATION: COMBINED PHASE I/II
Training Sites Participating in the Match
748
Programs Participating in the Match		
1,368
Positions Offered in the Match			
3,534
NOTE: A training site can offer more than one “program” in the
Match. Each “program” was identified in the Match by a separate
6-digit code number.
MATCH RESULTS - PROGRAMS COMBINED PHASE I/II
Filled in Either Phase I or Phase II		
1,311
Withdrawn or No Ranks in Phase II
23
Remaining Unfilled in Phase II
34

(96%)
(2%)
(2%)

NOTE: Programs that submitted a Rank Order List in Phase II with
fewer ranks than positions available were counted as “unfilled”.
MATCH RESULTS - POSITIONS COMBINED PHASE I/II
Filled in Either Phase I or Phase II		
3,458
Withdrawn or No Ranks in Phase II
37
Remaining Unfilled in Phase II		
39

(98%)
(1%)
(1%)

NOTE: For programs that submitted a Rank Order List in Phase
II with fewer ranks than positions available, the positions without
ranks were counted as “no ranks” rather than “unfilled” (e.g., a
program submitting 1 rank for 3 positions would have 2 positions
counted as “no ranks”).
APPLICANTS
PARTICIPATION - COMBINED PHASE I/II
Applicants Registered in the Match			
4,335
Applicants Who Withdrew or
Did Not Submit Ranks				
294
Applicants Participating in the Match		
4,041
MATCH RESULTS - COMBINED PHASE I/II
Applicants Matched			3,458
Participating Applicants Not
Matched					 583

2014 APPIC Match Statistics Phase I
Match Report from the APPIC Board of Directors
February 21, 2014

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

3,173
328

91%
9%

1,136
222

84%
16%

2014 APPIC Match Statistics Phase II
March 24, 2014
Revised March 26, 2014 (added application stats)

MATCH RESULTS IN PHASE II
Applicants Matched			285
Participating Applicants Not Matched
366

(86%)
(14%)
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(44%)
(56%)

From the Desk of the APPIC Executive Director

I

By Jeff Baker, Ph.D., ABPP

t is time to reflect a little since this year will
mark my 4th year as Executive Director of
APPIC. I believe this newsletter will be published shortly after the APPIC 2014 Membership
meeting in Austin, Texas. We are expecting a
full house and hope to be able to accommodate
everyone’s request to be there. APPIC does a lot
of good things and this conference is one that has
always been good. I don’t think I have missed
one since they began in Orlando many years (a
decade or two) ago.
APPIC is doing well with many projects and the bottom line for APPIC is The Match. The Match is what
drives APPIC and the APPIC Board to do things better.
The humble beginnings of APIC (original name before
adding postdocs) was to send out a list of internships
with contact information (address and phone number).
This was in 1968, the year I graduated from high school.
Over those next few years the APIC Board began publishing a list of internships in a “directory”. Included in
those early Directories, which were bound with those
plastic spiral bindings, was the Name of the facility,
address, “APA approved”, Percentage of Time intern
devotes to: Psychological Assessment, Psychotherapy,
Research, and Seminar attendance. They also listed the
Theoretical Views by staff; Program specializations; and
Requirements. In addition, the stipend amount was
listed. If you were a graduate student in the late 60’s
and 70’s and preparing for internship this was a go-to
resource provided by your academic advisor or director
of clinical training (DCT) a few months before applications were due, though most programs also required
you to complete an application packet. As APIC grew
the APPIC Directory also grew larger. Going from about
120 pages in 1972 (oldest copy that Central Office has on
file) to 745 in the 2007-08 edition (last printed copy). The
internship and postdoc directory is now available only
online and provides a much more sophisticated method
of searching and saving searches for internships and
postdocs. We have evolved or have we? It still contains
about the same information and students still have to
review 100s of pages of internships in their pursuit of
a “good fit”. As technology has changed APPIC has
managed to keep up for the most part. It is a constant
battle at Central Office to get all programs to update the
information that is important for students to make their
initial decisions on application. If your program is not
up to date what kind of an impression does that leave
on students? You guessed it, not very positive. Central
Office exists to provide the most current and up to date
information in the Directory but we cannot do that if
programs won’t respond to emails, texts, phone calls
and letters. It is true that training directors leave and

new training directors do not always know how
to update or even access the DoL. Now I am not
talking about 100 programs nor 50 programs, but
there are about 20 programs that seem to struggle
with this though some of that is because there
was a change in training director and someone
forgot to pass on how to update the directory OR
the new training director might not even know
that they were supposed to update the directory. We have been trying new technology this
year and hope we do not have to use it. A program can
now be “hidden” from public view thus will likely not
get very many applications. This is a drastic measure
and one that is rarely taken by the board and only at a
very last resort will it be used. Students deserve accurate
information. Our number one complaint from students is
that a program does not have correct information in their
listing in the directory. Central Office will work with
you and help with any technological glitches that come
along, which they do and we can help resolve them. So
be a good citizen in APPIC and update your directory
ANYTIME there is a change.
Now, back to the match. Those of you from my generation remember the days as an applicant waiting for
the phone to ring. Hoping it would ring at 8:05 or before.
For many of us that did not happen and we waited
patiently until the phone rang and we were so excited
and happy when it was our #1 choice. Do you know that
last year 50% of matched applicants got their number one
choice? And this year 92% of those matching from PhD
programs are going to an accredited internship training
program. Well, back to the history of the match again,
the other option was to be told you were on the waiting
list and “your number should be coming up soon”. As
a training director during those times I said that a lot and
most of the time it was true as I usually only informed
the next one on the list. APPIC did evolve but only after
trying a couple of different ideas such as a voluntary
match which did not work. A few years later it was
required of all programs and the computerized match
in the early 90’s brought about some quieting of anxiety
as there was less games-man-ship required to obtain an
internship. No more were you allowed to declare a site
as your #1 choice since about ½ the time that was only
a ½ truth. It was likely their number one site on the day
that said it but variables change and students should be
allowed to change their mind right up until they submit
their rank order list. The same is true for programs. This
took a lot of the nuance out of needing to make ½ truth
statements. Today the match runs smoothly (thanks
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in large part to Dr. Greg Keilin) and the addition of the
Phase II match (thanks in large part to Dr. Sharon Berry)
has also quieted some of the chaos of the days of the
clearinghouse when fax machines would “run out of
ink” or burn up! But as all of this became a little easier
to manage a new issue began to surface. The internship
slots were not keeping pace with the number of graduate
students seeking internships through the APPIC match.
Great (in the beginning) for those receiving the high quality of applications but not so much anymore as APPIC
recognizes we are all in this together and it is not fair that
more than 20% do not match on match day. I believe
APPIC continues to monitor this and at first it seemed
good to have such high quality applicants but then it
became a crisis for graduate training. There is a need for
more internship slots that are APA or CPA accredited.
APPIC is working on moving 200+ sites into accreditation and looking for innovative ways to do that while
still being supportive of our membership and the costs,
time and “blood and tears” it takes to complete a selfstudy and get accredited. It seems like the right thing to
do. Why do we not use the same kind of standards that
most all other health professions use as a way to measure
quality? We are health service providers and the public
deserves some assurance that ALL psychology internship
programs meet standards established by the psychology
training and education community.
So in short, APPIC has come a long way but we still
have a long way to go if we are going to remain relevant. If not, there will be more fly-by-night internships
that crop up, use and abuse the labor force, and move
on without putting anything back into the profession.
It is similar to the farmer using up all the seek corn in
one year so they can make a large profit and not thinking about the future. If quality is compromised then the
profession is doomed. APAGS recently released a new
request for the community of education and training in
psychology to heed they are not giving up on managing
this imbalance and asked all training councils to take a
hard look at what they can do and make a commitment
to continue to move this imbalance issue to the top of
their priority list and not just give it “lip service”. Unpaid
internships with little or no supervision is not the best
answer and APAGS and APPIC are certainly united on
maintaining quality. A student who goes into the “fly-bynight” internship may be exposed and learn a lot about
psychotherapy since many of them are required to schedule 30-40 clients a week and do the learning on their own
time. They miss out on the important components of a
quality training experience that not only includes education and training but makes it a priority over service
delivery. There was a recent successful lawsuit in the film
industry over unpaid interns working on the film Black
Swan. The courts sided with the interns and stated they
needed to be reimbursed for a fair and reasonable salary.
I am not sure if that will translate to all of psychology
internships, but I do know the APPIC board several years
ago took the stand that ALL internships and postdocs
in APPIC would be paid positions and the pay would

ASSOCIATE
EDITORS
WANTED
The e-Newsletter has vacancies for the following
Associate Editorships:
Child Clinical Psychology
Health Psychology

Neuropsychology
Postdoctoral Issues

We publish two issues per year, with columns due
on March 15 and September 15. Columns may be of
any length, with some longer columns published as
separate articles at the discretion of the e-Editor. A light
editorial hand rests on the submissions. To be
considered, a candidate need only be a designated
supervisor of trainees in any APPIC Member program.
The candidate need not be a training director.
Interested individuals should submit an e-mail
statement of interest with CV attached to
editor@appic.org. Many thanks in advance.
Robt. W. Goldberg, Ph.D., ABPP
e-Editor, APPIC e-Newsletter

include a fair and reasonable salary/stipend. It was the
right thing to do and psychology will benefit from this.
It is the respectful thing to do for our young trainees and
to do otherwise should be considered taking an unfair
advantage of a vulnerable and “trapped” individual.
They can’t move forward without this experience so they
(and sometimes their doctoral program) will look the
other way as they get this “required” experience as a psychology intern. I hope this is stopped and not allowed to
proliferate. I don’t think it is a free market issue, I think
it is more about taking advantage of those that have no
power in this decision. It should stop.
APPIC has invested $100,000 in 2013 to develop new
products that include the new Directory, eMembership
(applicant programs and those subject to a 3 year review)
and the new APPA. This is the new centralized application service for postdocs and will bring them in line with
the AAPI that is used for the internship. It is optional
for programs to use but will make the job of the postdoc
training director much more manageable not to mention
reducing the costs (and hassles) for the applicants.
By the time this newsletter is published the 2014 membership conference in Austin, Texas will have been held. I
know it will be a success and hope that many of you were
able to attend. The next membership conference will be
held in 2016 but we are not sure where yet. Please let us
know if you have a favorite conference location/hotel.
APPIC Central Office is here for the APPIC membership.
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Remarks from the e-Editor
MATCHLESS

A

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

t this writing, the informal notification
interval for postdoctoral residency programs has come and gone. Despite this
organization’s helpful provision of voluntary
“guidelines” to organize the process but without
compliance mandates from involved professional
organizations, areas of disorganization and chaos
developed, like hurricanes wreaking havoc over
a wide swath of the residency landscape. On the
listservs I frequent, prominent reactions were (1) post
factum moral outrage by TD’s compliant with match
guidelines toward TD’s who chose not to comply, failing to distinguish between a “guideline” and a mandate,
and (2) fiercely independent TD’s insisting on ‘doing
their own thing.’ A faction of peacemakers joined in, (3)
proposing amalgams of these polar approaches, some
having merit but others clearly unworkable. Those continuing to advocate for a ‘free market’ and against establishment of an APPIC-guided match cited (1) the belief
that they would be at a competitive disadvantage visà-vis non-participators; (2) the assertion that “research”
postdoctoral residencies were somehow special and
should be exempted, even though they were providing
enough clinical experiential hours to qualify their residents for licensure; (3) the fact that that post-internship
positions reflect a mixed market, with “practice” residencies in competition with “research” residencies, academic
appointments, and clinical positions; and (4) the belief
that a residency is an independent entity, operating outside of any organizational and professional context, like
a Greek city-state or medieval fiefdom. I would offer two
categories of comment:

(1) Content
For me, this is a case of déjà vu all over again. I am
sufficiently long in the tooth to have witnessed, and participated in, the extended debate and agonizing decision
process from 1987 through 1999 which established the
APPIC internship computer match. In fact, frustrated
with ongoing discussion after a 68% Member majority
had endorsed a computer match, I was the APPIC Board
Member who actually made the formal motion which
established the match, replacing the previous telephone match. In the past few years, we residency TD’s
have experienced the very same process problems and
operational downsides of telephone offer/acceptance
systems which had plagued the internship process.
From experience, I confidently predict that these negatives will continue to accumulate until a critical mass of

residencies conclude that some sort of organized
match system, hopefully and thankfully computerized, should be adopted. In my opinion, the
field should just skip over this agonizing period,
attend to the lessons of history, and establish a
computer match required of APPIC members
as quickly as possible. As I have opined previously, it would be simple to expand the APPCN
postdoctoral residency computer match by adding programs and applicants in new categories. The
National Matching Services computer architecture and
scheduling are already in place and APPCN might well
agree to have APPIC assume responsibility for the overarching residency recruitment and selection structure
and process.
(2) Process
While institutional members of today’s professional
organizations typically enjoy vigorous input into organizational decisions, and consensuses may develop
from this input, organizations are not democracies.
Eventually, the governance of a membership organization such as APPIC must make decisions, developing
and implementing policies and procedures which members are obliged to follow whether they favor these or
not. In addition, a chain-of-command administrative
structure such as the Department of Veterans Affairs
Office of Academic Affiliations has the authority to
impose compliance on training programs within their
purview. Such requirements in the VA include seeking and eventually attaining CoA program accreditation and membership in APPIC. Thus, the notions (a)
that programs must agree nearly unanimously with a
policy before it is adopted and (b) that rogue programs
can decline to adhere to a required policy are incorrect
beliefs reflecting wishful fantasies.
Hopefully, we will not remain Matchless for much
longer!
References
Goldberg, R. W. (2000). Game, set, & match! APPIC
Newsletter, XXIV(3), 3.
Goldberg, R. W. (2012). Match madness. APPIC
e-Newsletter, V(1), 7.
The opinions expressed in this column are solely those of
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Beyond Good Intentions:
When Interprofessional Cultures Collide

T

By Evelyn Sandeen, Ph.D., ABPP-cp (evelyn.sandeen@va.gov), Director of Training,
and Katherine Fox, Psy.D. (katherine.fox5@va.gov), Postdoctoral Resident in Clinical Psychology, PTSD Emphasis,
New Mexico VA Healthcare System

he Competence domain of Interprofessional or
Interdisciplinary Systems within Psychology Training
has been receiving more recognition in recent years,
and deservedly so. If Psychology is to continue its growth
as a health-care discipline, we must identify competencies
which, if mastered, allow future psychologists to work as
full partners on integrated interprofessional teams. We
know the importance of having mental health experts, and
psychologists in particular, integrated into interprofessional
teams rather than practicing in a vacuum. However, as
the second author, a post-doctoral resident, discovered in
the course of implementing her program-improvement
project, good interprofessional communication remains
elusive despite good intentions. Her experience attempting
to improve communication on a residential dual-diagnosis
unit between interprofessional team members, and the first
author’s attempts at supervising her in this effort, are illustrative of the training challenges inherent in interprofessional competencies. (Clearly, a program-improvement project
also calls on competencies within the Evaluation domain,
but as those competencies are somewhat more straightforward than the interprofessional domain, this article focuses
on the Interdisciplinary Systems competencies, and as will
emerge, the Individual and Cultural Diversity competencies.)
Following are the competencies regarding
Interdisciplinary Systems as outlined in the APA revised
competency document (2011), at the “Readiness for Entry
to Practice” level. We will refer back to these later in this
article.
Interdisciplinary Systems: Knowledge of key issues and
concepts in related disciplines. Identify and interact with
professionals in multiple disciplines.
1) Knowledge of the Shared and Distinctive
Contributions of Other Professions: Demonstrates awareness of multiple and differing worldviews, roles, professional standards, and contributions across contexts and systems:
demonstrates intermediate level knowledge of common
and distinctive roles of other professionals.
2) Functioning in Multidisciplinary and Interdisciplinary
Contexts: Demonstrates beginning, basic knowledge of and
ability to display the skills that support effective interdisciplinary team functioning.
3) Understands how Participation in Interdisciplinary
Collaboration/Consultation Enhances Outcomes:
Participates in and initiates interdisciplinary collaboration/
consultation directed toward shared goals
4) Respectful and Productive Relationships with

Individuals from Other Professions: Develops and maintains collaborative relationships over time despite differences.
Setting and the Program Improvement Project
This project was implemented on a residential unit for
treatment of PTSD and co-occurring SUD, housed on a VA
Medical Center campus. This unit is staffed by 24-7 nursing
personnel, two psychologists, two social workers, and parttime contributions from an internist, a psychiatrist, a clinical
pharmacist, a dietitian, and a recreation therapist. Trainees
including a psychology resident, a psychology intern, and a
psychiatry resident also contributed to the interprofessional
team. Interprofessional communication had been noted
in the past to be poor at times. Incidents indicative of this
included: nursing staff concerns about being left out of unit
decisions; patient complaints that their requests for medical
attention or medication changes were not being addressed
in a timely way; nursing staff failing to implement new
policies (for example, monitored collection of urine samples
for drug testing); nursing staff being unaware of issues of
dangerousness which had been discussed in team meetings;
clinical staff (here defined as the full-time psychologists
and social workers) being unaware of problematic veteran
behaviors occurring on evening and night shifts. Because
many of these issues centered on the interactions between
nursing staff and clinical staff, the project started with the
involvement of those two groups, with the intention of
eventually expanding the project to include all disciplines.
Thus the project was conceived of as an assessment of and
intervention around interprofessional communication problems between the nursing and clinical staff. However, as
will become apparent, it quickly became an exercise in the
competency domain of Individual and Cultural Diversity.
Phase I: Literature review and Initiating contact
Findings: We found that there was not much literature
on interprofessional team communication within a Mental
Health setting, and not much literature which includes
the role of psychologists on the team. Initiation of contact
around this project became problematic for two reasons: 1)
nurses’ shifts were somewhat randomly scheduled due to
a deficit of nursing personnel, which made it hard to reach
every nurse, and 2) suspicion about the project arose on
the part of nursing staff as to why a psychology resident
was interested in their issues, and what the result of such
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a project might mean for them. Contact with clinical staff
was easy in that the unit had twice-weekly team meetings
at which all clinical staff were present. (A nursing representative also attended the team meetings, but this was not the
same nurse every meeting, and the nurse was only 1 of 9
nurses assigned to the unit).
Systems Issues Emerging: Nursing on this unit has its
own hierarchy, with the nursing supervisory system being
non-matrixed. Other disciplines on the unit have matrixed
hierarchies, with individuals having both discipline leads
and unit supervisors (who may be from a different discipline than their supervisee). Nursing is also shift-based
while the other disciplines work some variant of a 40-hour
week between Monday and Friday, 8-5. Because of the
nature of shift-work, only one nurse at a time could be
physically present in team meetings, whereas all clinical
staff were typically present.
Cultural Issues Emerging: A power differential emerged
in which psychology (which is the discipline of the team
lead for the unit)was being perceived with suspicion by
nursing personnel. As is typical with power dynamics, the
professionals with more control (over our work, our hours,
the direction of the unit), the psychologists, were relatively
unaware of the power differential until it emerged through
comments and behavior indicating suspicion and lack of
buy-in on the part of the less powerful parties (nursing staff).
Phase II: Needs Assessment
Findings: Upon becoming more aware of the power differential as perceived by nursing staff, we changed tactics
and attempted to empower nursing staff to drive the needs
assessment process. The psychology resident’s function
became that of facilitating and shaping the discussion
toward a problem-solving frame (i.e., behaviorally-defining
problems so that clear solution options could emerge).
Systems Issues Emerging: Shift work, with changing
shifts, meant that it was hard to have any regular meetings
with the same participants from nursing.
Cultural Issues Emerging: From the perspective of the
culture of psychology, which tends to be solution-focused,
assertive, and independent due to historical factors associated with the discipline, the nursing culture appeared
to be more “passive” ( i.e., not responding to emails, not
spontaneously providing information to solve unit problems, presenting a pessimistic assessment of likelihood of
change). From a culturally informed perspective, this same
style could be seen as “respectful of hierarchy and structure”. Cultural understanding of these behaviors within
the historical context of nursing was essential to avoid personalizing of issues that are actually cultural, and labeling
individual nurses “passive” or “passive aggressive”.
Phase III: Intervention Development
Findings: While psychologists and social workers had no
problem brainstorming many specific, practical interventions to improve communication (e.g., lists of items that
nurses had to report at team meetings, more frequent nursing staff meetings to include clinical staff, changes in shift

report forms to ensure more thorough communication, a
centralized list of nursing concerns to be brought up in team
meetings) we realized that without increasing the sense of
agency and buy-in from nursing staff, these interventions
would probably fall flat. At this point, the project remains at
this level of development, awaiting the next phase.
Systems Issues Emerging: Since nurses have a nursing
supervisor who is rarely on the unit, making changes in
any nursing behavior must include getting buy-in from the
supervisor, and aiding that supervisor in individually training nurses in the change. Attempts to short-cut this system
via psychologists talking directly to nurses without the
inclusion of the nursing supervisor did not work.
Cultural Issues Emerging: Again, the relatively more
hierarchical nursing culture which requires that only nurses
supervise nurses needed to be understood within its cultural
frame. This hierarchy emerged historically as the nursing
discipline became more professionalized and owned its professionalism by rejecting direct administrative supervision by
other disciplines (although retaining the need to work interprofessionally, and within the appropriate scope of practice).
Next Phases
We anticipate the next phase of the project to be one in
which the psychology resident again takes a more assertive
and directive role by initiating a meeting with the supervisor
of nursing and the supervisor of the clinical staff to present
the findings above. We hope at that point to address the
need to increase nursing participation in the creation of possible solutions for the communication problems. If the nursing
supervisor agrees to this, and works with us to elicit possible
solutions from the line nurses, this may be a way forward
which incorporates our cultural knowledge of nursing rather
than fighting against it. We also plan to expand the project
to having focus groups with all of the disciplines involved
on the residential unit in order to learn how they would like
interprofessional communication to look in this setting.
Cultural Lessons Learned
We believe that interdisciplinary competencies were
definitely instrumental in the postdoc’s project. (See the
competencies listed earlier in this article). She had already
mastered the competency of respectful communication even
in the face of disagreement; she was aware of the distinctive contributions of nursing and valued them highly; she
was able to support effective team functioning with skillful
interpersonal interactions. What became apparent, however,
was that it was necessary to approach interprofessionalism
using the Individual and Cultural Diversity competencies as
adapted from the 2011 revised competency document:
• knowledge of Self as shaped by one’s professional culture
• seeing others as shaped by their professional cultures
• understanding the interaction of cultures within interprofessional interactions
• applying knowledge of other professional cultures to
our interprofessional work
Once again we see the absolute necessity of viewing all of
our work as psychologists through the lens of Culture.
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Culturally Competent Supervision
of Trainees with Disabilities:
Tips for Supervisors and Training Directors

T

By Erin Andrews, Psy.D., ABPP
Co-associate editor, Disability Issues

here is a lack of information about the supervision
experiences of trainees with disabilities in psychology, and a gap in training and education for
supervisors about providing supervision to trainees with
disabilities. There are unique aspects of supervision when
psychology trainees are disabled, but many supervisors
feel ill equipped to provide culturally competent supervision.
The Americans with Disabilities Act was the first comprehensive legislation to offer disabled students equal
admission to graduate training programs by prohibiting
discrimination based on disability ([ADA], 1990; Crewe,
1994). The ADA (and the subsequent ADA Amendment
Act [ADAAA], 2008) requires universities and training
programs to provide reasonable accommodations for
trainees with disabilities. The ADA and ADAAA prohibit
potential employers (e.g., supervisors, training agencies,
and program directors) from asking questions about
applicants’ disabilities unless the questions are directly
related to the ability to perform the core job requirements. However, applicants may be required to disclose
their disability prior to the interview in order to receive
accommodations during the interview process, such as
an interpreter for a Deaf or hard of hearing applicant.
Other trainees have visible disabilities that are readily
apparent to interviewers.
The only information currently available on the prevalence of disability and outcomes for internship applicants comes from the annual post-match APPIC survey
results. From the 2010-2011 survey, 93% reported having
no disabilities (APPIC, 2011a). The percentage of APPIC
survey respondents endorsing one or more disabilities
has consistently been around 7-8% over the past several
years (APPIC, 2008a, 2009, 2010, 2011a). The percentage of internship applicants with disabilities is roughly
equal to the percentage of graduate students with disabilities (National Center for Educational Statistics, 2008).
This is lower than the percentage of working-age adults
with disabilities in the general United States population
(circa 10%; U.S. Census Bureau, 2010) and suggests that
people with disabilities are likely under-represented in
higher education, including professional psychology. It
is important to also note that less than 2% of APA mem-

bers identify as disabled (Olkin, 2002; Olkin & Pledger,
2003).
The match rates for applicants without disabilities and for different disability categories during the
2007-2008 and 2010-2011 cycles reveals a lower match
rate for applicants with most types of disabilities than
for applicants without disabilities (APPIC, 2011b). These
data should be interpreted with extreme caution because
the sample sizes for most disability categories are very
small; however, these data offer some preliminary evidence regarding the success of disabled applicants in
the internship match and indicates that applicants with
disabilities may face disadvantages relative to their nondisabled peers.
Barriers include prejudice against disability leading to
avoidance, discrimination as a result of stigma, fear, or
ignorance regarding people with disabilities, additional
expenses for travel, including the use of personal attendants, leading to fewer opportunities for disabled trainees to physically attend interviews, or lack of physically
accessible internship sites or accessible transportation.
Despite considerable growth in the field of multiculturalism in psychology, disability is rarely included as an
element of human diversity, so psychologists are unlikely
to have received much, if any, training in cultural sensitivity when working with people with disabilities.
Following is a is a list of tips about what to do and what
not to do when it comes to supervising trainees with disabilities and beginning to develop cultural competence in
this area, developed from Andrews et al. (2013):
DO:
•In interview, ask trainees with obvious disabilities the
same questions as you would other applicants; ask specific disability-related questions only in reference to the
applicant’s ability to perform essential functions of the
position.
•Routinely inquire whether or not any accommodations are required for any applicants; this removes the
burden from trainees to ask, and encourages inclusion of
those who have hidden disabilities.
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•Become aware of various options and potential of
accommodations that could benefit trainees, such as flexible scheduling, extended time allowed for tasks, assistive
or adaptive equipment such as voice-activated typing
software, parking accommodations, and alterations of the
physical office space.
•Note that a trainee may not realize all accommodation
needs until fully immersed in the new training setting.
•Pay attention to accessibility issues when trainees
are required to travel locally or beyond for professional
opportunities or invited to social occasions; the supervisor may be able to assist as an advocate for securing
appropriate accommodations, or spearheading efforts to
move events and functions to accessible locations.
•Ask trainees directly about their needs and preferences.
•Model an environment of inclusiveness and sensitivity. Requesting and securing appropriate accommodations
is a shared responsibility among trainees, supervisors,
and training sites.
•Develop a training plan and select clinical rotations
with disabled trainees taking into account multiple factors, including training goals, prior experience, and individual and cultural factors and based on competencies.
•View disability as a form of human diversity, similar
to race, gender, or sexual orientation. Patients or clients
may react positively or negatively to any of these characteristics.
•Develop a working knowledge of disability culture.
Disability culture embodies a sense of pride in identifying oneself as disabled; core values and elements can
affect the identity of trainees with disabilities. Although
disabled trainees will vary in their allegiance to disability
culture, these cultural views may play an important role
in clinical work and in supervision.
•Understand disability identity development. Like
some racial identity development models, Gill (1997) discusses the variable process experienced by those with disabilities in terms of allegiance to culture, desired assimilation level, and the integration of self-identities within the
dominant culture.
•Be aware of the boundary between supervision and
psychotherapy, and refrain from attempts to engage in
therapeutic work around a trainee’s “acceptance” or
“adjustment” to his or her disability.
•Use the most objective forms of observation possible,
including audio and video recordings of sessions.
• Challenge your own beliefs about disability and
explore ways of conceptualizing disability as a form of
diversity. Supervising psychologists may experience discomfort with disability or pity toward a disabled trainee,
making it difficult to effectively engage in supervision.
This is an opportunity for self-reflection and consultation
about one’s own beliefs and discomforts around disability.
•Draw a parallel between disability and other diverse
groups; if it doesn’t sound appropriate to discuss or conceptualize disability in a way comparable to race, gender,

or sexual orientation, then it probably isn’t. Substitute
another form of diversity in for disability to gauge whether a question or plan of action is appropriate.
• Convey an attitude of concern and awareness of the
impact of disability attitudes on the trainee’s professional
identity by acknowledging and normalizing feelings of
anger, frustration, or helplessness.
•Be an advocate and ally to trainees with disabilities as
they learn to anticipate barriers, network, and seek new
opportunities for professional growth.
DON’T
•Automatically attribute problems encountered by disabled trainees to disability, when in fact they may be simply related to the inexperience of the trainee. It is important not to assume clinical ability is related to disability.
•Assume that patients or clients will react either negatively or positively to a trainee’s disability.
•Inadvertently over-focus on a trainee’s disability.
Supervisors need not avoid discussing disability out of
discomfort, but rather approach it as any other diversity
variable, mentioning it when clinically relevant or clearly
socially appropriate.
•Be aware of harmful attitudes toward disability that
fall on a catastrophize-sensationalize continuum. Disabled
people are often thought of as inspirational and courageous or pitiful and in need of charity; both extremes are
erroneous stereotypes.
•Subject disabled trainees to intrusive questioning
that he or she may feel obligated to answer, even if it is
uncomfortable. Disability disclosure often will occur naturally in the supervision relationship through voluntary
personal sharing or in the context of relationship building, particularly in more informal contexts.
•Require trainees with disabilities disclose disability
prior to the first clinical contact, allowing the client the
opportunity to opt out of working with a trainee with a
disability. Ethically and legally, such a practice is not in
the best interest of the client, the trainee, their peers, or
the profession of psychology.
Assign all or only clients with disabilities to disabled
trainees.
Attempt to use disabled trainees as a “model” of successful coping or as a “good example” for patients, staff,
or peers; this could lead to resentment and adversely
affect rapport.
These tips are only a start to becoming aware of the
tools necessary for culturally competent supervision for
trainees with disabilities. The following references should
provide additional information.
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Does Diagnosis Matter?

Training Psychology Interns to Treat Patients with Severe Mental illnesses

W

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

hat kinds of psychotherapy are appropriate for
patients with severe mental illness? What kind
of training do interns need to receive in order
to provide psychotherapy that is useful to this population? I asked an expert in the field to discuss the question of good treatment. Elizabeth Penick, Ph.D., ABPP is
the Psychology Division Director in the Department of
Psychiatry and Behavioral Sciences at The University of
Kansas Medical Center. She has worked with patients
with severe mental illness as a specialist for almost 40
years. She has also trained 100’s of individuals to diagnose and treat this specialty population.
Dr. Penick emphasizes that diagnosis is central to any
psychotherapeutic treatment of individuals with severe
mental illness. Dr. Penick was instrumental in developing an objective means of diagnosing mental disorders,
before this was widely practiced. To do so, she and
her colleagues operationalized the Feighner Criteria
(Feighner, et al., 1972), which was one of the only criterion-based symptom sets for diagnosing mental disorders
before DSM III (1980). This culminated in one of the first
diagnostic interviews based upon explicit criteria, the
Psychiatric Diagnostic Interview (PDI).
Trainees need to learn that psychologist’s first function
is to help patients to distinguish a patient’s illness form
their personhood. In the psychoanalytic approaches,
mental disorders are considered to be dysfunctions that
arises out of the personality, and must be addressed by
facilitating change in the personality structure. By contrast, Dr. Penick advocates “objectification of the illness”
as the first step in any psychotherapeutic approach with
this patient population. The patient must be helped to
isolate their “no fault illness” from the rest of their life
and human qualities. Often, conveying the diagnosis to
the patient, and helping them to see what the symptoms
are in them, is a huge relief to the patient. At last they
can put a name to their suffering, and they feel understood. This aspect of treatment alone can be one of the
most effective and helpful things that clinicians can learn
to do for their patient.
Clinicians must also learn to effectively educate the
patient about their illness. In order for the therapist to
do so, they must have a detailed understanding of severe
mental illness in general, including an ability to conduct
a thorough review with the patient which covers all of
the possible symptoms. Many therapists trained in traditional psychotherapy await the patient’s disclosure of
symptoms. Dr. Penick says ask or you may not know.
And trainees often find that they did not realize important things once they ask- sometimes even that the patient

is psychotic! However, diagnostic interviewing must not
stop with a review of criteria or general questions about
hallucinations or agitation. Rather, the trainee must learn
to know the particular patient’s illness in intimate detail.
For instance, what is the content of the delusions or hallucinations? Also, how do they fit together? How do
they affect that particular person’s life and functioning,
especially the decisions they make and the actions they
take. Effective interviewing begins a treatment process,
and is a combination of learning symptoms, educating
the patient at the same time, and all the while drawing
the patient into a therapeutic collaboration with a knowledgeable person who understands their disorder.
With a detailed understanding of the particular
patient’s illness, the therapist can collaborate with a
patient to learn acceptance of their condition and develop
an understanding of the ways in which it has affected
them over the course of their life. This lifelong understanding of severe mental illness follows up on the
assessment, which is a historical review of symptoms,
and not just a cross-sectional understanding of current
functioning. While receiving and accepting the diagnosis
is a relief, such an acceptance also entails recognition of
loss- that is, the awareness of what limitations the illness
has imposed upon their life. It also involves an acknowledgment that even though suffering can be address therapeutically, the illness is likely something that they will be
living with for a long time.
Once a common understanding of the condition exists,
a major goal of treatment is to reduce the impact of the
symptoms on the patient’s life. For instance, therapists in
training must learn methods for working with hallucinations and delusions. As examples, earphones can reduce
attention to auditory hallucinations, self-talk and talking
back to hallucinations can help deal with them, or mental
imagery, such as constructing an imaginary wall between
oneself and the noise, can help. Each person has to find
their own methods with the help of the therapist. Even
for some of the most intractable problems, such as paranoia, patient can learn at least whether or not to act on
their delusional material. In addition, therapists must be
able to enlist families whenever possible, and teach families how to respond to symptoms. Families face many
situations they may have had no one to tell them how to
address. For instance, how is a parent to cope with an
adult son who says they feel that the parent is trying to
kill them?
So how do interns learn to practice in this way? At the
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clinical training level, Dr. Penick notes that even interns
who have no ultimate goals of working with the severely
mentally ill need to see at least a patient or two with
severe mental illness. In fact, they need to take on some
patients that others may have considered “hopeless”, and
learn to give them a success. Even if the intern goes into
a primary care clinic, for instance, they will encounter
patients with severe mental illness. In many settings,
they are likely to be who might have any real experience
with knowing what to do, how to listen, how to respond,
or how to consult effectively with physicians about them.
Trainees need to be comfortable taking on this role. This
includes understanding the biological aspects of these
disorders, and having a working knowledge of medication so that they can talk intelligently and effectively
with physicians. In many settings, those interns who are
well-trained, are likely to have a better understanding of
medications than the primary care physician. Of course,
interns who have a strong professional goal of working
with severely mentally ill patients need to see a wide
range of such patients and learn interventions at many
levels. Proper clinical training requires supervision and
guidance from an experienced supervisor who specializes in this area.
Tools can help with effective diagnosis. Dr. Penick
advocates the use of a structured diagnostic interview,
but created her own to be more patient friendly. Dr.
Penick’s PDI (Othmer, et al., 2000)* helps the trainee or
clinician to conduct symptom reviews using questions
in typical patients’ wording as they might experience
the problem, rather than having questions that read like
criteria out of the DSM 5. This facilitates the important
collaborative, psycho-educational process, as well as
furthering discussion with the patient from the beginning of their encounter with the clinician. Good training involves Interns sitting in with the expert
specialist as they interview and conduct
therapy with persons with severe
mental illness. The interview
and interventions are a fluid
process which cannot be
taught through readings
alone or other didactic training alone.
Finally, interns and
other trainees learn
that psychotherapy
with patient with

severe mental illness does not involve a cure. Rather,
psychotherapy is rehabilitative. However, clinicians learn
that they can help relieve patients’ symptoms and suffering (Society of Clinical Psychology, 2013). Therapy can
have start and stop points. For instance, the patient may
work with a therapist for a year or longer and feel that
they have learned enough about their illness that they
want to try it on their own. Frequently, the therapist will
“ride the illness” with the patient, seeing them in times
of distress and less frequently when they are doing well.
I more detailed description of Dr. Penick’s approach,
known as Diagnosis-Specific Psychotherapy, can be
found in Penick, et al., (1991).
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Notes from CoA

Update on Revising the G&P
T

By Carl E. Paternite, Ph.D.
CoA Chair, 2014

he CoA appreciates the extensive public feedback
that has invaluably informed the process of revising
the G&P since this effort was launched in mid-2012.
In fall 2013 CoA writing teams completed draft Standards
of Accreditation (SoA) for each level of training (doctoral,
internship, and postdoctoral). Following approval by
the full CoA these draft standards were edited by technical writing consultants, and they then underwent legal
review. I am pleased to report that the draft Standards of
Accreditation in Health Service Psychology were released
for 6 months of public comment in early January of this year. In
order to offer comparison between the current G&P and the new
draft SoA the CoA also has prepared three documents (one for each
level of training) highlighting what has changed and what has not
changed in the draft SoA. These summary documents were included as part of the March 2014 CoA Update, which can be downloaded through the Office of Program Consultation and Accreditation
website (http://www.apa.org/ed/accreditation/).
The public comment period on the draft SoA will continue until
July 7, 2014. On behalf of the CoA, I strongly encourage you to
provide public comment on the standards at http://apps.apa.org/
accredcomment/default.aspx. This is your opportunity to pose
questions to the CoA, make recommendations, and provide any
other thoughts to help inform the development of new standards.
It is important to note that the SoA documents posted for public
comment are proposals; nothing is final at this point and your
feedback is important to the CoA’s process. Based on the feedback
received, the CoA will review all comments and determine a timeline for moving forward. Depending on the nature of the
public comment received by July 7th, an additional round of public comment at some
point during the second half of 2014 may
be warranted.
While the CoA awaits public
comment on the draft standards
work is underway on revisions to the Accreditation
Operating Procedures (AoP),
an Accreditation Glossary,
and some important
Implementing Regulations.
In fact, revision of the AoP
was a central focus of the
annual CoA policy meeting
in February 2014. Key changes

to the AoP currently being developed by CoA include: 1)
adoption of procedures to allow for “accredited, on contingency” status for doctoral programs, similar to what is currently available for applicant internship and post-doctoral
programs; 2) lengthening the potential time between reaccreditation reviews from 7 years (currently) to 10 years;
and 3) increased strategic use of ad hoc program review
consultants for initial and re-accreditation reviews. These
and other changes to the AoP will be incorporated into a
draft revised AoP, which will be posted for public comment
later this year, along with one or more Implementing Regulations
to accompany the revised SoA.
With reference to the revision process and timeline moving
forward beyond July 2014, during CoA visits with training councils during the recent mid-winter meetings some concern was
expressed that new standards might be implemented very quickly.
On behalf of the CoA, I want to assure you that given the profound
impact new accreditation standards will have to the field and discipline, programs will receive ample notice of upcoming changes
during a carefully executed implementation period. This of course
will only occur after the approval process for the new standards
occurs consistent with the CoA’s Implementing Regulation A-1.
Specifically, after the CoA approves the final revised standards
they will be presented to the APA Board of Educational Affairs and
Board of Directors for review. Upon completion of those reviews,
the revised standards must be approved by the APA Council of
Representatives. As such, if final revised standards are approved by
the CoA by late 2014 or early 2015, it is unlikely for official adoption
and implementation to occur prior to 2016, at which time
there will be an appropriate phase-in process for
applying the new accreditation standards for
review of programs.
In closing, on behalf of the CoA I
want to thank APPIC as an organization, and individual APPIC
members, for feedback provided
to date as we move toward new
standards. These comments and
suggestions have been critical to
shaping the SoA thus far.
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News from the
APA Education Directorate

T

By Catherine Grus, Ph.D. (cgrus@apa.org)

he APA Education Directorate develops
and provides resources with and for the
education and training community and
through this column I try to share some that are
most relevant to the APPIC community. In this
column I would like to provide a few updates
on the Blueprint for Education and Training
of Health Service Psychologists developed by
the Health Service Psychology Education Collaborative
(HSPEC) that I have mentioned previously. The blueprint reflects the work of an interorganzational group
consisting of members from APA, the Council of Chairs
of Training Councils (CCTC) and the Council of Graduate
Departments of Psychology (COGDOP) to build a vision
for the future that would promote high quality education
and training, outline specific steps to achieve this, and
periodically review that vision. HSPEC focused its work
on health service psychology, a term that has generated
questions about its specific meaning and scope. Health
service psychology was defined in 1996 in a policy of the
APA and refers to the substantial areas of overlap among
the specialty areas of clinical, counseling and school
psychology. Efforts to implement some the recommendation in the blueprint are underway while the others are
under discussion. Of note, the competencies for health
service psychologists developed by HSPEC and refined
through substantial input from the education and training community were endorsed and adopted as APA
policy in February 2014. The blueprint was published
in the September 2013 issue of the American Psychologist
and a recent special series in Training and Education in
Professional Psychology featured several articles offering
perspectives on the blueprint.
Another resource that we hope will soon be available is
guidelines for clinical supervision in health service psychology. The guidelines were developed by a task force
convened by the APA Board of Educational Affairs and
chaired by Dr. Carol Falender. Seven domains related to
supervision: supervisor competence; diversity; relationships; professionalism; assessment/evaluation/feedback;
problems of professional competence, and ethical, legal,
and regulatory considerations form the structure of the
document. Each domain contains specific guidelines.
It is hoped that this document will promote high quality competency-based supervision. The document was
recently revised based on feedback provided during a
period of public comment and is moving through the

approval process at APA.
In 2012 the APA created a grant program to
increase the number of APA-accredited internships.
Two funding cycles are planned in 2014, the deadline for the first is May 30th and the second call for
applications is expected to happen in July. So far 73
programs have received a grant and of those three
have received accreditation, representing thirteen
internship positions. Ten programs are under review
by the Commission on Accreditation. Grants have been
used for a variety of purposes such as administrative
support, consultation costs, accreditation fees, and intern
stipends. Priority is given to programs seeking accreditation that expand the number of internship positions,
serve historically underserved populations, and/or prepare psychologists to work in integrated primary care
and community health care settings. For more information please go to http://www.apa.org/about/awards/
internship-program-grants.aspx.
Finally, the APA Education Directorate is expanding
our online course offerings to include material specifically
designed for education and training programs. The focus
is on topics that programs feel are important but may
not have the resources or time to address. The programs
are available for free or very low cost. To date, there has
been one on psychological report writing (co-sponsored
with the Society for Personality Assessment; see
http://apaonlineacademy.bizvision.com/product/
psychologicalreportwritingresourcesresearchandstrategies(10301) and competencies for psychological practice in primary care (http://apa.bizvision.com/product/10500). One is planned on incorporating public
health approaches into psychological practice. I would
welcome any suggestions for topic and speakers.
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Canadian Council of Professional
Psychology Programs (CCPPP)
Liaison Report to APPIC

T

By George Hurley, PhD and Susan Jerrott, PhD

he CCPPP Executive Mid-Winter
meeting concluded in February
and a number of items relevant
to APPIC were discussed. Most important was the upcoming review of non
CPA Accredited Canadian Doctoral
programs for continued access to the
APPIC Match beginning in 2018.
At our 2011 AGM, CCPPP voted
upon and approved review criteria for
all non CPA accredited CCPPP doctoral
programs, internships and internship
consortia. These criteria are parallel
to the now published APPIC criteria
for non APA/CPA accredited doctoral
programs who are APPIC members.
The intent of the CCPPP review criteria was to ensure that CCPPP member
doctoral programs, internships and
internship consortia continue to meet
quality assurance standards and move

toward completing CPA accreditation.
The CCPPP executive plan to begin
using these quality assurance criteria
for all non-accredited member sites this
Spring.
CCPPP and APPIC have begun
communicating with each other with
regard to the results of CCPPP doctoral program reviews and that the
CCPPP review for Canadian programs
may eliminate the need for a separate
review by APPIC. This process is being
explored by both organizations at this
time. We believe that our two organizations can work together to ensure that
quality programs are available to train
our future Psychologists, and that we
encourage programs to become accredited, an important factor for many students participating in the match.
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Tips for Trainers: The Matter of Money

I

By Marla Eby, Ph.D., APPIC Board

have served for nearly five years as Treasurer of
APPIC, which is ironic in a way, because I came
of age at a time (during the Vietnam War protests)
when the matter of money was not only ignored but
actively despised as a life variable. Like many psychologists, I have attended more to issues of cultural, racial
and ethnic diversity in my work than to economic factors. And yet, after more than 30 years as a public sector
psychologist, I have come to realize that the socioeconomic divide may be the biggest one of all, the ever-increasing
gulf between most psychologists and much of the public that
we serve.
The meaning of money is all too invisible in our work and
in our attention to training. There are multiple reasons for this.
We feel that we are relatively powerless against weighty social
and institutional structures. While we work to reduce stress,
we have few remedies that address economic hardship. And
we are much occupied, both in institutions as well as in private
practice, with keeping the wolves from our doors by increasing
the business side of our enterprise.
As most of us know, wealth is at least partly a matter of
luck. And so is mental health. For those doubly unlucky, the
inability to work leads to a downward spiral of destitution
and often homelessness. For those simply born to poverty,
the security that many of us take for granted is elusive and
inadequate. But even for those struggling at the bottom of the
middle class, or for the undocumented immigrant, there are
scarce resources and a high degree of anxiety, often based on
uncertain jobs.
The stresses for clients in these groups are hard for many
of us to imagine, but there are still further gaps between psychologists and those we treat, partly influenced by a set of
assumptions that are largely out of our awareness. We make
judgments about dress, culture, and educational background,
what Pierre Bourdieu calls the habitus of social class, that
define who we are. These assumptions can contribute to
social exclusion, an exclusion often deepened by the presence
of mental illness. I am reminded of a group therapy session
in the state hospital where I worked early in my career, where
one patient, unvisited by family and friends, noted that she
felt that she was in a leper colony. The others in the group
fervently agreed.
Within the psychology training community, there is yet
another financial divide worth noting. When I attended graduate school, most of us completed our doctorates relatively free
of debt. While this is still true for 89% of students in researchoriented PhD programs (Norcross et.al.), it is not true for either
free standing PsyD programs (1%) or university professional
school PsyD programs (5%). The resulting median debt load
for the latter (estimated by the APA Center for Workforce
Studies) of $120,000 results in a high degree of stress in these
students (El-Ghoroury et.al.), but this is rarely discussed by
internship and postdoctoral training directors. Instead, there is
an increasing emphasis on productivity and billable hours, and
our stressed trainees are advised to seek their own treatment

(sometimes to better understand themselves and the
process of therapy) which may add yet another financial burden.
We live in difficult financial times, and the various
problems of financial inequity have been a thorn in
our side for some time now. I am noting that I wrote
about financial hardship in our profession in my first
APPIC column five years ago. But I would argue that
we could do a better job of noticing and discussing the
financial landscape as part of our ethical obligation to consider
diversity in our work with clients, and as part of our duty to
mentor our trainees towards professional growth. I put forth a
few modest suggestions:
1.Increase substantive curriculum elements at all levels of
psychology training about poverty and social class, and help
supervisees understand the implications of these factors in their
work with clients. An article by Laura Smith, referenced here,
provides guidelines about how to implement such training.
2.Advance treatment practices that actively address problems of financial stresses faced by our clients. These might
include groups to address problems in work, the development
of resources for enriched social inclusion, and coping strategies
specifically targeted towards lessening financial stressors.
3.Work towards the payment of a living wage for both
internship and postdoctoral placements (a fundamental cornerstone of accreditation), and include the topic of coping
with financial stresses in professional development seminars.
Consider the possibility of loan forgiveness programs in the
individual mentorship of trainees.
4.Include curriculum elements about fee-setting, pro-bono
and low-fee work, and the ethical discussion of fees in work
with clients, particularly in preparation for work in private
practice.
5.This is my last Tips for Trainers column, and my last year
on the APPIC Board, and I can’t begin to describe the benefits
that this experience has brought to my professional career and
my understanding of the work of others. So here is my last
suggestion – model volunteer (non-paying) elements in your
career and encourage this in your trainees. You will all be the
richer for it.
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FROM THE ASSOCIATE EDITORS

Behavioral Emergencies

I

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

n my previous column in this newsletter
(November, 2013), I discussed the importance
of stress training and training that gradually
approaches actual experience in developing competence in managing behavioral emergencies. In this
current column, I would like to discuss the importance of having an appropriate model for decision
making in behavioral emergencies.
It has been found that people change their decision making strategies based on the task with which they are confronted. Payne, Bettman, & Johnson (1988) have shown that
under increased time pressure, individuals will accelerate
their information processing, filter what information they
will process, and change the method that they use for decision making. Among the mental health disciplines, clinical
and counseling psychologists have often been trained in
the scientist-practitioner or Boulder model (Jones & Mehr,
2007). This model calls for an integration of science and practice such that the practitioner is directed by empirical data
and scientific methods for the resolution of clinical issues.
Through scientific inquiry, he or she is also to contribute
to the development and enhancement of practice. In this
model, Jones & Mehr (2007) have pointed out that the first
role of the scientist-practitioner is that of a researcher.
The decision making model of the scientist or researcher,
however, is typically one in which the individual is very
deliberative and analytical. Yet, this type of approach is
not necessarily one that is suitable to the dynamic and fastpaced circumstances that can accompany the evaluation and
management of behavioral emergencies or even the giveand-take of an emotionally charged psychotherapy session.
There is a need for a decision making model for clinicians
who must deal with patients or clients who are at high risk
for harm to self or others, about whom information may be
incomplete, whose emotional state may be highly charged,
for whom the best course of action may be uncertain, and
with whom there is time pressure to arrive at a decision. In
this column, I will briefly discuss three broad categories of
theoretical models for decision making (Polic, 2009; Shaban,
2005) (i.e., rational and normative models, descriptive models, and naturalistic decision-making models) with the intent
of arriving at a model or models appropriate for dealing
with behavioral emergency conditions. For a more complete
discussion of this topic see the book by Kleespies (2014).
In a rational or normative model of decision making, the
decision maker conducts a systematic, organized information search, considers all alternatives, generates a large set
of options, compares the options, and selects the course of

action that is most likely to lead to an optimal outcome (Driskell & Johnston, 1998). There is an assumption of a clearly defined problem and an impartial
and fully rational decision maker.
In the past, rational and normative models were
considered ideal. They were the preferred models
of the scientist or of those responsible for allocating
financial resources. Deviations from the ideal were
seen as a breakdown in the decision making process (Janis &
Mann, 1977). More recently, however, the limitations of these
models for certain tasks has become evident. First, it takes
a relatively long time to elucidate all the options and come
to a judgment. (These models are best used for long-range
planning rather than for the fast-paced decision making that
may be needed in an emergency. ) Second, under dynamic
and changing circumstances, when decisions must be made
with incomplete knowledge, the requirements for complete
quantification in a rational model cannot be adequately fulfilled. Finally, it has been demonstrated that in actual practice human decision making does not occur according to the
processes described in rational models (Kahneman, Slovic, &
Tversky, 1982). This latter point gave rise to interest in decision making models that attempt to describe how people
actually arrive at decisions.
Psychologists such as Simon (1957) and Tversky &
Kahneman (1974) challenged the notion that people attempt
to evaluate all available response choices as called for in
rational models of decision making. They generated what
have been referred to as descriptive models of decision
making. Thus, Simon proposed a concept of bounded or
limited rationality to describe typical human decision making. From this perspective, the individual considers only as
many alternatives as needed to find one that satisfies him
or her. From a somewhat different perspective, Tversky and
Kahneman proposed that, under conditions of uncertainty,
people frequently rely on a limited number of heuristic
principles (or strategies) to reduce complex decision making tasks to simpler judgmental operations. They provided
empirical support for their proposal in numerous studies in
which they demonstrated that, when conditions were uncertain, not only relatively naïve subjects, but also experienced
researchers tended to abandon probabilities such as the base
rates of events or the sample size of groups, and based their
decisions on heuristics (or rules of thumb). An example of
such a rule of thumb might be what they have referred to
as representativeness (or having characteristics similar to
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those attributed to certain groups of people or things) (see
Kahneman, et al., 1982 for other examples).
Although descriptive models of decision making approach
the process of decision making in everyday life more closely
than rational models, they nonetheless tend to be based on
evidence from laboratory studies. As such, they fail to take
into account the effects of the context that can accompany
decision making in the real world where the decision maker
may confront many different pressures. As a result, decision
researchers and theorists began to question how experienced
decision makers (i.e., those who worked in dynamic, uncertain, and fast-moving natural environments, and were good
at what they did) went about assessing situations and making
decisions. This direction of theory and research is referred to
as naturalistic decision making. It is more consistent with the
decision making that often occurs when evaluating and managing behavioral emergencies or situations in which a patient
or client is at acute risk of suicide and/or violence. Several
naturalistic decision making models have been proposed and
I will briefly describe them here.
Klein (2009) proposed the recognition-primed decision
(RPD) model to explain how experienced decision makers can identify a situation and generate a course of action
without needing to consider multiple options. He theorized
that, in many situations, such a decision maker identifies the
particular situation as similar to situations that he or she has
experienced in the past and recognizes a typical course of
action. When confronted with a situation for which he or she
has no immediate match, the experienced decision maker
searches for features of the situation whereby he or she
might place it into a known category. If this feature matching
effort fails, the decision maker tries to mentally synthesize
relevant features into a new causal explanation of the situation. The more experienced the decision maker, however, the
more likely he or she is to be able to have a mental match
for the situation or to be able to match features and have a
feasible course of action.
The RPD model asserts that experience and expertise with
a task can allow a decision maker to find a plausible option
as one of the first (if not the first) one considered. Time pressure need not have a negative effect on performance because
the experienced decision maker uses pattern recognition,
which can occur very quickly.
The Recognition/Metacognition (R/M) model (like the
RPD model discussed above) posits that the experienced
decision maker utilizes an initial level of pattern recognition,
but it goes on to posit that the pattern recognition activates
schemas (or mental structures) related to past situations with
similar elements (Cohen, Freeman, & Thompson, 2009). These
schemas are said to be under metacognitive control and can
be critiqued for problems with the recognitional schemas.
Critiquing can identify problems such as missing key elements, contradictory elements, and faulty or doubtful assumptions. The critiquing process can lead to additional information
retrieval and a reinterpretation of cues to bring about a more
satisfactory situation model for decision making.
The R/M model attempts to include critical thinking
in addition to recognition priming as part of the process

utilized by experienced decision makers. It posits that proficient decision makers work with developing situation
scenarios in which they go through a mental investigation of
gaps and conflicts that may require modifications to the pattern that has been recognized.
Many errors that are said to be due to poor decision making are attributable to the situation awareness portion of the
decision making process. Given his or her perception of the
situation, an individual may make a correct decision, but
there can be a problem with the perception. The Situation
Awareness (SA) model of Endsley (2009) gives particular
attention to accurate perception of the particular situation.
It has three levels: (1) perceiving critical factors in the environment; (2) understanding what those factors mean; and
(3) understanding what is likely to happen with a changing
situation in the future.
Similar to the RPD and R/M models described above,
the experienced decision maker in this model makes use of
long-term memory stores of schemata or mental models (i.e.,
mental representations of similar situations or events) to aid
in understanding the current situation and making a decision about a course of action. In effect, they look for a best fit
between characteristics of the situation and the characteristics of known categories of events.
Finally, as noted earlier, in many task settings decisions
must be made under time pressure with incomplete, ambiguous, and/or conflicting information. Under these conditions, decision makers must conduct a less-than-exhaustive
information search, do an accelerated evaluation of the
data, consider a limited number of alternatives, and come
to a rapid closure on a decision. Johnston, Driskell, & Salas
(1997) referred to this type of decision making process as
a hypervigilant decision making strategy. They contrasted
it with a vigilant strategy by which they meant a rationalanalytic approach as described earlier in this chapter. They
contended that, in comparison to the vigilant approach, such
a hypervigilant strategy does not represent a defect in the
decision making process, but rather an adaptive response
given the time-limited nature of the task.
I contend that the NDM models of decision making are
crucial for understanding what must be learned to acquire the
skills necessary to become competent in the evaluation and
management of behavioral emergencies. When a clinician
works with patients who may be at risk of suicide or violence,
a life or lives can be in the balance, and the time for evaluating
and managing the situation can be very limited. It is important that he or she have good situational awareness (e.g., the
clinician needs to be aware of the patient’s demeanor and
behavior as well as the resources he or she may have to cope
with the patient’s behavior should problems escalate). He or
she needs to rapidly gather and analyze the information that
can be obtained in a limited period of time. Because time is
limited, the focus must be on gathering information that is
essential to the decision at hand. He or she needs to be able
to call upon past experiences (or be recognition primed) in
evaluating the patient’s condition and deciding if something
preventive needs to be done. With recognition schema that
seem to be a good fit, the clinician needs to be able to critique
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the schema to detect gaps or inconsistencies. In Kahneman’s
terms (Kahneman, 2011), the clinician needs to learn to recognize situations in which mistakes or biases are likely and try
to avoid them, particularly when the stakes are high.
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Clinical Health Psychology:

What? A “Tax on Me.” No, just a Taxonomy

W

By Mark Vogel, Ph.D., ABPP

hat is an “experience” and how does this
compare with a “major area of study,”
an “exposure,” or an “emphasis?” A
common language is critically important in the
development of any field. When we communicate using words and terms that have a common understanding we are more able to share
information, advance our understanding, and
test hypotheses. In the health service psychology
education and training arena, the need for this same type
of common language has been established in some areas,
but other terms and descriptors have been used in various ways. In order to develop a set of consistent terms
and definitions related to education and training in health
service psychology, the Commission for the Recognition
of Specialties and Proficiencies in Professional Psychology
(CRSPPP) has been engaged in an ongoing effort to
develop a taxonomy. A taxonomy is simply the orderly
classification and/or arrangement of a set of related concepts based on their common factors. In 2012, the APA
Council approved the CRSPPP guidelines (available at
http://www.apa.org/ed/graduate/specialize/taxonomy.
pdf) to provide guidance for terms used in each specialty
when describing the education and training sequence.
This common language is designed to be used by training programs when developing descriptors of their programs. In this way, potential students, and the public at
large, will have a consistent understanding of type and
intensity of training opportunities available. This information will also allow students to compare opportunities
from one training program to another.
Since publication of the taxonomy in 2012, the work
now has moved to applying these guidelines to specialty
specific recommendations. At the 2014 Mid-Winter meeting of the Council of Clinical Heath Psychology Training
Programs (CCHPTP) several workgroups, led by Dr.
Rick Seime, engaged in an iterative process of defining
and refining definitions as they apply to the specialty of
clinical health psychology (CHP). The taxonomy uses
four levels of opportunity (also labeled intensity) from
lower to higher at each level of education and training : exposure, experience, emphasis, and major area of
study. Each of these intensity levels are described within
each stage of the education and training sequence (doctoral, internship, postdoctoral, and post-licensure). The

workgroups developed definitions as each level
of opportunity (intensity) by each stage of training. For example, what is meant by an internship
program that advertises in their brochure that
they have an “exposure” in CHP and how would
this compare to a practicum or a postdoc program
that uses this same label to describe their training
opportunity. This information was summarized
in a matrix format (four levels of intensity by four
stages of education and training). Footnotes were used
to provide additional clarification. Before this matrix is
widely distributed, this CHP taxonomy will be endorsed
by other members of the CHP synarchy (APA- Division
38, American Board of Clinical Health Psychology,
Academy of Clinical Health Psychology, and Association
of Psychologists in Academic Health Centers) before
being forward to the Council of Specialties (CoS) and
CRSPP. The final document, when approved, will be
widely disseminated.
A similar process has been conducted by other specialties represented on CoS , e.g., clinical psychology, counseling psychology, rehabilitation psychology , behavior
and cognitive psychology, geropsychology etc.. The
CRSPPP taxonomy project aims to provide specialty
specific taxonomies which will be widely available. So,
to return to my title, there is no new tax, the work is not
overly taxing, and the process allows for the development a sound taxonomy that will be helpful to training
directors, students, and the public alike.
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Consortia:

Administrative structures:
One model does not fit all

H

By Brenda J. Huber, Ph.D., ABPP

aving served on the APPIC renewal committee for a number of years, I have been
exposed to many consortium programs
and continue to learn a great deal about how others approach the task of pooling resources across
organizational entities for the purpose of providing high quality training experiences. There are
three distinct models as well as some that borrow
components from one or another; they each have
their own merits.
Ring-Around-the-Rosie: This first model involves several organizations whose primary mission is the provision of clinical services who agree to join together for the
purpose of recruiting and potentially retaining trainees.
There is typically little money or time set aside for the
administration of the program and the role of training
director is sometimes shifted between organizations from
year to year and may be somewhat dependent on the
personalities of the individual supervisors. It is necessary, though, that someone provide leadership in ensuring that APPIC criteria are met and an adequate MOU,
grievance and due process procedures, and trainee evaluation process exists across organizations. Interns are typically paid a stipend directly by the partnering entities,
and interns may complete their entire experience in one
setting or move between several in one or more tracks
with individual match codes. As a starting point, each
entity begins by offering trainees topics that are consistent
with the expertise in their setting, perhaps drawing from
presentations previously offered to practitioners within
or outside of the organizations. For example, a center for
treatment of sexually reactive youth might provide training to the cohort of interns in the assessment of sexual
trauma. In time, they develop a series of trainings that
are cumulative and sequential and represent the “curriculum package” that each intern can expect from year
to year. Supervision which is primarily focused on staffing cases in clinical service organizations shifts to include
feedback around the trainee’s acquisition of skills and
professional development. In the process of becoming a
consortial partner, each entity incorporates training future
practitioners as a part of their entity’s mission. In my
experience, this model is well-suited for APPIC membership, and partners often report satisfaction with the quantity and quality of applicants. For programs that wish to
pursue, APA-accreditation, however, it becomes very dif-

ficult. In most cases, the model must shift to one
with a single entity consistently assuming responsibility for the on-going data collection that is part
of the consortium’s self-study and managing the
additional costs associated with APA accreditation
as described below.
Bicycle Tire: This model differs from the previous one in that there is a central hub that is
connected (spokes) to each of the entities as they
remain connected to one another (rim). The partnering
sites all sign a single document indicating their commitment to one another and the central governance structure.
Generally, all partners contribute some degree of funding
to the lead entity which handles costs associated with
intern recruitment, cohort trainings, and accreditation.
Stipends may or may not be pooled. In some cases, the
agency which houses the training director and provides
leadership in on-going quality assurance and coordination of the training curriculum is one for whom training
the next generation of providers is a core component of
the organization’s mission, such as a psychology training
clinic or medical school. This model is the most common
of programs that are both APA-accredited and APPIClisted.
Sun: This model is similar to the Bicycle Tire in that it
has an entity at its center providing leadership. Unlike the
Bicycle Tire; however, the central entity plays a comparatively larger role such as being the employer of all trainees
and providing the training curriculum. Training sites contract with the central entity and pay a larger annual fee that
covers administrative costs and stipends. The training sites
branching out to the ends of the sun’s rays are not necessarily connected to one another in any meaningful or contractual way, nor do they necessarily pool resources, both of which
are criteria for APPIC membership.
As groups of individuals join together to address
the intern imbalance, the proliferation of consortia has
produced a great deal of diversity and complexity. The
Illinois School Psychology Internship Consortium, for
example, which is both APA-accredited and APPIC-listed,
uses a Bicycle Tire model with mini Ring-around-theRosie consortium nodes around its rim where two or
three entities collaborate to share a single intern track. In
sum, creativity is necessary and welcome as programs
develop an administrative structure to consistently support high quality internship experiences.
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Counseling Centers

That In-between Time: What To Do Between Match Day and Start Day

I

By A. Glade Ellingson, PhD. University Counseling Center, University of Utah

was browsing through prior editions of APA’s
gradPSYCH Magazine online and came upon
an article with suggestions for intern applicants who had recently matched (Uscher, 2011).
Specifically, the article addressed how these prospective interns could productively spend the
months between Match Day and the beginning of
internship. The article got me thinking about what
we, as internship Training Directors, can do to help our
future interns during this same interim period. Of course,
most of us called the applicants with whom we matched
on Match Day and we all got out formal offer letters or
e-mails within 7 days, in accordance with APPIC Match
Policies. But what else might we do to start off “on the
right foot” with these budding professionals who will
show up at our training sites in a few months?
What follow are a few common sense suggestions from
my own experience, and from the Training Directors who
preceded me at my own internship training site.
• Be personally welcoming. Before making those excited
congratulatory calls on Match Day morning, I try to take a
few moments to review my selection notes regarding each
new intern I will be calling. Given the inevitable jumble of
names, academic programs, and qualifications that characterizes the final ranking process, it takes a minute or two
to fix an individual’s application in my mind. Was this the
applicant who was encouraged to apply by a particular
mutual colleague at their academic program? Did this person attend our Open House? Taking a moment to remind
myself of this applicant’s individuality can help me be personally welcoming.
• Foster cohort connections. Typically, we match with
interns who are not known to each other and who are
coming from academic programs all over the U.S., and
sometimes Canada. In my early contacts with each applicant I tell them a bit about their incoming cohort, and ask
each person’s permission to share their contact information
with the other cohort members. This way the cohort can
be in touch before internship begins. They sometimes opt
to connect with one another via social media platforms.
Incoming interns often act as resources for each other
regarding their transition to town and finding housing,
for example. Members of our current intern cohort actually learned that they shared an interest in running; before
internship even began they had registered to run a local 5K
together.
• Foster connections with the agency. In an early email
I encourage our incoming interns to contact current interns
and permanent clinical staff members with whom they

share clinical interests. This way they can learn more
about training opportunities which may be particularly attractive to them. We also invite our incoming
interns to check for updates on our agency website
and to follow our Facebook, Twitter, Instagram,
and Pinterest links there. I assign each new intern
a particular agency “Contact Person.” This is a permanent clinical staff member other than myself who
is assigned to be in periodic contact with the intern. That
way, the prospective intern has an additional staff member
who can answer questions about the city or the agency
even when I am out of town, for example. When possible,
I assign a Contact Person who had interviewed that applicant during selection. Finally, I invite each new intern to
visit the agency, if they would like, once they have arrived
in town.
• Providing information and setting expectations. We
of course share local website links that we think may be of
use in transitioning to town, finding housing, and getting
settled. As our start date approaches, I email the incoming cohort with an explanation of our initial Orientation
process, letting them know what they can generally expect
during the early weeks of internship. Occasionally, prospective interns will have questions about agency dress
or norms. Sometimes new interns are in the position of
having to negotiate—before internship begins—anticipated
leave for the annual APA conference. The conference often
coincides with our Orientation. I can then point them to
our Leave Policy in our Internship Manual online and discuss possible options with them. For internship sites with
employee benefits, forwarding the institution’s HR website
a week or two before internship begins can be very helpful. This way, new interns can familiarize themselves with
different health care plans they will need to choose among,
for example.
These are just a few ideas of what we as Training
Directors can do in these interim months between Match
Day and the beginning of internship. And, of course, don’t
forget to attend to the needs of your current interns as they
wrap up their year and head out for their first post-internship positions. They can feel a bit let down and “replaceable” especially after Match Day when they are reminded
in a concrete way of their limited tenure in the agency.
Reference
Uscher, J. (2011, March). Degree in sight: You’ve
matched! Now what? gradPSYCH Magazine, 9(2),
12. Retrieved online at: http://www.apa.org/gradpsych/2011/03/now-what.aspx
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Disabilities: Elephants by the Door:
The Subjectivity of Disability

					

A

By Lauren Imperatore, Ph.D.

few years ago during a play therapy session in
my office, a toy elephant – also a veteran actor in
various fantasy-play scripts created by my child
patients - was bequeathed a real name: Edgar (“Edgar the
Elephant” to be exact). Edgar is made of heavy rubber
and because of this (and thanks to his serendipitous location on the floor one day after a therapy session) he scored
himself a moonlighting gig as my office door-stop not too
long ago.
Soon after Edgar took his post at my door, a colleague
of mine noticed him and told me that it was “good luck”
to have an elephant by the door. I hadn’t realized this but
ever since then I’ve been appreciating Edgar for both holding open my door and for sending good fortune to whomever comes into or passes by my office.
I was taken by surprise the first time I encountered a
differing perspective on Edgar’s station: “Poor elephant;
relegated to the floor! He deserves to be on the shelf next
to the other (rubber) animals!” Then, another time, when
Edgar was positioned on his side (napping, clearly): “Oh,
he fell! Let’s pick him up and put him right side up!” Each
differing perspective on Edgar (and there have been many
– who knew a toy elephant would be such a conversation
starter?) has granted me a refresher lesson in subjectivity.
My capable and lucky (and sporadically sleepy) elephant is
another person’s vulnerable, injured one.
I’ve been working as a clinician who specializes in
Deafness and multiple disabilities for several years now
and it occurred to me recently that my organic continuing education course in subjectivity (thanks to Edgar and
everyone who reacted to him) echoed my formal education in Deafness many years ago when I entered graduate
school at Gallaudet University, the University for the Deaf
in Washington, DC.
Before I attended Gallaudet, I tended to view deafness
as disability – as it is so commonly viewed, particularly in
the medical community - rather than as a form of diversity. I soon augmented my view and embraced Deafness
as a culture, as it is so considered by a significant segment
of people with hearing loss in this country and certainly
by many of the patients that come and seek treatment at
the Deaf and Hard of Hearing Service at the Cambridge
Hospital, where I now work.
People who identify as culturally Deaf label themselves
so with a capital “D.” Deaf people do not view their
deafness as impairment. They acknowledge that they are
disadvantaged relative to people who can hear, but they
attribute this disadvantage to the fact that societies are
structured almost exclusively around the linguistic norms
and needs of people with normal hearing. The lore of the
Martha’s Vineyard community wherein a quarter of the
population was Deaf lingers as a poignant example of the

“relativity” of disability: It was quite normal for most people - Hearing and Deaf - to use American Sign Language
and therefore Deaf people lived and worked with the ease
of their Hearing neighbors.
American Sign Language (ASL), the designated communication system of Deaf Culture, is a visual-manual
language with its own grammar that possesses all the complexity, sophistication, and power of a spoken language –
and its symphonic structure animates its expressivity. The
ASL of fluent, native signers is pretty spectacular to watch.
After fifteen years of being steeped in Deaf culture, I still
find myself moved by the experience-nearness of the language.
Perhaps not surprisingly (given the modality of ASL),
Deaf people emphasize the visual. Coupled with a cultural
value placed on directness, it is not impolite – in fact it’s
the norm - to point out the physical attributes and/or distinguishing characteristics of others. Body frame, hairline
and style are commonly used descriptors when referencing
people in sign language. My dark under-eye circles have
been noted on more than one occasion by Deaf people with
the same banality as the weather.
There are other social and cultural norms in the Deaf
community that are distinct from those of the hearing community. Deaf people value interdependency, friendship,
and – above all else – communication. They honor openness and self-disclosure and it is considered impolite, or a
sign of being untrustworthy, to keep secrets.
Connection and conversation with friends and acquaintances are valued over time constraints. Avoiding or breaking eye contact, rushing someone, or leaving a conversation
too abruptly are all considered breaches of conduct and
therefore it is quite acceptable and in fact expected that
Deaf people will run late.
A certain amount of physical closeness and touching is
considered culturally appropriate. Tapping someone on
the shoulder and/or waving one’s hand to get someone’s
attention, and hugging in greeting and in parting are considered normative.
Deaf people tell their stories in a different way than do
hearing people. They provide a topic sentence, provide a
great deal of detail that might seem circumstantial or tangential to the untrained eye or ear, and they end with a distilled point that is best understood by the provided context.
Honoring the Deaf style of narrative, I will end with a
final thought: Psychologists and psychologists-in-training
are uniquely positioned to hear about and witness the lives
of people with rich histories and diverse circumstances.
We can both connect around commonalities and expand
our thinking in the context of differences; acknowledging
that some people are deaf and others are Deaf; that some
elephants require rescue and others are just napping.
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Divserity Issues:

College and Poverty go Hand and Hand – Part 2

I

By Lynette Sparkman-Barnes, Psy.D.

n the November Newsletter, I wanted to bring to
everyone’s awareness one of the most salient concerns facing our students from lower socioeconomic
backgrounds, and particularly students of color who
are classified as living at the poverty level. The issue of
class and its intersection with race is unavoidable as we
continue our work with students of all ages and from
all regions. The first article was intended to lay the
groundwork for a much needed discussion about our
role as mental health professionals in treating a population with a very unique set of circumstances that impact
their emotional health and well-being. Moreover,
this initial conversation will lead to a more deliberate
discussion about our role as social justice advocates
on behalf of this diverse group of students to whom
we provide treatment in our University and College
Counseling Centers.
University educators estimate that one half of all
students who are enrolled in a University or college
do not graduate with any credentials within six years
(HCM Strategists, 2008, p. 1). In other words, students
are not completing any degrees even after six years
of matriculating in an institution of higher learning.
Moreover, these educators contend that 63% of African
American students and 58% of Latino students do not
graduate with any credentials in that six year time
period (HCM Strategists, p. 7). It appears that we are
facing a unique phenomenon in the history of education - a situation in which access to higher education
has never been greater; however access has not equaled
academic or economic success. This is particularly true
of African American and Latino students, two groups
that historically have been underrepresented in higher
education. These particular students face significant
economic hardship and are confronted with numerous
difficulties in regard to their access to education and the
likelihood of completing a degree. The research in this
area underscores several factors that contribute to this
difficulty including finances, a lack of social support
networks, poor study and time management skills, and
a general lack of knowledge and familiarity with how
to succeed in a college culture (HCM Strategists, 2008,
p. 9).
It is estimated that the majority of institutions of
higher education overall graduate less than 50% of
their students who are classified as coming from low
income households (The Education Trust 2013, p. 8).
However, it appears that these particular students are
actually expected to contribute a greater percentage

of their family income as compared to students from
middle or higher income brackets. For example, The
Education Trust (p. 7) estimates that students from lowincome backgrounds contribute over 72% of their total
household income to fund their education, as compared
to students from middle-class (estimated to contribute
27%) and students from upper income brackets (estimated to contribute 14% of their total income). It is
clear that students from low-income backgrounds are
positioned to be further disadvantaged by having to
make such an excessive and unbalanced monetary sacrifice to help fund their education. Moreover, students
of color who are in the low-income bracket are further
encumbered through encountering barriers in institutions of higher education that fail to provide them with
the resources necessary to complement their efforts to
finance their education and at the same time help to
amplify their ambition in order to increase their chances
of academic success (Elliott and Lewis 2013, p.11).
Undoubtedly facing such economic adversity causes
significant stress among these students. Indeed financial stress is often cited as one of the highest sources of
concern for students in colleges and universities. These
students are seeking services at our college counseling
centers at an increasing rate. Such issues by themselves
are enough to cause a significant amount of distress to
the students. Unfortunately, the students that frequent
our centers come saddled with several concerns that
are directly related to their financial hardship. These
concerns can range from poor concentration resulting
from worry about their finances, to feeling depressed
or hopeless because of their financial situation, to
experiencing homelessness as a result of their financial situation. We also know that many students will
present with concerns that are not primarily related to
their financial strains but which help to exacerbate an
already heightened stress level fueled by financial pressure. Overall we are all left to wrestle with one critical
question: How can we best help this diverse group of
students reach optimal levels of emotional well-being
and academic and life success?
In our attempts to answer this question we must
reflect on our own struggles and (perhaps unknowingly) our contributions to a system that works to keep
students from low-income backgrounds entrenched in
a low socio-economic class position. As Psychologists
and committed mental health professionals, we are
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called to respond to such
a glaring need through
advocacy for social justice on behalf of these
students. We are called
to consider more creative
approaches that directly
affect systemic change,
for example working
more with the families
and community that
impact our students or
working to create basic
need resources like food
pantries on our campuses. Further discussions also might focus on
how we can better team
with higher education
administrative offices
e.g. financial aid, admissions, and recruiting.
Perhaps through inviting all levels of student
support services to the
same table in an effort
to challenge this issue,
we might begin to bring
about a more equitable
balance among all college students, helping to
ensure a fair chance at
the success every student
deserves.
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Diversity issues:

Multicultural Conversations and
Racial Identity Development

D

By Tonisha Joanis, Ph.D.

iversity dialogues often stir up
mixed emotions, particularly
when one relates closely to the
topic of discussion. Therefore, when
organizing these talks, it is very critical
to foster safe environments, encourage
people to share experiences within their
comfort zone, and at the same time softly
challenge perspectives in order to stimulate critical thinking. These conversations
can potentially lead to personal and professional growth, increased intelligence,
cultural comradery, greater appreciation
for differences, and expanded world
views.
Notably, people tend to vary with
their level of readiness to discuss multicultural issues, one reason being
their cultural development and subsequent ease interacting with other
ethnic groups. Some research studies
have found that individuals in higher
stages of racial identity development
tend to demonstrate greater multicultural competency. Thus, they are more
knowledgeable about and accepting of
diversity. Furthermore, they are more
willing to engage in productive dialogues with diverse groups. (Lo, 2010;
Ladany, Inman, Constantine, Hofheinz,
1997; Ottavie, Pope-Davis, Dings, 1994,
Pearson, 2008).
Atkinson, Morten, Sue and Helms (as
cited in Ladany et.al, 1997) developed
racial identity models for people of color.
The general foundation of these models
suggests that certain life events trigger an
increased awareness of cultural self. This
ultimately results in a person becoming
engulfed in a particular stage of identity
development. Higher stages typically
correspond to greater consciousness
of one’s multicultural being and its
relation to society. Similarly, Helms,
Rowe, Bennett, and Atkinson (as cited
in Ladany et.al, 1997) developed White
racial identity models. These models also

demonstrate the different identity stages
that White people progress through as
they encounter and make sense of diversity experiences. A summary of both
racial identity models is described below.
Racial Identity Model for People of
Color:
• Stage 1, Conformity. Individuals lack
insight into their racial selves and strongly
identify with the White race.
• Stage 2, Dissonance. One begins to
develop an awareness of his or her race
and the existence of societal discrimination/stereotyping.
• Stage 3, Resistance. A person rejects
the dominant White culture and identifies strongly with his or her racial background.
• Stage 4, Awareness. An appreciation
for diversity develops with respect for
other racial/ethnic groups. (Ladany et.
al, 1997).
White Racial Identity Model:
• Stage 1, Contact. Individuals adopt
a culturally blind mindset with minimal
awareness of differences beyond their
racial values/experiences.
• Stage 2, Disintegration. One has a
general awareness that racism exists.
• Stage 3, Reintegration. White attitudes are praised while those values of
other racial/ethnic groups are belittled.
• Stage 4, Pseudo Independence.
Persons develop an appreciation for
their whiteness; however they believe
racial problems are issues that people of
color should take responsibility for and
address.
• Stage 5, Immersion-Emersion. An
understanding of White privilege begins
to develop as one gathers knowledge
about one’s whiteness.
• Stage 6, Autonomy. He or she
embraces cultural differences with a better understanding of his or her white-

A
APPPPIIC
C EE--N
NEEW
WSSLLEETTTTEERR || M
MAY
AY 22000194 || PPA
AG
GEE 2300

CONTINUED ON NEXT PAGE

ness. (Ladany et. al, 1997)
In conclusion, it is important to make efforts toward
reaching levels of maturity
where
cultural differences and
experiences are discussed,
understood, and celebrated.
As mental health professionals it is critical to offer
environments that promote
identity awareness and cultural acceptance. Not only
does this enhance multicultural competency but it also
encourages the possibility
of changing maladaptive
beliefs/behaviors that serve
to suppress racial/ethnic
groups.
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Forensic Psychology:

Celebrating Milestones for Psychology
Interns in a Correctional Environment
By Pamela Morris, Ph.D., Psychology Internship Program Coordinator,
Federal Correctional Institution, Fort Worth, Texas

Note: The views expressed in this paper
are those of the author only and they do not
necessarily reflect the views or opinions of
the Department of Justice or the Federal
Bureau of Prisons

I

nternship year is often a time of new
experiences, both personally and professionally, in the life of the psychology intern. As Internship Coordinators,
mentors, and sometimes confidantes,
it is noteworthy to acknowledge the
salience of the life transitions our students are experiencing, and the role
we play during this prominent time.
Not only are our interns completing
their graduate education, they usually
complete their dissertation, obtain their
doctorate, and secure a new job to begin
their career as a psychologist during the
internship year. As an intern in a correctional environment, they may help
deter a suicide, speak with a murderer
for the first time in their life, be a part
of the process of a long-time incarcerated patient releasing to the community,
or participate in a “shake down” of
an offender housing unit and “find a
shank.” In their personal lives, this is
often a time of engagements, marriages,
pregnancies, or break ups. As a supervisor in a correctional setting, it would be
remiss to not acknowledge the relevance
of these experiences, and provide an
opportunity for reflection, education,
mentoring, and support during these
momentous times.
For most interns, initially walking into
a prison is an unusual experience on its
own. This occurs on many occasions
during the internship interview process. Normalizing the interns’ curiosity,
potential fears, or surprises is helpful.
Explaining what to expect, initial ways
to comport themselves, and providing
the offenders’ perspectives of when

“visitors” come around, is helpful during this time. Being open to questions
and comments facilitates any potential
unease the interns may experience.
Acknowledging the importance of the
occasion helps alleviate nerves and commemorate the moment.
When interns start their training
experiences in the prison, providing
anecdotes of past interns’ experiences
- the positive, surprising, and blunders
- may provide some confirmation of
the commonality of their internal dialogues. Providing personal stories from
career beginnings to the present also
helps confirm the relevance of potentially starting a career as a prison psychologist. Encouraging and providing
opportunities for the internship class to
work together and support one another
during this time of many questions and
new situations helps acknowledge the
novelty and address issues and concerns
that will arise that are inherent to a correctional environment.
At least one intern will encounter
a personality disordered patient who
will test their patience. Providing good
clinical supervision, support, and even
humor to these situations will help the
intern not only respond in the most clinically astute manner, but also acknowledge the personal and professional challenges they are experiencing. A part of
working in the correctional environment
may be experiencing and accepting
some loss in the belief that others have
genuinely good and honest intentions.
Helping and supporting interns as they
endure this challenge will ease their
growth. Interns also will likely encounter “high stakes” crisis situations, where
an offender may threaten to harm himself or another in an uncontrolled and
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menacing manner. Again, providing support, acknowledgment, normalization of reactions and concerns, and
clinical supervision, is essential for supervisors during
these moments.
A few months into the internship year, after the
internship class camaraderie and support has been
established, interns hopefully successfully defend their
dissertation. Making sure to congratulate them, and
informing other staff members in the prison so they can
congratulate them as well, acknowledges this spectacular
milestone. Once the dissertation is defended, provided
support for obtaining the psychologist license is helpful;
this is another reminder of their movement towards the
“team” of being a full-fledged psychologist - possibly in a
correctional setting.
Securing a job is also a big milestone that hopefully
occurs within the internship year. This achievement
should definitely be acknowledged and celebrated. Not
only have the interns achieved what they have been
working towards professionally for many years, in some
cases they also see the end to the “starving student” life
style they have endured, and entry into a more “grown
up” way of life. The job application process, interview
process, and finally receiving the final job offer, all have
much relevance. I am aware of one internship class
(thanks to the FCI Fort Worth class of 2013) who made a
“chit board” for each step in the job application process,
so that they can place their individual “chit” on the part
of the board they have reached to recognize completing
another hurdle. This was a visual reminder
of what step they were at in the
process. Additionally, this
“job attainment board”
provided some level of
control over what at

times may feel a bit overwhelming and out of the intern’s
control.
Marriages, engagements, pregnancies, and sometimes break ups often are a part of the interns’ experience due to their age, and period of their personal and
professional lives they are in. Sometimes a supervisor
becomes a shoulder to cry on or a confidante regarding
wedding plans, relationship fears, or parenting concerns.
Reflecting on these moments, reviewing their relevance to
them professionally, and acknowledging the normalcy of
their circumstances provides reassurance, comfort, and an
environment conducive to healthy growth and learning.
Overall, psychology internship year is full of many
milestones, and it is important for clinical supervisors to
acknowledge, support and guide interns through these
personal and professional occasions. Interns in a correctional environment experience some events that are
unique to this placement. There is actually an “app” to
countdown the completion of internship day, and sometimes interns enjoy using it. (Supervisors have been
known to set the “app” to countdown to retirement day
as well). Recognizing the internship completion with a
certificate at least, and going away gathering to provide
all staff the opportunity to wish them well at best, is usually a part of the process. Another way to acknowledge
the intern’s completion of their psychology internship
in a correctional environment is a reminder of “prisoner lingo;” the night before the internship completion a
supervisor might wish them a good evening stating they
have “one more day and a wake up” left to go
to complete internship, their doctorate,
and, temporarily for future prison psychologists, the prison
confines.
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Neuropsychology:
Turning the Page after 13 Years
By Brad L. Roper, Ph.D., ABPP; Brad.Roper@va.gov

’ve been writing the Neuropsychology column since 2001, and I’ve decided to pass on
the torch. Seems like not so long ago, but I
suspect it spans a substantial percentage of my
life, and I can’t help but reflect on a few things
that have occurred over the past 13 years.
Fatherhood: Let’s start with the most important one: With my first APPIC column in 2001, I
was not aware of it, but I would be a father in less
than a year. Emily is now going on 12 and is one of the
greatest joys in my life. She is now almost as tall as her
mother. At five, she wanted to be as tall as me (6-5) with
the same size feet (14) but now she wishes for a more
“normal” proportions.
Neuropsychology Training Guidelines: In 2001,
Houston Conference Guidelines (Hannay et al., 1998) had
been out for roughly three years, but awareness of them
was limited. Now Houston Conference Guidelines enjoy
wide acceptance, and those trained under the guidelines feel more prepared in their practice than do others
(Sweet, et al., 2012).
VA Funds Neuropsychology Postdocs: In 2000, the
VA established 17 new postdoc programs, but none of
the positions were for two years, and since Houston
Conference Guidelines in 1998 called for a two-year postdoc, neuropsychology essentially missed the boat (Roper
& Caron, 2012). In 2007, the VA greatly expanded all
internship and postdoctoral programs, and made up for
lost time in establishing 13 new neuropsychology postdoc
programs (Roper, 2008). Since then, additional programs
have been established and funded, and VA’s commitment
to neuropsychology training, and psychology training in
general, has never been stronger.
Coordinated Recruitment Efforts: In early 2001,
the APPIC internship match had only a year under its
belt, and the Association of Postdoctoral Programs in
Clinical Neuropsychology (APPCN) was in its first year
of a match system. Postdoctoral recruitment in other
areas largely followed an uncoordinated “free-market”
system. In a 2006 APPIC Newsletter article, I described
postdoctoral recruitment outside of neuropsychology as
being in a state of “freewheeling chaos” and proposed
that all postdoctoral programs form a matching program
through APPIC (Roper, 2006). Now, the APPIC internship match is well-established and continues to thrive
in terms of participation, with the overarching concern
being an imbalance between applicants and internship
positions. The APPCN neuropsychology postdoc match
continues, but has not fared as well. Although there is
higher participation in terms of overall applicants and

programs, there are also increasing concerns
regarding programs that make early offers prior
to the match (Belanger, et al., 2013). An informal
meeting of those interested in addressing this
problem is planned at the American Academy
of Clinical Neuropsychology conference in June.
In the meantime, there have been increasing
attempts at organized recruiting across a range
of postdoctoral programs, with Russell Lemle
organizing a voluntary Uniform Notification Date (UND)
first in Northern California in 2004 and later involving
VA and other postdocs nationwide. APPIC agreed to
take over the UND for a time, and last sanctioned it in
2012. The APPIC leadership discontinued the UND for
2013 and 2014, and there are brisk conversations on listservs regarding coordinated postdoc recruitment. This
is an issue that will not go away, and if APPIC is able to
successfully resolve it, the organization will have “come
of age” at the postdoctoral level, as it already has at the
internship level.
Postdoctoral Accreditation – Prevalence: There
were only six accredited postdoc programs in Clinical
Psychology and two accredited programs in Clinical
Health Psychology when I began this column in 2001.
A total of 8 - that was it! As I recall from discussions
within the APPCN board, neuropsychology postdocs
were holding off on seeking accreditation while requesting that APA’s then-Committee on Accreditation lower
fees for postdoc programs. (That never happened, but
at least postdocs were spared much of the fee increase
seen in the past several years.) Since 2001, postdoctoral
accreditation has burgeoned. According to the March
2014 CoA Update, there are now 95 accredited postdoc
programs, and 23 programs are under review for initial
accreditation. There are 21 accredited postdocs in Clinical
Neuropsychology, second only to Clinical Psychology
which has 52. Four other specialties have accredited
postdoc programs in the single digits. The over ten-fold
increase in accredited postdocs since 2001 speaks to the
increasing importance of accreditation at the postdoctoral
level.
Postdoctoral Accreditation – Revised Standards: In
2001, the Guidelines and Principles of Accreditation
(G&P) were essentially the same as they are today. The
G&P makes mention of “traditional” (i.e., clinical, counseling, and school) and specialty (i.e., all the rest) postdocs, but standards for specialty practice were (and still
are) referenced only in the Implementing Regulations.
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Furthermore, Footnote 7 of G&P contain states, “All
accreditation decisions must be made on the basis of
the Domains and Standards in the Guidelines and
Principles…” This seemingly negates the importance of
training standards derived from within specialties and
provided to the CoA. In contrast, the draft revision of the
new Standards of Accreditation (SoA; released for public comment at http://apps.apa.org/accredcomment/
default.aspx ) make specific reference to specialty standards of practice, stating, “To be accredited in a specialty
practice area, the program must meet the training and
education guidelines endorsed by the specialty area as
well as the standards for accreditation.” To me, it is a big
improvement in referencing specialty standards in the
SoA themselves, and hopefully the importance of specialty training guidelines will be recognized by the CoA
in additional ways once the SoA are completed.
Competencies Movement: In 2001, psychology was
beginning to respond to the so-called “competency movement,” but most of the work has happened since then.
(See my November 2013 and November 2012 APPIC
e-newsletter articles for more details.) I believe that
several specialties have made good progress on developing specific competencies, including Clinical Health
Psychology and Professional Geropsychology. Some
efforts have been made in Clinical Neuropsychology
(e.g., Rey-Casserly, et al., 2012), but greater review and
consensus is needed as the specialty moves forward.
Final Thoughts: As I write this, I’ve just returned from
the funeral of a cousin only 11 years my senior, prompting predictable reflections about mortality. I’m also planning for a 60-mile mountain bike race in three days, and
at almost 50 I’m wondering how many years I’ll have
left to engage in such enjoyable forms of self-abuse. My
daughter just returned from school and is
now sighing dramatically, waiting for
me to lend her my attention. (She
laughed as I just wrote that.)
I’ll be moving on to other
professional activities,
including chairing the
Division 40 Education
Advisory Committee,

with competency development in neuropsychology being
a major goal. To the reader who has made it this far,
thanks for your attention, and thanks for reading over the
years. Now, as Emily makes clear, it’s time to go.
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Setting-Related Issues
More language learning

S

By Robert H. Goldstein, PhD

ome time ago, in one of these columns, I rattled on at some length about the emergence
of a whole new vocabulary which psychologists-in-training were having to learn. In fact,
I seem to recall having done something similar
to that even many years earlier when the “next
new thing” (i.e HMO’s) were first appearing on
the scene. New words, new meanings given to
old words and old ideas repackaged in a different form
were all showing up, and woe betide any trainee who
was not keeping au courant with this terminological
onslaught. It was serious business, and often the newly
created terms were ways of concealing sneaky things
being perpetrated, typically by our friends in the insurance industry, with the intent of reducing their cost of
doing business by reducing the income of practicing
psychologists. Words like COST-SHIFTING, LOSSRATIO and so forth were being tossed about by the
green eye-shade folks, presumably in the hope that we
would all be so bedazzled or perhaps overwhelmed
that we wouldn’t notice how they were trying to screw
us.
To some extent, that strategy worked, and psychologists’ incomes have tended to either remain flat or have
declined over the last dozen years or so. We’ve been
advised to use a variety of counter-strategies as survival mechanisms, and things like niche practices, total
reliance on fee-for service while avoiding insurance
contracts or not relying on a single specialty area in our
clinical work have been among the various methods
recommended as techniques for economic survival.
Well, that was then and this is now. And what is
now is a major shift that’s happening in the country’s
approach to health insurance coverage. As the nation
begins to face up to the reality that people need to be
able to access health care and that we need some way
of delivering and paying for that care, the attention of
the folks who are running this show has been grabbed
in a dramatic way. And we should not be surprised
that with this change there comes another wave of new
vocabulary.
So, the following will be an effort at identifying some
of the newly hatched linguistics and acronyms derived
from them which our trainees will have to incorporate into their vocabularies. We begin, of course, with
the PPACA (known in civilian circles as the Patient
Protection and Affordable Care Act), a widely praised
and equally widely attacked piece of legislation which

attempts to create a system for ensuring more
widely available and more affordable access
to health care in the US. Under this plan, individuals who do not have ESI-(EMPLOYER
SPONSORED INSURANCE)- or who are not
SELF-INSURED (have not purchased an insurance plan from a commercial insurance company) may attempt to purchase insurance from
an HIX (HEALTH INSURANCE EXCHANGE). HIX’s
are being organized by either states or, if the state opts
not to do so, by the federal government. The less-thanefficient start-up of the websites where some of these
plans can be found was, of course, a major frustration
for the administration, but these will probably be working eventually.
Several key aspects of that undertaking are aimed
at ensuring that mental health perspectives are more
fully utilized into general health care. The idea here
is that mental health services need to be more meaningfully integrated into general health systems. Such
terms as INTEGRATED MENTAL HEALTH CARE and
INTEGRATED PRIMARY CARE highlight the goal of
closer involvement of mental health professionals with
other basic health care services rather than existing
in SILOS i.e. totally separate care sites to which referrals may be made and which patients may or may not
choose to follow up on..
A variety of configurations for promoting that integration have been proposed and a number of such service models already exist in various settings. Having
mental health and general health personnel share the
same physical site is termed CO-LOCATION. Such an
arrangement in which psychologists, for example, work
directly in the same office or clinic site as other medical
staff allows for what is termed a WARM HANDOFF
(I don’t know, but that always sounds a little naughty
to me). Rather than referring a patient to be seen elsewhere at some later date, the psychologist is right
there and is introduced to the patient by the physician
or is available for a CURB-SIDE CONSULTATION
without intervening delay. When mental health and
primary care professionals meet jointly to develop
a treatment plan for an individual, then one has
COLLABORATION. And this collaboration can lead
to truly INTEGRATED CARE in which the mental
health specialist serves as part of a team in the role of a
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MENTAL HEALTH CONSULTANT.
Theoretically, psychologists can become part of ACO’sACCOUNTABLE CARE ORGANIZATIONS. These are
intended to be care systems which accept responsibility
for the health needs of a particular population and serve
as PCMO’s -PATIENT-CENTERED MEDICAL HOMESfor those individuals. In these, usually one health care
professional is the primary care-giver who coordinates
the varied specialist or ancillary services needed by that
patient. Compensation for that care can be organized
around EPISODE-BASED TREATMENT, i.e. a fixed sum
paid to the ACO to cover the costs of managing a specific
episode of illness or a particular chronic condition. If the
care can be rendered in a more efficient and less costly
manner, then the ACO keeps the funds not expended and
makes a profit, but if the care costs the ACO more than
they’ve been paid, they eat the loss. The financial incentive here is, obviously, to be efficient.
This was, of course, the basic idea underlying the
HMO system. We all know how that turned into an
incentive for the system to limit or deny care which
might exceed the MPM i.e the MEMBER PER MONTH
allotment payout the HMO received to cover the health
care needs of each subscriber. The primary care physician became, in essence, the gate-keeper who doled out
specialist referrals but was motivated to limit these as
much as possible in order to keep costs to a minimum.
Whether this new iteration on that same system will
turn out differently remains to be seen.
And then we come to one of the basic ideas on which
this more efficient care system is supposed to be basedthe EHR, the ELECTRONIC HEALTH RECORD. This
is hoped to replace the chicken-scratches on paper or
dictated or voice-recognized and computer printed
and stored method of keeping track of the care that is

provided. Avoiding duplication, facilitating inter and
intra-professional communication, and more efficient
reporting of services rendered by use of pre-existing
templates with drop-down menus are all part of the
new era. Many settings have had such methodologies
in place for some time, but others will have to struggle
with the expense of these systems and the costs of the
time expended in the learning curve associated with
their introduction. I don’t need to remind you that an
EHR is expected to be HIPAA-compliant lest the ACO
get into big trouble. Well, three acronyms in one sentence is more than enough to indicate how this stuff
creeps up on you before you know it.
For trainers who would wish to provide some sort
of systematic seminar or conference in which all these
kinds of concepts and the verbiage associated therewith
could be discussed, I would recommend a recently published paper that appeared in both the New York State
Psychologist (Fall 2013) published by the New York
State Psychological Association as well as in The New
Jersey Psychologist (Spring 2013) put out by that state’s
Psychological Association. This piece, authored by Drs
Robert McGrath and Karen Postal, is entitled “Answers
to the Most Important Questions about Health Care
Reform” and does just what the title says in a concise
but comprehensive. Trainees and perhaps even trainers
could do worse than to use this a basic starting point
for delving deeper into the new world of health care.
Whether you think “OBAMACARE” is a good idea
or not, chances are that many of the aspects noted
above are here to stay, at least for this time around. I
look forward to being able to look back on how all this
has worked out and how the trainees now in the pipeline will have coped with the new vocabulary and with
the health care system it reflects.
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