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Tips for Trainers:
Future Directions for
Postdoctoral Training
in Psychology

T

By Allison C. Aosved, PhD, APPIC Board
& APPIC Postdoctoral Workgroup

he internship training year has begun and it is often at
this time of year that our doctoral interns begin to focus
on exploring and applying for postdoctoral training
opportunities. Thus, it seems timely to discuss current trends
and future directions in postdoctoral training. APPIC, with
the support of APA’s Education Directorate, hosted a recent
Summit to address these very issues. The Summit resulted in a
roadmap with recommended next steps for the field. What follows are a few key themes from that roadmap.
The general consensus among summit participants was that
the purpose of postdoctoral training has evolved over time.
There has been a gradual shift away from getting hours for
licensure as the purpose of postdoctoral training, especially
in light of the 2010 APA Model Licensure Act. Summit participants felt, in keeping with the model licensure act, that
the purpose of postdoctoral training is to either: 1. Obtain
advanced competencies in a recognized specialty (including
such areas as Clinical, Counseling, School, etc.) or 2. Obtain
advanced competencies in health service psychology within a
specific area of emphasis or proficiency (e.g., PTSD, Substance
Use Disorders).
There was strong accord that how postdoctoral training
programs are defined should encompass a competency-based
approach and commitment to training rather than supervised hours-accrual for licensure (i.e., emphasis on advanced
competency development in recognized specialty areas). The
group agreed there was a need to develop aspirational principles in addition to a shared profession wide definition for
postdoctoral training. Such aspirational principles should
include concepts such as: welfare of trainees, ensuring communication between stakeholders, ensuring quality healthcare
providers, a system for peer review of programs, structured
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By Allison N. Ponce,
Ph.D.

ith autumn upon us, it’s rewarding to
reflect on the progress of our psychology
trainees who have recently embarked
on important next steps of their careers. And, of
course, we are entering recruitment season, which
comes with excitement and anticipation of learning about applicants, working to ascertain their fit
with our programs, and ultimately ranking and
matching with them. We are, however, on new
ground as we step forward into the first season
after the significant shift in the Match imbalance
in the 2016-2017 training year. We do not yet
know if the pattern will continue, but there are
reasons to be optimistic that students will find
that there are enough positions available and be
able to find a good fit. While the number of positions has increased and the number of applicants
decreased, there is still a significant gap in the
number of positions accredited by the American
Psychological Association (APA) or Canadian
Psychological Association (CPA). Over time, this
may make it more difficult for non-accredited
APPIC-member programs to be successful in the
Match.
APPIC and other partners in the training community have been encouraging the creation of
internship positions and continue to support these
programs by offering assistance with accreditation.
As previous Chairs have discussed, APPIC has
funded an Accreditation Readiness Project (ARP)
which is currently in its third phase and has a goal
of helping up to 48 non-accredited APPIC-member
programs accomplish the goal of submitting a
self-study to APA. Clover Educational Consulting
Group is under contract to support the selected
programs, which will be on track to complete their
self-studies by the end of 2017. Recruitment for the
project took place in October, and we are excited
to support the participant programs in their progress toward accreditation. While this phase of
the project is concerned with APA accreditation,

CONTINUED ON PAGE 5
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programming with an educational focus, and a collectivist training community responsible for ensuring competency-based training.
There was general concurrence among APPIC Summit
attendees that an overarching postdoctoral community
currently exists, although it is loosely defined and not
organized, and sub-communities also exist. The field
seems to have evolved to the point where it would be
desirable to develop a more formally organized community. In other words, there is a need to increase cohesion,
collaboration, trust, and better coordination in the overarching postdoctoral community.
There was agreement that the role of science in postdoctoral training in psychology has evolved over time.
Many Summit participants commented on the need to
define research and science training in a more broad
sense. In other words, research training during postdoctoral training could encompass a number of approaches
such as traditional empirical work, analyses of existing
datasets, and clinically applied program evaluation and
quality improvement (QI). A role for training in program
evaluation and QI was seen to be particularly important
in the current health care environment.
The overwhelming consensus from Summit participants was that there was a strong need for a more organized structure for postdoctoral training, and that APPIC
could serve as the appropriate organization to provide
this structure. However, a specific organizational model
for how that organizing structure should look going forward was not determined at the Summit.
There was general agreement among Summit participants that a universal system of recruitment and selection is needed. There was not a consensus on what type
of system to use. There was agreement that transparency
is needed and that including all relevant parties (e.g.,
graduate programs, internships, licensing boards etc.) in
the process is important. There seemed to be agreement
that creating a system that encourages both local and
national participation of programs, disincentivizes lack
of participation, and empowers trainees is needed. All
agreed that education for applicants regarding selection
would be beneficial.
Summit participants recommended ongoing consideration of additional topics that could not be addressed
at the Summit and noted that all stakeholders should be
included in those future discussions.
As trainers, it is important for us to be thinking right
now about how we can prepare the next generation of
psychologists for the expectations of the future. It is critical to stay informed about the changing expectations in
healthcare and in psychology in order to educate ourselves, our training faculty/peers, and our trainees so we
are all prepared to meet the changing needs of a diverse
public. To that end, I recommend that postdoctoral training directors begin thinking about how these ideas might
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inform their program development, recruitment, and
selections procedures. Similarly, for internship training
directors and graduate program directors of clinical training, I suggest staying informed as the postdoctoral training landscape continues to evolve so that you can provide informative and helpful advice, recommendations,
and mentorship for your trainees as they contemplate
their postdoctoral training options.
The Summit was the beginning of a process that is
ongoing. I invite all of you to stay informed, engaged,
and active in collaborating on the next steps in the roadmap to addressing postdoctoral training needs in psychology. For further information on the Summit and the
initiatives that are developing from the Summit, please
visit: https://appic.org/About-APPIC/Postdoctoral. If
you are interested in collaborating on any postdoctoral
initiatives, please contact me or Dr. Wayne Siegel, APPIC
Postdoctoral Workgroup Chair.
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From the Desk of the
APPIC Executive Director

M

By Jeff Baker, Ph.D., ABPP

any of you know that APPIC has a
formal complaint process that is managed by the APPIC Standards and
Review Committee (ASARC). This APPIC
committee manages some very difficult issues
that relate to the quality of training, respect for
our trainees, and insuring that programs are
following policies that provide an opportunity
for quality improvement and adherence to
grievance and due process policies. APPIC membership does not prescribe what due process has to be at
your site but does require a policy to be in place that
has at least been reviewed and approved by the APPIC
member review committee. It is designed to insure that
trainees are provided an opportunity to insure fair treatment and an opportunity to have their side of the story
reviewed. There are always two sides to the story. What
sounds as egregious on first review may get tempered
when the other party has a chance to respond and provide their side of the issue. APPIC wants an effective
due process in place as part of ALL psychology training
programs that are members of APPIC. We all know that
these policies work just fine until you have to use them.
Changes are great and expected to improve the quality
of your program. APPIC has now provided a possible
template for what your due process should include. It is
available on the JOINING APPIC section of the website
under INTERNSHIP MEMBERSHIP. Criterion #12 for
internship and Criterion #11 for postdocs. It is hoped
that all programs will take a look at this and decide how
their current policies meet or include these suggestions.
A special word of thanks to the APPIC Membership
Review Committee for their work (Sara Sherer, Heather
Hustzi, David Mather, Karen Enyedy and Mary Mendoza
Newman).
All APPIC member programs should also know that to
file an ASARC an IPC (Informal Problem Consultation)
must be filed first. Last year we had over 150 IPCs but
only about 10 ASARC actions. Ten formal complaints
is plenty. The amount of materials that ASARC must
review, plus any interviews or emails that are generated
to clarify or provide additional information to someone’s
complaint sometimes gets up to 500 pages or more. So
an IPC is an informal opportunity to discuss concerns
about training, both programs and trainees can use this
form. About ½ are generated by interns and postdocs

but about ½ are generated by training programs,
usually the training director. The IPC has a form
that can be completed (sorry VA and Federal
Bureau of Prisons, this must be completed off site
but easy to do on your phone or home computer)
in less than 10 minutes. It will provide you with
consultation from APPIC Central Office or one
of the APPIC Board members. Confidentiality
includes that no one else will be contacted at your
site without your permission. Filing an ICP is a simple
way to get outside consultation/input into your situation.
The program or student may find some simple solutions
or feedback about their situation. As you can see most all
of the 150 IPCs last year were resolved with about 10 of
them going forward to ASARC. An important reminder
as part of the IPC process if a program is dismissing an
intern or an intern has decided to leave the training program, they must notify APPIC for a release from their
match agreement (internships only). APPIC wants to
insure that all parties including the TD, the intern, and
the DCT to insure all understand the consequences, if
any, when someone is released from the match. Some
doctoral training programs allow their students to seek
another internship, some trainees are required to complete additional course work or practicum before entering
another match and some students are dismissed from
their doctoral program. It is sad, but it is a necessary gate
keeping function of all training programs to insure quality. It these trainees are not safe it is the program’s duty
to protect the public. On the other side, if a program is
not adhering to APPIC membership criteria and not providing training as specified in their training materials,
the student has the right to ask for this to immediately
change. APPIC IPC encourages this dialogue and hopes
for a speedy adjustment. If not, the trainee can then file
an ASARC and the program may be subject to additional
sanctions such as “deemed withdrawn” from APPIC if
they are not willing to meet the APPIC membership criteria. The vast majority of the ASARC complaints end in
the program being advised on what changes need to be
made and a timeline on when those changes need to be in
effect. Thus, the program is provided an educative letter
advising them on the changes and program improvement is the end result. It is not always immediately

CONTINUED ON THE NEXT PAGE
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CONTINUED FROM PREVIOUS PAGE
experienced by the current trainee, but they are in effect
insuring that future trainees will have a better training
experience.
We know that 99% of APPIC member training programs are high quality and meet membership criteria.
This process exists because there are times when a program slips or the TD has gone down the wrong pathway.
It is never understandable how that last action happens
but it does happen. We have had TDs go to jail, we have
had trainees go to jail. It does happen and it is never
a happy result. Some people just make bad decisions
and seem to forget that ethics training that was infused
throughout their training program. It is mystifying to say
the least. I sit on the Texas State Board of Examiners for
Psychologists (TSBEP) and chair the enforcement committee. I see psychologists where the gate keeping function did not get applied in the doctoral program or the
internship and they now appear before that state board
to explain their behavior. One would think that 4-5 years
of doctoral training, an internship and usually a postdoc
year, they would not be willing to throw all of that out
the window through poor decisions. So the job of the
doctoral program is to insure quality students go on to
internship. The job of the internship is to insure quality
interns go on to be independent licensed psychologists.
The system does work and these three gate keepers help
insure the public sees a minimum of dysfunctional psychologists. They do exist, you all know at least one out

Chair’s column
Continued from Page 1

there are early discussions about how APPIC can support
Canadian internship member programs that wish to pursue
CPA accreditation.
Just as the Match imbalance seemed to ease, significant
changes to the Fair Labor Standards Act (FLSA) rolled into
town, causing many concerns and much consternation
among training directors. While most educators support
fair compensation for students, these changes pose challenges for many training programs, and the results are yet
to be seen. APA has worked diligently to track this issue and
offer information about the possible implications (http://
www.apa.org/ed/resources/fair-labor-standards.pdf).

there that could use quality improvement and it is up to
you to insure they get consultation, retraining or face the
consequences of their actions.
I encourage our programs to please use the IPC and the
ASARC as needed. APPIC offers this service to APPIC
members as well as applicant programs. We also get
requests from trainees who are not at APPIC sites and do
our best to assist them with consultation but obviously
have no jurisdiction over those programs. Most trainees
report the consultation as very helpful.
Please do not hesitate to call upon APPIC. We like the
use of the IPC because it helps Central Office track issues
and to help make changes in the system when there is
an apparent theme. The most recent change came about
because APPIC received so many requests from trainees
about pregnancy. They were receiving mixed messages
and were very hesitant to discuss the situation with their
TD. We had so many of these situations that the board
decided to revisit the guidelines and ended up writing
a new set of guidelines that so far has been very helpful
(which means there has been a significant drop in IPCs
for pregnancy).
I would personally like to thank the ASARC
Committee. It is chaired by Elihu Turkel with the following members: Garland Hershey (public member), Patty
Daza, Emil Rodolfa, and Ellen Teng. They have worked
hard and helped trainees and programs to address issues
that needed to be addressed.

Some APPIC-member programs have asked for advice from
APPIC and have engaged in collegial information-sharing in
various forums including the APPIC listservs. Each program
is unique, however, and organizations’ human resources
and legal departments must make their own determinations
about the interpretation of the regulation. APPIC and APA
are collaborating on a survey for APPIC-member programs
asking them about their plans to address the FLSA changes
and then to share information with APPIC members.
As always, the APPIC Board thanks all of the
Association’s members for their commitment to training the
next generation of psychologists. Whether participating in
the creation of the new Universal Psychology Postdoctoral
Directory, presenting to colleagues at our biannual membership conference, or serving on an APPIC committee, it is the
efforts of many that make APPIC successful.
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Remarks from the e-Editor

Light at the end of the tunnel
By Robt. W. Goldberg
Ph.D., ABPP
Among my colleagues and friends, I would venture to say that (in addition to my sense of
humor) I am known for my cynicism and a pessimistic streak which I share with Eeyore (of
Winnie-the-Pooh fame). However, if there is a tunnel, even I am beginning to see light at its end.
A number of trends are contributing to my uncharacteristic optimism. These include:
(1) Increasing isomorphism between practice categories of APA CoA Accreditation, APA CRSPPP designation of Specialties and Proficiencies, and ABPP
Specialties and Subspecialties. This will establish a
consistency of conceptualization among a designated
practice area, accredited education and training in
that area, and individual practitioner competency in
that area.

(6) APPIC’s continued progress toward a Uniform
Notification Day for Postdoctoral Residency
Programs, hopefully to become mandatory for APPIC
Members.

(2) Development and implementation of competencybased conceptualizations and evaluation tools, rather
than mere completion of course requirements or accumulation of graduate or continuing education credits.
The beginnings: The APA Competency Asssessment
System. The risk: the current proliferation of competencies lists for ever-expanding fields of psychology,
resulting in confusion rather than clarification.

(8) Recognition that graduate training programs,
internships, and residencies should and must be
accredited and licensing boards’ requiring that
candidates have successfully completed accredited
programs. This is consistent with all other fields
acknowledged as true professions in this nation.

(3) CoA’s abandonment of the obsolete procrustean
bed of theoretical training models, as realized in the
new Standards of Accreditation.
(4) Gradual disappearance of endless arguments
regarding superiority of therapy modalities based on
theory and increased reliance on settling these questions in terms of empirical support on an evidence
basis, consistent with the logical positivistic approach
to psychological science.
(5) APPIC’s creation and promulgation of the
Universal Psychology Postdoctoral Directory.

(7) ASPPB moving toward greater reciprocity among
jurisdictions, assisted by their Credentials
Bank, on the road to a national Psychologist license.

(9) Emerging requirements that practitioners maintain
their competencies and demonstrate that through relicensure (ASPPB committee examining the issue) or
maintenance of specialty certification (now an ABPP
requirement for those board certified in 2015 and
later).
(10) Elimination of the so-called supply-demand crisis/imbalance as for-profit programs
providing inadequate training to excessive numbers of students and programs unwilling to]pursue
accreditation close and new funding sources create
additional intern positions,
(11) The inevitable realization by prospective students that professional psychology training is expensive, as it is for other legitimate professions.

And what should be illumined by that light at the end of this tunnel? A competency-based organized national
system of professional education and training from the early undergraduate years through the most sophisticated
levels of advanced practice.
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RESEARCH ARTICLE

Political Advocacy Training
for Psychology Interns
By Andy Hogg, John Stapert, Lindsey Buckman, Linda Caterino, and Linzi Cody

Abstract

The Arizona Psychology Training Consortium developed a half-day training program for psychology interns to
develop competency in political advocacy. The content of the advocacy training is described. The key component is the
participation of state psychology leaders who are able to make current political issues that affect the profession relevant and personal to the interns. Results indicate that the interns increased their levels of interest and competency and
that those gains were sustained at a three- month follow-up on half of the items of the Buckman Political Advocacy
Scale. Suggestions for future research and implications for the profession are presented.
Keywords: Political advocacy, internship training, state psychological associations

Political Advocacy Training for Psychology Interns

Many psychologists tend to be uncomfortable with the world of politics (DeLeon et. al., 2006; Heinowitz et. al.,
2012.) As a profession, we are invested in academic scholarship about social justice issues and the provision of clinical
services to the disenfranchised. However, political fundraisers, lobbying, and legislative compromises may seem too
much like dirty politics. Yet the need for political advocacy to support our profession has never been more essential.
Psychologists want to be full participants in the Affordable Care Act, which requires that psychologists be recognized
as physicians on par with other health care specialties (APA, 2010.) In many states, psychologists are seeking prescriptive authority from their state legislatures. At the same time, psychologists are often on the defensive, fighting just to
protect their scope of practice and our professional licenses (Cohen & Lee, 2012.) Many of those battles are waged on
Capitol Hill and in state legislatures.
Psychologists generally leave political advocacy up to the professional associations. The American Psychological
Association (APA) and the American Psychological Association Practice Organization (APAPO) provide high caliber political education and lobbying activities in Washington, D. C. (APA, 2010.) The APA sponsors the annual State
Leadership Conference to train psychologists in the skill of political relationships and political advocacy. Attendees at
the State Leadership Conference visit Capitol Hill and meet with their states’ Congressional delegations. Each state
has an APA Federal Advocacy Coordinator who disseminates information about political action opportunities. The
APA Practice Organization makes it very easy to send emails to members of Congress about bills that affect our profession. The APA Education Directorate Government Relations Office provides advocacy for education and training
programs. Most state organizations have legislative committees that promote and defend the interests of psychology
in their states. Some states have lobbying days at their state legislatures, bringing constituents together with their legislators.
Internship is a formative time when many aspiring psychologists crystalize their professional identities. An important function of internship is socialization into the profession. Yet we often don’t emphasize political advocacy as an
inter-professional competency (Lating, Barrett, and & Horowitz, 2010). We don’t emphasize the importance of membership in our national and state organizations. We miss opportunities to teach interns how to advocate for the profession that they are entering. Interns need to learn how to protect and advance the future of their profession (Cohen &
Lee, 2012; Fox, 2008.)
A lack of awareness of public policy issues is the most significant barrier that prevents psychologists from participating in political advocacy (Heinowitz et. al., 2012.) Lyons, Webster, Friedman, Schiavoni, Lit, & Cash (2015) found that
the more training that students and psychologists received in advocacy the more they got involved in advocacy activities. Lyons et. al. (2015) recommended that other researchers evaluate the effectiveness of specific advocacy training
models to determine what kind of content works best for psychologists at differing levels of training and experience.
This article describes the political advocacy training provided to interns in the Arizona Psychology Training
Consortium. It is one model which is aimed at developing foundational competency in political advocacy. Outcome
measures were utilized to evaluate both the immediate and longer-term effectiveness of the advocacy training.
CONTINUED ON NEXT PAGE
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Internship and State Psychological Association Collaboration

The Arizona Psychology Training Consortium is intentionally embedded within the Arizona Psychological Association.
The Consortium is a subsidiary of the Arizona Psychological Association, created to expand the number of high quality
internship and residency opportunities in the state. There are training sites throughout the state of Arizona. Many of the
leaders of the Arizona Psychology Training Consortium are also active leaders in the state psychological association. Interns
receive role modelling in political advocacy and professional leadership from their supervisors and trainers.
One of the goals of the Arizona Psychology Training Consortium has been to help interns and residents develop
competencies in political advocacy and activism. Interns are actively encouraged to be life-long members of their
professional associations. Interns are invited to participate on state psychological association committees. Several
interns attend the Arizona Psychological Association annual convention, often subsidized with scholarship grants and
reduced registration fees. Some interns have attended the annual Politics and Psychology Day at the state Capitol.
Through these experiences it is hoped that they will become active professionals who are aware of, and participate in,
the development of legislation that promotes the profession.

Method

Participants
During the 2014-2015 and 2015-2016 training years, 26 psychology interns participated in a half-day of didactic training in political advocacy. This training was required as a regular part of their didactic training schedule. There were 16
females and 10 males in the study. The interns were from clinical (9), counseling (5), and school (12) psychology programs. Their internship placements within the consortium included schools, forensic practices, mental health centers,
and general practice clinics.
Procedure
Each year during the Arizona Psychology Training Consortium’s fifteen year history, a half-day of political advocacy
training has been included in the didactic program. The didactic training has four components.
First, interns are educated about the structure and functions of the American Psychological Association. They are
informed about the Council of Representatives, the Directorates, the Divisions, and the State Leadership Conference.
There are examples about how Special Assessment funds are spent to lobby for clinical practice on Capitol Hill.
They receive comparable information about the structure and functions of the Arizona Psychological Association,
which parallels the APA organizational structure. Interns get to personally meet many of the leaders of the Arizona
Psychological Association and its Legislative Committee.
The second component is teaching political advocacy as an inter-professional relationship skill. Psychologists are already
experts in building relationships with people from diverse backgrounds. Fundraising and lobbying involve building relationships with political decision-makers, including with decision-makers who hold differing political values on many issues.
Interns are given practical advice on how to use talking points with national and state political leaders (APA, 2010.)
The third component is real life examples of political advocacy at the national and state levels. Interns learn about
current national and state issues that affect education, training, research, and clinical practice. For example, they learn
about how prescriptive authority for psychologists may affect their career paths. They are told some of the horror stories of legislation that might have been enacted if APA and the Arizona Psychological Association had not intervened
to protect the profession. Interns also learn of the successes that psychology has had in expanding the scope of practice, promoting education and training, and increasing services to disenfranchised populations. Interns are encouraged
to review the professional literature on federal advocacy (APA, 2010.) It is emphasized that our professional associations are our first line of defense in protecting our profession.
The key aspect of the political advocacy training for interns is talking with psychologists who actually do advocacy
as an important part of their professional lives. The most frequent panelists in the advocacy training have been: the
Executive Director of the Arizona Psychological Association, the Council of Representatives member of the APA Council
of Representatives, the APA Federal Advocacy Coordinator, the chair of the state Legislative Committee, the coordinator
of the state Key Constituent Psychologist program, the state association lobbyist, and state association presidents. Giving
interns the opportunity to talk directly with the people who do political advocacy makes it personal and real.
Perhaps the most important role modelling is done by state psychological association leaders who were once interns or
residents in the Arizona Psychology Training Consortium. Interns see that their state psychological association is open to early
career psychologists and their interests. Interns receive a clear message that belonging to their national and state associations is
part of being a member of our profession. Political advocacy is a foundational professional competency for psychologists.
The fourth component is conducting and disseminating outcome research. This study is an initial effort to evaluate the
effectiveness of the political advocacy workshop to change the political attitudes and behaviors of the interns. The goal is
to demonstrate empirically the efficacy of the training model so that it can be replicated by other internship programs.
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Measures
The Buckman Political Advocacy Scale (Buckman, 2015) was created for this study to provide a pre-, post-, and follow up
measure of knowledge, attitude change, and skill acquisition among participating interns. No appropriate published measure
for this purpose appeared in the literature review for the present study. The Buckman Political Advocacy Scale is a ten-item,
self-report measure with responses captured on a 7-point Likert scale. It was created by the authors as a measure of change in
political advocacy competencies. The instrument was given to the interns in person at the pre- and post- administrations and
both in-person and online for the three-month follow up. The Buckman Political Advocacy Scale appears as Appendix A.
Results
Because the sample size (N=26) was too small to meet the necessary assumptions for parametric statistics, Wilcoxon
tests of significance were utilized throughout the data analysis.
Pre-‐test	
  

Post-‐test	
  

Item	
  

Mean	
  

S.	
  D.	
  

Mean	
  

S.	
  D.	
  

I	
  understand	
  the	
  structure	
  
and	
  operations	
  of	
  my	
  state	
  
and	
  national	
  professional	
  
associations.	
  
I	
  am	
  likely	
  to	
  vote	
  in	
  the	
  next	
  
local,	
  state	
  or	
  national	
  
election.	
  
	
  

4.04	
  

1.51	
  

5.42	
  

5.85	
  

1.91	
  

I	
  believe	
  that	
  membership	
  
in	
  my	
  state	
  and	
  national	
  
professional	
  association	
  is	
  
valuable	
  to	
  me.	
  

5.96	
  

I	
  would	
  like	
  to	
  gain	
  more	
  
knowledge	
  and	
  experience	
  
in	
  political	
  advocacy.	
  

Follow-‐up	
  Test	
  
Mean	
  

S.	
  D	
  

Pre-‐Post	
  
Significance	
  

1.33	
  

5.15	
  

1.16	
  

P	
  <.001	
  

Post	
  –
Follow-‐up	
  
Significance	
  
P	
  <.001	
  

6.31	
  

1.09	
  

6.62	
  

.637	
  

P<.12	
  

P	
  <.02	
  

1.00	
  

6.42	
  

.90	
  

6.04	
  

1.11	
  

P	
  <.03	
  

P<.08	
  

4.92	
  

1.41	
  

5.65	
  

1.41	
  

5.65	
  

1.50	
  

P	
  <.038	
  

P	
  <.018	
  

I	
  am	
  familiar	
  with	
  
legislation	
  in	
  my	
  state	
  that	
  
impacts	
  my	
  profession.	
  

4.19	
  

1.42	
  

5.12	
  

1.40	
  

4.81	
  

1.44	
  

P	
  <.004	
  

P	
  <.041	
  

I	
  would	
  email	
  a	
  state	
  
legislator	
  about	
  issues	
  that	
  
affect	
  psychology.	
  

5.08	
  

1.60	
  

6.12	
  

.91	
  

1.25	
  

P	
  <.001	
  

P<.167	
  

I	
  think	
  that	
  I	
  would	
  enjoy	
  
serving	
  on	
  a	
  state	
  or	
  
national	
  psychological	
  
association	
  committee.	
  

5.04	
  

1.66	
  

5.85	
  

1.38	
  

5.31	
  

1.83	
  

P	
  <.016	
  

P<.087	
  

I	
  would	
  like	
  to	
  donate	
  
time	
  or	
  money	
  to	
  a	
  
political	
  candidate	
  who	
  
shares	
  my	
  views.	
  

3.81	
  

1.42	
  

5.15	
  

1.43	
  

4.15	
  

1.64	
  

P	
  <.001	
  

P<.004	
  

I	
  would	
  be	
  comfortable	
  
talking	
  in	
  person	
  with	
  a	
  
state	
  legislator.	
  

4.81	
  

1.85	
  

5.62	
  

1.33	
  

5.15	
  

1.64	
  

P	
  <.004	
  

P<.076	
  

I	
  want	
  to	
  be	
  more	
  
involved	
  in	
  advocating	
  for	
  
the	
  profession	
  of	
  
psychology.	
  

5.12	
  

1.37	
  

6.0	
  

1.2	
  

5.69	
  

1.46	
  

P	
  <.001	
  

P	
  <.014	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

n	
  =	
  26	
  

5.73	
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Pre-training Scores
Administered prior to the political advocacy training session, the pre-test was intended to establish baseline values
for the participants. The mean pre-training scores on an item-by-item basis are reported in Table 1. Prior to the political advocacy training experience, the mean response on every item was above the midpoint (i.e. above 4.0 on a 7-point
Likert scale) with the exception of item #8 (“I would like to donate time or money to a political candidate who shares
my views.) Even so, a mean of 3.81 is not far beneath the midpoint of the scale. On two of the ten scales, the mean pretest score is nearly 6 (5.85 on “I am likely to vote in the next local, state or national election” and 5.96 on “I believe that
membership in my state or national organization is valuable to me.)
Immediate
On all ten items, the mean score of the post-test was higher than the mean of the pre-test. On all but one of the
items, the difference between the mean pre-test score and the mean post-test score was statistically significant (p<.05.)
This indicates that the half-day of political advocacy training had an immediate, significant, positive effect for those
who attended. The exception was item 2 (“I am likely to vote in the next local state or national election.”)
Follow-up
On all of the ten measures, the mean score on the follow-up administration was higher than on the pre-treatment
administration. On five of the ten measures, the difference between the pre-training score reached statistical significance on the three-month follow-up administration. On the other five measures, the follow-up means, while higher
than the pre-training means, sagged below statistical significance.
Discussion
This study was an initial effort to evaluate the effectiveness of an innovative training program in political advocacy
for psychology interns. This study found that interns had a surprisingly high level of interest in political activism prior
to the training. After their participation in the political advocacy training program, their interest in advocacy activities
was enhanced. On follow-up testing, three months later, interns showed greater knowledge about their professional
associations and legislation that impacts the profession. They reported increased competency in political advocacy
and an interest in learning more. Thus, political advocacy training may have significant effects on the development of
intern’s professional identities and consequently on the profession as a whole.
The reluctance about political involvement among psychologists which the authors found in the review of the literature did not appear to characterize the interns in this study. Instead, the interns had high pre-test scores on most of the
items. One hypothesis is that the second internship cohort may have been influenced by the controversial nature of the
2016 presidential election. It would be interesting to sample interns from other programs to learn whether this level
of interest is political advocacy is typical of interns nationwide. Students, interns, and residents may be an untapped
resource for social justice and political advocacy activities.
Limitations
This study is limited by its small sample size and its localization within Arizona. The Buckman Political Advocacy
Scale will need to be normed for reliability and tested for validity. Moreover, interns self-reported knowledge and
competency may not be the same as actual knowledge and competency in real life situations.
Implications
The political advocacy training developed by the Arizona Psychology Training Consortium can be used by other
internship programs as a model for their own advocacy training. One key aspect in the Consortium advocacy training
was participation and role modelling by state psychological association leaders who are actively involved in fundraising, lobbying, and other advocacy efforts. They have personal stories about advocacy to share. Internship programs
can collaborate with APA and their state psychological associations to bring those stories to interns. State and provincial psychological association leaders can make political advocacy and professional membership relevant and personal. The future of any profession ultimately rests with its newest members. The future of psychology may depend on
our ability to teach political advocacy as an inter-professional competency (Fox, 2008).
Suggestions for Future Research
A culture of competency requires a corresponding culture of competency assessment (Roberts et. al., 2014). The
Buckman Political Advocacy Scale could be factor analyzed to assess its reliability and validity. As a new measurement
instrument for a relatively new inter-professional competency, the instrument would probably have items dropped
and added. For example, the item that had the lowest pre-, post-, and follow-up scores was “I would like to donate
time or money to a political candidate who shares my views.” It is likely that interns have neither the free time nor the
financial resources to donate to any political candidates during their internship year. That item may be a useful measure of political activism in the general public, but it is probably a poor test item for over-extended psychology interns.
Psychology needs to adapt its measurement instruments to fit its models and methodologies of internship training.
Since this sample of interns was localized within a specific training program in Arizona, comparison studies with other
programs and in other states might be undertaken. Longer-term follow-up studies on the retention and application of political knowledge and behaviors might be done. This might entail tracking alumni of internship programs at a year or more
post-completion to ascertain whether former interns actually joined the APA or their state associations and maintained their
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memberships. Former interns might also be asked whether they had actually registered and voted in elections.
All sciences advance through replicable experiments, empirically validated measures, controlled studies, and longitudinal
outcome assessment. Political advocacy is a relatively new inter-professional competency within psychology, and its assessment is still in the infancy stage. This study provides a replicable training program for a specific internship competency
(Lyons et. al., 2015). If the training of psychology interns is to become an empirically based set of identified competencies,
then multi-site collaborative research groups will be needed. Larger sample sizes would allow for parametric statistical
analysis of gender and diversity differences, comparisons among different types of internship programs, and longitudinal
measurement of behavioral outcomes. Consortia, which often have larger numbers of interns in their training cohorts, may
play a significant role in the development of multi-site collaborative research groups.
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SPECIAL ARTICLE: ANNALS OF TRAINING
Editor’s Note: Dr. Stedman’s article is reprinted from the
APIC Newsletter, 1989, Vol. XIV, Nr, 2, pp. 35-43.

THE HISTORY OF THE APIC
SELECTION PROCESS
By James M. Stedman, Ph.D.
University of Texas Health Sciences Center
at San Antonio

No historical paper would be worth its
salt without a quote from George Santana,
“Those who are ignorant of history are
doomed to repeat it”. So, too, with the
APIC selection process. As you will see, we have visited
many of the current considerations before.
Now, for a few comments on my historical method.
Obviously, in doing historical research, one wants to look
at the archives. Unfortunately, until the late ‘70s when
our GREAT GATHERER, Phil Laughlin, began to collect
archives more systematically, APIC had been very spotty
in its record keeping. No doubt this had to do with the
fact that APIC was a traveling road show, moving from
one location to another with each new election. At least
that was the case until the founding of the Central Office.
So, APIC’s historical sources are two-fold: phone conversations with the true pioneers of APIC and their oral histories (spanning the 1968-76 era) and our written history,
except for a gap between January 1976 and April 1978,
where, apparently, no extant newsletters could be found.

Ancient Times: 1968 to January 1976

These times are the prehistory of APIC and selection
process issues can only be pieced together by conversations
with the founding fathers. Hence, I talked with Ivan Mensh,
Art Weins and Ron Kurz, all of whom were in action from
the very beginning. All three of these founding fathers were
very clear about one historical fact, namely that APIC was
organized primarily to deal with a lack of regularity in the
intern selection process. Ivan Mensh said students of the late
‘60s complained that their clinical training directors didn’t
know what to do. He said there was often undue stress on
students. Sound familiar? He also told me that he was the
first chair of the Executive Committee, a fact which is duly
recorded on his vita.
Art Weins also agreed that APIC emerged from concern
over the internship selection process. Specifically, he said
that he, Ron Fox, David Kemp, Robert Martin and Ivan
Mensh composed the original “Steering Committee of the
Internship Interest Training Group”. That group worked
informally together from 1968 to 1972. In 1972, there was
the first formal selection of members to the APIC Steering
Committee which included himself, Ivan Mensh, Elton

Ash, Ron Fox, Louis Cohen and Irving Weiner. The group
sent out the original proposal for Uniform Notification
in November of 1972. Apparently, it was voted in for the
selection period of 1973.
As an interesting historical note from the oral tradition, Art also told me that he was the first Chair of the
Executive Committee. Hence, perhaps we have a brewing
historical controversy in APIC over exactly who was the
first chair, although for the time being Ivan has the nod
due to the fact that it is recorded on his vita.
My conversation with Ron Kurz produced a similar
opinion about the origin of APIC. He recalled that APA
suggested that internship matters be handled by an organization outside of APA and that APA did, in fact, encourage the organization of APIC.

The Written History

The first APIC Newsletter was published in January
1976 and inevitably comments about the Uniform
Notification Procedure occur in every existing newsletter.
By January of 1976, Ivan Mensh was indeed Chair of the
Executive Committee. In his comments, he talked about
financial difficulties, another consistent trend in APIC history. The diligent historian finds the first recorded action on
internships in the minutes of APIC’s annual business meeting. These minutes that that the time for students to respond
to offers would be reduced from five to three days!
On a related issue, it is interesting to note that the
same newsletter carried an effort to establish a Uniform
Application Form for intern application, and effort which
continued until 1978 and then fizzled.
The next existing document is the newsletter of April, 1978.
By this time Art Weins was listed as the Chair of the Executive
Committee. The Executive Committee minutes mention n discussion of the Crager Report concerning possible modification
of the Uniform Notification Procedure.
The minutes also contain extensive discussion of the possibility of a computer matching plan for internships. It was
indicated that the cost for the plan would be in the neighborhood of 20 to 30 thousand dollars. The same newsletter
mentions two proposals for change in the selection process,
one for the establishment of regional clearing houses to process applicants by region and another calling for early acceptance of applicants from outside the geographical area and
“the usual competition” inside the area. The Crager Report
CONTINUED ON NEXT PAGE
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CONTINUED FROM PREVIOUS PAGE
itself appears to be more of a tightening of the Uniform
Notification Procedure.
But the real interesting stuff comes from the Regional
Editors. Robert Goldstein, Assistant Editor for the Eastern
Region, had this to say about the Uniform Notification
Process:
It is beginning to appear that APIC guidelines
on internship offers are becoming less effective
as time goes on. The manipulating and pressure
tactics applied bywhat appears to be an increasing number of centers is causing the system to
creak and groan badly.
I know of at least one instance in which, for
example, a well-regarded training center
informed each of a large number of applicants
that each of them was the “first alternate”.
When this kind of thing happens, it is time
for our organization to reconsider our basic
approach to the internship selection system.
By October of 1978, there was a new APIC chair, Al
Burstein. In his initial comments, Dr. Burstein mentions
that a major APIC task would be that of refining Uniform
Notification Procedures. He also noted that that Drs.
Mensh and Orgel were working on a computer match system. Minutes from the October newsletter mention the fact
that a vote had been taken which reduced the notification
time span from three days to 24 hours. Hence, by October
1978 that aspect of the Uniform Notification Procedure was
in place. Selection process problems discussed included
pressure on students to accept before the recommended
guidelines and students turning down offers they had previously agreed to accept. Again, a familiar tune. Sanctions
for these violations were bandied out.
In May of 1979 Al Burstein noted that modifications
and refinement of the Uniform Notification Procedure
were viewed as positive. However, the Executive
Committee meeting minutes noted that students still suffered from STRESS, and those minutes endorsed an effort
by Cynthia Belar and Budd Orgel to publish an article
entitled “Survival Guidelines for Coping with Intern
Application and Selection Process”.
In that same Newsletter there is a lengthy published
report on the current APIC Uniform Notification Procedure.
The report was based on polls taken during the 1978-1980
time frame. The 1979-1980 procedures contained seven
items, essentially the first seven of the existing UNP:
1. APIC members are to include these APIC guidelines
in the material sent to applicants describing the internship.
2. Accepted applicants are to be notified no earlier
than 8:00 AM Central Standard Time (CST) of the second
Monday in February. Those applicants must respond no
later than 12:00 CST the following day.
3. Alternate applicants accepted between 8:00 AM

Monday and 12:00 noon on Tuesday may be asked to
respond by Tuesday noon CST but not earlier.
4. Applicants accepted after Tuesday noon should be prepared to make a relatively quick decision, on the assumption
that they have already considered any earlier offers.
5. Applicants whom agencies do not intend to consider
for a position should be notified as soon as possible, preferably not later than the first Monday in February.
6. Applicants who are being thought of as alternates for
the center’s first choices may be notified of their alternate
status but not before 8:00 AM CST on the second Monday
in February.
7. Once a center’s positions are filled, all remaining
applicants should be so notified.
These specific items were then followed by ten proposals which had been made by an APIC task force
concerned with the further development of Uniform
Notification Procedure.
However, as usual, the real story is found in comments
by the regional editors. That year the southeastern regional
editor said the following: “I would like to mention that the
new system of intern notification is much preferable to the
old one of selecting residents (interns). The whole experience
was similar to the previous system except that the entire disagreeable exercise was over that much sooner.”
In November of 1980, Al Burstein noted that there was
continuing interest in computer matching. He himself
presented information obtained from a small computer
firm. This proposal would have placed 1,500 students in
300 agencies for approximately $90,000.
The November 1980 business minutes are interesting in that one sees a shift in a trend. Instead of bashing
the internship centers as usual, the comments under the
Uniform Notification Procedure section turned the critique toward students, who apparently had been reneging on offers. It was specifically mentioned that the students’ internship directors should be notified whenever a
reneging incident occurs.
For me personally, 1980 was a big year with uniform
Notification. It was my first time to go through it as an
intern training director. That experience generated a publication on my part, one of which I am still proud. Its title
was “Fear and Loathing on Intern Selection Day”, a piece
printed in the Forum section of the APA Monitor. The title
was of course lifted from Hunter S. Thompson, Doctor of
Weaponry and was tongue-in-cheek in format. However,
the article ended with my own preliminary thoughts
regarding how things could be done better. Little did I
know that this was the beginning of a four year mission.
A special note in the April 1981 issue is the result of a
survey dealing with interest in a computerized matching
program for internship selection. The report indicates that
only 59 of APIC’s 365 members responded to the survey,
with 41% of that response group saying that they would
not wish to participate in such a plan. Nine (14%) indicated
they would wish to participate in the plan even if they had
CONTINUED ON NEXT PAGE
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to pay big bucks. An additional 27 respondents said they
would participate if there was minimal cost. The report
concluded with the notion that a strong consensus for the
establishment of computerized matching did not exist.
In that same issue, Jean Holroyd offered a proposal
which sounded a lot like Early Acceptance. Specifically,
Dr. Holroyd proposed that internship agencies might
be allowed to notify all applicants of their standing and
make a firm offer at any time. Accepted applicants could
respond after 8 AM Central Standard Time of the second Monday in February. She hoped that this procedure
would allow applicants to consider their status carefully and to make better decisions. By April of 1982, Al
Burstein was finishing his term as chair and noted that
Holroyd’s proposal was defeated.
Despite optimistic forecasts about the existing selection procedures, that same April 1982 issue contained yet
another proposal for a change in the notification procedure. The winds of change continued to blow.
By October 1982, there was a new chair of APIC, Ron
Kurz. The minutes of the Executive Committee reflected
the results of the most current survey stating that two
thirds favored continuation of the Uniform Notification
Procedures. Nevertheless, by October 1983, things had
heated up again. Minutes from the Executive Committee
meeting read as follows:
The EC received a large volume of mail with
regard to the uniform notification of acceptance
of interns.
After a good deal of discussion, it was decided
to open this issue to the general membership
and to solicit articles from the Newsletter proposing particular ideas.
The fall Newsletter then started the rather lengthy
procedure to evaluate specific proposals for change in
the intern selection process. In the next issue, Burstein
advocated preallocation of slots, a proposal that turned
out to be acceptable within previous APIC traditions. I
advocated Early Acceptance. Linas Bieliauskas argued
that intern facilities should be allowed to offer positions
early but that the students need not reply until Uniform
Notification. Tom Orr proposed a Copernican revolution
which had facilities rank ordering students and students
calling to request admissions.
As a little departure, it is interesting to note how many
times affect words such as “chaotic”, “anxiety provoking”, “stressful”, etc. appear in any discussion of Uniform
Notification.
I should add that in October 1983, I came on to the
Executive Committee, no doubt contributing to the overall rebellious spirit of the times.
By April 1984, as George Jones says in his famous country
song, “The Race Was On.” The Newsletter documents three
additional proposals. Of special note was David Briggs’ pro-

posal for a computer match system. This was a very lengthy
proposal complete with cost estimates and a schematic
showing how the matching system would work.
This all continued on until October of 1984, when
Cynthia Belar became Chair of the Executive Committee.
In her remarks, Dr. Belar noted that “We continue to
maintain a love-hate relationship with our notification
guidelines”. This was the first public dynamic interpretation offered by an APIC official regarding UNP and it was
clearly right on the mark!
By April of 1985 the Executive Committee had
reviewed all proposals and issued four for formal voting. These were 1.) Orr’s Copernican Revolution; 2.)
Bieliauskas’ partial Copernican Revolution; 3.) my own
Early Acceptance proposal and 4.) the computer match
system of Briggs. By October of 1985, Ken Solway had
taken over as chair of APIC and the Executive Committee
had conducted a straw vote eliminating Orr.
The April 1986 Newsletter, after the winter meeting,
reflected that the membership had voted to eliminate the
Bieliauskas proposal and the Briggs computer match proposal. The voting was close, and after some waffling and at
the urging of Pat Hollander, our attorney public member,
the Executive Committee certified the election and went into
a run-off between my own proposal for Early Acceptance
vs. UNP (no change). By October of 1986, Early Acceptance
was voted in by an extremely close vote of 92 to 90, with
only 182 of the eligible sites participating in this crucial decision. The Executive Committee decided to establish an ad
hoc committee, chaired by myself and including Carl Zimet,
to meet with interested training group regarding plans for
implementation of Early Acceptance.
Now I enter the Howard Cosell, “Tell it like it was”
phase of the history of this affair in APIC. Some may not
like my remarks but this is the way it went down. At the
mid winter meeting there was to be a pre-meeting with
interested training groups to discuss implementation of
Early Acceptance and input was sought from all training councils. The result was, despite several requests, the
Council of Directors of Clinical Training declined to send
anyone to the meeting. The counseling representative was
going to be there but showed up late. Hence, discussion
of the implementation phase of early acceptance was left
to myself, Carl Zimet and representatives from professional psychology and school psychology.
The APIC Executive Committee was somewhat dismayed over this lack of input but decided to proceed
with Early Acceptance anyway, since it had been voted in
by our membership. Implementation was planned for the
1988 selection season.
By October 1987, I was forced to leave the APIC
Executive Committee due to a family illness. The October
’87 Newsletter presented guidelines for use in the 1988
selection process and included instructions for those
sites wishing to participate in Early Acceptance. In his
comments, Ken Solway noted that Early Acceptance had
finally generated “considerable comments from the field”.
At last everyone woke up.
CONTINUED ON NEXT PAGE
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The Spring 1988 Newsletter occurred after the Early
Acceptance process was used for recruiting in 1988.
Previously the Executive Committee had promised
APIC members and particularly had promised groups
representing other training organizations that the Early
Acceptance process would be researched. Ben Blom and
Sanford Pederson undertook a survey research effort and
here are some of their findings:
Thus a total of 1027 EA applicants were placed
in their “first choice” programs.
Conversely, 73.41% of all available slots (1027
out of 1399) were filled with “top ranked” (i.e.
EA candidates) by the sites.
In conclusion, the EA procedure successfully filled
73.4% of the available slots with “first choice”
applicants at sites which were presumably “first
choices” for the candidates. As such, it clearly
appears to have succeeded as a mechanism.
However, it also appears to have done so at the
cost of significant increases in applicant stress,
even as perceived by the sites a clearly undesirable concomitant to any matching procedure,
not matter how successful its outcome.
In summary then, Blom and Pederson concluded that
Early Acceptance had worked pretty well but had done
so at the “cost of significant increase in applicant stress”.
However, as I have shown in this historical journey, applicant stress was really nothing new to the selection process.
The Spring 1988 Newsletter also reported that the
Executive Committee, in conference with Academic
Training Council representatives, decided to install an
“interim notification procedure” but had apparently
reached a decision to ultimately develop a computer
matching system. Minutes of the meeting read as follows:
After considerable discussion, two recommendations
were unanimously adopted for consideration by APIC.
1. A computer matching procedure should be
the ultimate goal in the development of the
notification procedure.
2. A workable interim notification procedure
should be instituted until the computer matching
procedure is implemented. An acceptable procedure was formulated during this meeting. It was
agreed that the details of this procedure are to
be published in the Spring APIC Newsletter for
consideration and possible adoption by the APIC
membership. (Ed. Note: This procedure appears
as “Proposal C” in the main body of this newsletter). It was also agreed that all participants of
this meeting will be sent a copy of the draft of the
proposed interim procedure.

On page 38 of that same Newsletter we find published
proposals for APIC’s interim notification policy for the
spring of 1989. The first proposal was entitled “Proposal
A”, with a comment that the basis for the proposal was
from the APIC membership survey results conducted by
Blom and Pederson. This proposal retained some aspects
of Early Acceptance but was, in essence different, and
in fact, resembled Orr’s initial proposal. Proposal B was
identical to the former Uniform Notification Procedure
and Proposal C was made up of input from representatives of the Academic Training Councils.
It should be noted that Early Acceptance, a policy which
had been voted in by the membership, was terminated by
Executive Committee action without a vote by the membership. In its place three alternatives were offered, one of
which did resemble Early Acceptance but was not in essence
the same as the Early Acceptance policy.
Perhaps all of this is understandable, given the extreme
internal and external pressures for some sort of action to
relieve the affective reactions to Early Acceptance. Later
in ’88 the Monitor reported that Early Acceptance had
been “done in” and reflected on the extreme student
stress generated by the procedure. This was reported as if
stress was a stranger to the intern selection process.
In October of 1988, Carl Zimet became chair for the
Executive Committee and reported that the membership had voted 138 to 120 for the return of the Uniform
Notification Procedure on an interim basis. To be more
specific the vote was reported as 138 for the Uniform
Notification Procedure to 120 for the “other proposal”.
All this brings us to the Spring of 1990. APIC members
will soon have the opportunity to experience an empirical
test of computer match and I, for one, intend to participate.
Some final reflections on this historical odyssey:
1. Control of the intern selection procedure was APIC’s
original reason for being, although the organization has
now gone far beyond that realm.
2. The original selection procedure, Uniform
Notification, improved things but was actively opposed
by counterproposals from the early recorded history of
APIC to the present time.
3. Stress, chaos, fear and loathing were with us from the
beginning, occurred both on the applicant side and especially on the internship director side, and will continue to
be with us should APIC venture into computer matching.
4. Having recently completed a national study of the
supply of prospective interns for the available internship
slots, I can assure you that stress, chaos, fear and loathing
will increase for us on the internship director side, as the
supply of better interns stays steady, while the number of
APIC member internship slots increases.
Author’s Note: This paper was presented at the American
Psychological Association’s meeting within a symposium
entitled “The Association of Psychology Internship Centers’
(APIC) Study of Computerized Internship Matching: Issues
and Information.”
CONTINUED ON NEXT PAGE
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AFTERWORD

B

By Jim Stedman, Ph.D.

ob asked me to comment on this article I wrote in
1989. My first thought when I read it was: How long
ago was that and I’m still working??? Then, I’m glad
my brain is still functional enough to remember doing
it. OK, enough of that. As you can see, the period I was
writing about was foundational to APPIC and organized
almost entirely around intern selection. No big imbalance
issues in those days. In fact, prospective interns had somewhat of an advantage. They could grab and hold slots, for
days in the beginning. As you will also read, we had runs
at computer match pretty early, and it is very interesting to
me that internship directors voted it down. Somehow they
seemed to see it as losing control of the process. Finally, by
1990, computer match was born. Of course, Greg Keilin
perfected it to its current state.
My article was about selection history but it was really
also about APPIC’s roots and concerns. I’ve done a
couple of review articles about internship training, the
first in 1997 and the second in 2007. Doing those reviews
impressed on me how important APPIC has become in
the affairs of pre-doctoral and now post-doctoral training.
So, for what it’s worth, here is my list of the big accom-

W

plishments of APPIC:
1. Setting up a Central Office: Without a central office,
selection and all else would have been impossible. For
both better and worse, this centralization allowed the
APA to gradually turn over all things internship, except
accreditation, to APPIC.
2. Achieving computer match: During the 9 years I was
an internship director, I often referred to selection as a
“computerless computer match” in which the students
from better programs held an advantage. They could
take and hold offers while my list disappeared and other
students were in limbo. Those were pre-imbalance days
of course.
3. Installing APPI: Applicants today would not believe
the idiosyncratic chaos of pre-APPI days in which every
internship site wanted their own thing.
4. TEPP: We needed a training and education oriented
journal.
Psychiatry is a lot smaller and they have had one for
years.
My final thought: I am glad we are past the days when
APPIC was run out of the APPIC Chair’s garage.

AFTER THE AFTERWORD
By Robt. W. Goldberg, Ph.D., ABPP

e should all thank Jim Stedman for permitting
APPIC to reprint his seminal 1989 historical
article on the selection process and for reflecting
on the significance of those events over 25 years later in
his Afterword. Without accounts such as these, the early
efforts at systematizing intern selection risk becoming
obscured by the mists of time. The previously published
(November 2015) special Annals of Training Section on
History of the Match(es) picks up the narrative from 1989.
Together with Dr. Stedman’s reprint, this set of articles
provides an excellent overview of the recurring organizational issues involved in systematizing and automating
the matching process.
Dr. Stedman’s article has proven amazingly prophetic. He foresaw the “supply/demand” imbalance

of internship applicants and positions. He anticipated
the inevitability of a Computer Match, which turned out
to require two attempts successfully to establish. The
symmetry of early selection issues and those of the ‘90s
with today’s evolving postdoctoral selection process
is remarkable. Contemporary developments should
remind us that, if we are not aware of history, we are
likely to repeat it.
Dr. Stedman has served AP(P)IC as Board Member,
former Editor of this newsletter, and currently Associate
Editor for Literature Review (see his column elsewhere
in this issue). He deserves the highest compliments for
his long-term administrative and scholarly contributions,
loyalty to the organization, and decades-long continuing
concern about psychology’s training process.
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News from the
APA Education Directorate
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By Catherine Grus, Ph.D. (cgrus@apa.org)

uilding on the energy that was created during the APPIC Postdoctoral Summit held
earlier this year, this column will focus on
a new collection of resources that were created
for psychology postdoctoral fellows (although it
could be used with trainees at other levels). The
resources for Individual Development Plans was
launched earlier this year (see: http://www.apa.
org/education/grad/individual-development-plan.aspx).
Individual Development Plans (IDP) are a tool for postdoctoral fellows to identify their career goals and steps
they need to take to obtain the experiences and competencies necessary to be successful in their first job. IDP’s
are not a new idea but are increasingly being used with
postdoctoral fellows across many disciplines to structure and optimize their training. In fact, federal funding
agencies such as the National Science Foundation and
National Institutes of Health require an IDP for students
who are funded off of grants from these agencies. The
idea to create these IDP resources for psychology post-

doctoral fellows originated in conversations during
the Opening Doors Summit, a meeting convened
by then APA President Dr. Nadine Kaslow, focused
on optimizing the transition from student to first
job.
The resources consist of five videos and accompanying worksheets to guide a postdoctoral fellow and their mentor though the steps they need
to take in order to develop a meaningful IDP. The steps
include how to do a self-assessment, exploring career
options to identify areas of interest, identifying training
gaps, setting goals to address these gaps, and implementing the IDP. There is also an introductory video that
explains the IDP process. Many institutions and agencies
have IDP templates a few of which are featured in the
resources.
It is hoped that the IDP resources are a useful tool for
postdoctoral fellows and postdoctoral training programs
to foster meaningful training opportunities that lead to
satisfying careers.
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Association of State and Provincial
Psychology Boards (ASPPB)
By Sharon Lightfoot, PhD and Carol Webb, PhD

T

he Association of State and Provincial Psychology
Boards (ASPPB) maintains a permanent record of
all public disciplinary actions taken against licensed
psychologists, as well as all Cease and Desist orders for
the unlicensed practice of psychology. This is done to
assist our member jurisdictions in their mandate of public
protection. These actions are sent to ASPPB from each of
our member jurisdictions. An annual summary of this
data can be found on our website, http://www.asppb.
net/?page=DiscStats.
It is our hope that a review of the top 5 adjudicated
disciplinary complaints over a two year period, (20142015) may assist trainees in their professional development and help with the regulatory goal of public protection. It is important to note that boards may have investigated a number of other issues that were of concern,
however, we are limiting this discussion to those concerns
that are most frequently addressed by our boards.
Over the past two years failure to comply with continuing education requirements tops the list in terms of number of disciplinary actions taken by psychology licensing
boards. It is imperative that trainees (and licensees) have
a thorough understanding of the laws and rules that
govern psychology in their state or province in order
to be certain they are in compliance and will be able to
maintain their license. A review of continuing education
requirements will include the number of hours required,
the cycle for renewal, if there are required hours in particular areas (e.g. ethics), and the required documentation
that must be maintained by the individual psychologists.
Some states require not only the CE certificate, but also
the syllabus from the educational experience. CE requirements may change over time, so it is important that
individuals stay current with what’s expected. Currently,
New Jersey is in the process of enacting new regulation
concerning continuing education requirements, and is
now having an open period for public comment.
Negligence ranks second in the number of disciplinary actions taken in the past two years. Negligence is
thought of as a failure to provide proper care in one’s
actions, or failure to meet a required standard, with
“proper” being defined as that which a prudent and reasonable person (read psychologist) might do. Negligence
can be found through acts of omission or acts of commission; that is, either not doing something one should have
done (or a reasonably prudent psychologist would have
done), or doing something one should not have done (or
likewise, a reasonably prudent psychologist would not

have done). As you can imagine there are many specific
acts that would fall under the general heading of negligence including, among others, inadequate record keeping, inadequate history taking, or failing to use current
and updated testing materials and protocols.
Conviction of a crime, and violation of federal or state
statute or rule comprise the third largest number of complaints. In the disciplinary world there are certain behaviors that may not be related to the education and training,
and/or the competence of the psychologist, yet still result
in disciplinary action. Inoculation against committing
criminal acts is beyond the scope of this article. Perhaps
it is best to simply quote a famous television character,
“Crime is bad. OK.” Almost all jurisdictions will revoke
a psychologist’s license if a felony conviction is reported
to them, and many jurisdictions require their licensees to
immediately report any criminal conviction to them.
Nonsexual dual relationships is next in our ranking of
disciplinary complaints against psychologists over the
past two years. Psychologists in every jurisdiction and
province have clear prohibitions against dual (or multiple) relationships that could be expected to have the
potential for harm to a client or patient. It is not unusual
to hear psychologists voice the belief that, regardless of
the time frame prohibiting a dual relationship with a
former client in the jurisdiction where they are licensed,
the correct answer to this dilemma is to never engage in
such a relationship. Of course, this works better in urban
communities than it does in rural communities where
dual relationships may be hard to avoid. It is important
to note that some states prohibit barter because it creates
a dual relationship. This is an important area to understand, and where confusion often occurs because, for
example, the American Psychological Association ethics
code does not prohibit barter, except if it is clinically contraindicated or if it is potentially exploitive. Again, understanding your jurisdiction’s statute and rule is critical in
your ability to behave in accordance with your licensing
regulations.
The final category to discuss is sexual misconduct.
Somewhat amazingly, licensing boards still get complaints about sexual misconduct, and not infrequently.
For those psychologists who engage in sexual misconduct
with a client, education and training may not prevent
the egregious behavior. It is an interesting question
whether there are efficacious remediation processes for
psychologists who have committed these egregious acts,
or not. We believe that self-care with peer support and
CONTINUED ON NEXT PAGE
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NEWS FROM THE TRAINERS

New Section
of the
e-Newsletter:

Beginning with this issue, the e-Newsletter will accept brief news items from trainer correspondents announcing individual professional or career accomplishments of sufficient interest to the readership. Examples of career
accomplishments include becoming a Fellow of APA, head of a department, winner of a research award, attainment of an ABPP Diploma, etc. Potential contributors would include APPIC Member Program training directors
and training committee members; current and former APPIC officers, Committee members, and regular newsletter
contributors; and others with a relationship to APPIC. Announcements and information regarding an internship
or postdoctoral program are not appropriate for this Section and instead should be submitted to one of the APPIC
listservs for consideration. The Section is of course intended to be informational, but will hopefully convey a spirit
of neighborly over-the-back-fence chat. Thanks in advance for your contributions!

T

he National Register of Health Service Providers in Psychology has
presented its Alfred M. Wellner, Ph.D., Lifetime Achievement Award to
John Robinson, Ed.D., ABPP. A former member of the APPIC Board
and winner of numerous other awards, Dr. Robinson received this award for
distinguished service and contributions to clinical psychology, clinical health
psychology, and diversity.

CONTINUED FROM PREVIOUS PAGE
accountability may be helpful, but we know that the
consequences for the clients of being the victim of sexual
misconduct is usually severe and it is the responsibility
of the licensing board to protect the public. Therefore
licensure revocation or suspension with enforced practice limitations is usually the result of such complaints.
We hope that this brief discussion of disciplinary
actions is helpful to the education and training community as you prepare the next generation of psychologists. In the next newsletter we will be updating you
about the development of the EPPP Step 2. Some of the
content for questions on the EPPP Step 2 will be taken
from a review of our disciplinary database, culling information about more specific areas where psychologists
have erred in their behavior. The Insurance Trust is also
assisting in this process by providing such information
concerning malpractice claims and payments.

Recognized Equivalency between APA
and CPA Accreditation
By Justin Karr, APAGS
Be sure not to screen out applicants from
“non-APA-accredited” programs, because you
may miss applicants from CPA-accredited programs that are well-qualified for your site. In
2012, APA and CPA signed the First Street
Accord and mutually recognized equivalency
between APA and CPA accreditation. This is the
second application cycle since APA ended its coaccreditation of Canadian programs, and we recommend that applicants from CPA-accredited
programs be treated equally to those from APAaccredited programs.
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FROM THE ASSOCIATE EDITORS
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Behavioral Emergencies
By Phillip M. Kleespies, Ph.D., ABPP

he rate of suicide in the U. S. has been
steadily increasing for the past decade.
The national rate was 11.0 per 100,000 in
2004 and it has risen to 13.4 per 100,000 in 2014
(the year of the most recent national statistics).
The rate in 2014 means that 42,773 people died
by suicide in that year (Drapeau & McIntosh,
2015). That far exceeds the number of homicides
which was 15,809 in that same year (Faststats, Centers for
Disease Control and Prevention, 2015).
For the past 20 years, national and international organizations have called for improved training for mental
health professionals in the assessment and management
of suicide risk (Schmitz, et al., 2012). These organizations
have included the World Health Organization (1996),
which issued guidelines for the formulation and implementation of national strategies for preventing suicide;
the U.S. Department of Health and Human Services
(2001), which issued a national strategy for suicide prevention; the Institute of Medicine (2002), which referred
to reducng suicide as a national imperative; and the Joint
Commission (2010), which declared suicide a sentinel
event. In addition, two Surgeon Generals of the United
States have also called for attention to this issue. In 1999,
Dr. David Satcher, issued The Surgeon General’s Call to
Action to Prevent Suicide. In this document, he offered
a comprehensive national suicide prevention strategy
that included training mental health professionals to
competence in the assessment and management of suicide risk (U.S. Public Health Service, 1999). Next, Dr.
Regina M. Benjamin, in conjunction with the National
Action Alliance for Suicide Prevention, published a new
2012 National Strategy for Suicide Prevention: Goals
and Objecives for Action. In this document, the Surgeon
General stated that an objective was to “develop and promote the adoption of core education and training guidelines on the prevention of suicide and related behaviors
by all health professions, including graduate and continuing education” (p. 77).
I am sorry to say that psychology as a mental health
profession has paid little attention to these calls, from
important healthcare organizations, for the improved
education and training of its practitioners in assessing
and managing suicide risk (Schmitz, et al., 2012; Suicide
Prevention Resource Center & Suicide Prevention
Action Network USA, 2010). Now, the Joint Commission

has issued a new Sentinel Event Alert (Issue 56,
February 24, 2016) on detecting and treating suicide ideation in all settings. They point out that
clinicians in emergency, primary, and behavioral
health care settings particularly have a crucial role
in detecting suicide ideation and assuring appropriate evaluation. Many psychologists (myself
included) work in health and mental health facilities and agencies reviewed by the Joint Commission.
During a five year period (2010 – 2014), they have reports
of 1089 suicides in their database of patients receiving
care, treatment, and services in a staffed, around-theclock care setting or within 72 hours of discharge. The
most common root cause documented during this time
period was shortcomings in the assessment of suicide
risk. One of the Joint Commission’s eight suggested
actions to address such shortcomings is to “educate all
staff in patient care settings about how to identify and
respond to patients with suicide ideation”.
Models for training to competence in behavioral
emergencies such as suicide risk and violence risk have
been described (Kleespies, 2017). There is also evidence
through research by Dale McNeil and colleagues (2008)
that a 5-hour workshop on evidence-based assessment
and management of risk of suicide resulted in a study
group (relative to a comparison group) being better able
to identify evidence-based variables pertaining to risk
and being more explicit about the significance of risk
and protective factors in developing plans for intervention. Moreover, the American Association of Suicidology
(AAS; 2011) and the Suicide Prevention Resource Center
(2011) have developed workshops on assessing and managing suicide risk based on core competencies. AAS has
done pre-test, post-test, and 4-month follow-ups to their
workshops and found improved clinical practice skills
in the identification of risk and protective factors, in the
ability to make a formulation of risk, and in the ability to
make a management plan in response to risk on post-test
and 4-month follow-up.
Ideally, course work on the behavioral emergencies in
graduate school would be combined with skill development in assessing and managing high risk patients
during internship. The question, however, is whether
professional psychology will begin to attend to the Joint
Commission’s recent call to action (in a growing line of
such calls to action) or continue to ignore the need for
CONTINUED ON NEXT PAGE
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more formal education and training in dealing with these,
at times, life-threatening clinical situations?
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Child Clinical Psychology
P

By Lisa Phillips, Ph.D.

sychotherapy services have been available in some
school districts for well over 30 years. These services often arose in response to barriers to rapid
treatment for children in sudden crisis, or who met the
criteria for a DSM diagnosis that was beyond what a
school guidance counselor felt comfortable treating. In
many communities, in order for an agency to obtain a
contract to provide services in the various districts, each
school site must be registered as a provider of outpatient
behavioral health services. This can pose various treatment problems given that each school district has its own
culture, its own expectations regarding being informed of
the treatment progress of their students, and the level of
involvement that they expect from parents in this process.
The culture of the school impacts upon treatment provided to students in various ways. In some schools, clinicians are treated liked unwelcomed outsiders. They must
sign-in with the front desk, be given a school badge, proceed to sign-in with the guidance department and then
wait in the hallway until they are told what room is available for them to see their clients. All of this seems to be a
great imposition to the school staff, and little to no regard
is given to the students’ privacy. In other districts, clinicians check in at the front desk by showing their agency
photo identification. The guidance staff is then alerted by
the secretaries to send the student to the assigned suite of
offices or group rooms used for therapy, where the clinician is waiting. Other districts fall somewhere in between
those two extremes, but the effect of these various scenarios on the students during their sessions is notable.
In one district, a therapist was assigned a space directly
off the front desk area with a glass window that any student or staff who entered the office could see into readily.
When the clinician requested a more private area and was
able to use an enclosed office, she reported that her client
was a different person, more easily expressing emotions
and less resistant to meeting each week.
Maintaining client confidentiality in the schools has
often been better managed on paper than in practice.
Some district personnel and guidance counselors can
become easily offended when not given full details
about “what we can expect?” from a specific student
now that he or she is in therapy. Calls are often made
to agency supervisory staff to complain about the poor
communication skills of the therapists who don’t keep
the school informed about the progress of a student’s
case beyond general information. Though school personnel are informed about the limits of confidentiality,

“being a guest in our house,” they feel entitled to perhaps
more information than they can ethically be given. In
some districts, students themselves have been specifically questioned about how therapy was going and were
encouraged to reveal what they were sharing with their
therapists to school staff. The rationale provided was that
school employees were available to the students daily to
provide support and assistance, while the therapist was
only there for an hour a week.
That parents are key to their children’s success in therapy is indisputable, but in the school setting, it is very difficult to engage parents in more traditional ways. In an
agency outpatient setting, most parents are bringing their
children to appointments and can meet with the therapist
at the beginning or close of a session, or can spend a few
minutes in therapy with their child when needed. In the
school setting, most of the contact with parents occurs
over the phone, and it is difficult in many cases to even
have the parents come in to the school or the agency to
initiate the opening paperwork to commence services.
Districts respond to this barrier with various levels of
mandated parent contact and participation that can be a
deterrent to establishing rapport with students and their
family members.
Therapists who have the opportunity to work in the
school setting must be well equipped to navigate the various school cultures, confidentiality and parental engagement issues. Being unaware of the impact of these contextual factors on individual and group therapy sessions
can lead to a reduction in successful outcomes and inappropriately extended or prematurely terminated services.
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Severe Mental Illness:

How Do You Diagnose a Severely Mentally
Ill Patient from a First Interview?

M

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

aking a mental health diagnosis from an
initial interview with a patient is often
difficult. This is even more so the case
for patients or clients who show signs of a severe
mental disorder. The illness itself can make it difficult to gather information directly. An interview
may last only an hour. The necessarily interdisciplinary context in which severe mental disorders
are evaluated and treated further complicates the situation for a psychologist. Extra-clinical considerations
such as reimbursement and requirements for definitive
coding introduce distractions for licensed professionals. Nevertheless, there are reasonable expectations that
a summarizing diagnosis or diagnoses will emerge from
the initial encounter. Clinicians in training need guidance
in navigating a complex landscape with this population.
The problem addressed in this column concerns how to
best represent the diagnostic findings of an initial evaluation of a person who suffers from a severe mental illness.
Doing so effectively provides the treatment team, patient,
and many other stakeholders with information information and guides further evaluation and treatment. Doing
so poorly can misrepresent the situation and adversely
affect the patient’s treatment.
A diagnosis is essential to choosing empirically-supported psychological interventions. Thus, it constitutes
a central feature of initial contacts between patients and
clinicians. Modern approaches to psychiatric diagnosis
(e.g. DSM 5) are criterion-based, and clinicians make
determinations using various means to establish whether
a diagnosis is present or not.
Many of the criteria for severe conditions require specific information about patterns of behavior over time.
Patients with severe mental disorders can be in great
distress, which may be global and diagnostically nonspecific, making it difficult to identify the precise history
and information needed. Sometimes agitation is present.
Patients with psychotic disorders commonly lack insight
into their condition, can be guarded, and are notoriously
poor historians. Structured diagnostic interviews which
ask the patient to identify whether a symptom or criterion is present or not may not capture the symptoms for

which a patient lacks insight, cannot remember,
or is too guarded to acknowledge. Psychological
testing may reflect such diffuse psychopathology
as to be diagnostically imprecise, or the patient
may lack the motivation or ability to produce a
valid profile.
Making diagnoses in patients with severe mental disorders generally requires more consideration
of medical conditions which may be producing the problem. For instance, a review of a psychiatric protocol for
the work up of a patient with psychotic symptoms (e.g.
Mathews, et al., 2013), makes it clear that usually a psychologist (or psychiatrist) should not make a diagnosis of
Schizophrenia upon first encounter with a patient.
Ultimately, over time, with collateral input from family
or others, behavioral observations, and the ruling out of
medical or other causes of the presentation, the correct
diagnosis will likely emerge. However, how do we represent the conclusions of an initial evaluation?
There are a number of ways that clinicians have chosen
to address the incomplete nature of an initial evaluation
in patients with a severe mental illness. One approach is
to provide a “ball-park” diagnosis which acknowledges
that a category or area of condition is present, but that
specifics cannot be determined immediately. In DSM
IV-TR, this was often reflected in diagnoses such as Mood
Disorder, NOS or Psychotic Disorder, NOS. These diagnoses have been replaced by the DSM 5 diagnoses of
“Unspecified Depressive Disorder”, “Unspecified Bipolar
and Related Disorder” and “Unspecified Schizophrenic
Spectrum and Other Psychotic Disorder”. Noteworthy
in this approach is that the description of the “criteria”
for these conditions in DSM 5 makes it unclear whether
the unspecified form is appropriate in instances in which
there is insufficient evidence for more specificity. Thus,
the category of unspecified forms could mean that the
condition lacks sufficient symptoms to meet criteria for a
specific full and typical Bipolar, Psychotic or Depressive
Disorder. It is definitely the case that the condition is
not a full syndrome if a “specified” diagnosis such as
“Other Specified Bipolar and Related Disorder” is made.
However, the wording of the criteria for the unspecified

CONTINUED ON THE NEXT PAGE
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diagnostic class in DSM 5 is ambiguous. Furthermore,
there is no clear option for addressing the very common
situation upon initial interviewing in which it is very
difficult to differentiate a Bipolar Disorder from a Major
Depressive Disorder. DSM 5 requires the clinician to
decide whether the condition is unipolar or bipolar in
order to make even a vague diagnosis. Another common differential which cannot be adequately represented
using this ball park approach is when there is uncertainty
between a primary mood disorder, either bipolar or
depressive, and a psychotic disorder. DSM 5 forces the
clinician to make a distinction between a psychotic disorder and a mood disorder, even if the clinician is attempting to represent the limitations of their findings. As a
result, the vague diagnosis approach is bound to result in
what will frequently turn out to be a misdiagnosis in the
end.
Another approach which can be used is to offer a diagnosis which fits with the symptoms known, but which
includes “rule out” diagnoses. For example, based on
the initial interview, the clinician suspects that a Bipolar I
Disorder with Psychotic Features is present, but the available information can only confirm the symptoms/criteria
for a Major Depressive Disorder, Recurrent, Severe. The
clinician can diagnose the Major Depressive Disorder,
Recurrent Severe, but offer a second “rule out” diagnosis
(i.e. Rule out Bipolar Disorder with Psychotic Features).
Technically, if the Bipolar Disorder is present, the Major
Depressive Disorder is a misdiagnosis according to DSM
5. However, the situation can be made fairly clear in the
diagnosis section of a report by using this approach. One
could also “diagnose” “Major Depressive Disorder vs.
Bipolar I Disorder”, but then there is actually no diagnosis being offered- only different possibilities. This may be
in a sense correct, but problematic in terms of coding and
reimbursement.
A third approach, which is actually technically correct
according to DSM 5, is to code a condition in which there
is a strong presumption that the full criteria of a condition
will be met, with the diagnosis followed by the specifier
“provisional”. The description of this specifier (p. 23 of
DSM 5) is exactly the situation facing the clinician, with
the example given where the patient is “unable to give an
adequate history, and thus it cannot be established that
the full criteria are met”. Unfortunately, a provisional
diagnosis is not always adequate for billing purposes and
a less specific diagnosis must often be made for that purpose.
Other related issues are faced by the psychologists
(and soon to be licensed psychologists) regarding initial
diagnoses. First, reimbursement rates for Medicare are
tied to the specificity of diagnosis. Thus, coding a less
specific diagnosis results in a lower reimbursement rate.
Another issue is that DSM 5 diagnoses must be translated
into ICD 10 codes, which is the coding system specific to

billing Medicare and many other third party payers. ICD
10 has its own criteria (technically unofficial) for diagnosis (WHO, 1993), and the categories are somewhat different from DSM 5. Unfortunately, the situation is made no
clearer in that document, but is consistent with the same
confusions facing the clinician using DSM 5.
What do I advise? Of course, general advice may not
apply to the specific situation. For those in training,
you get to discuss it with your supervisor. For those in
practice, you can consult with a colleague. However, my
general guideline suggestions are as follows: Try to make
a specific diagnosis. If you are not completely certain but
in your judgement there is a presumptive diagnosis, give
a provisional diagnosis. State any rule out diagnoses. If
you really cannot decide, go ahead and diagnose with the
unspecified type only. However, the clinician should be
aware that none of these approaches except perhaps the
use of the provisional specifier avoids the possibility of an
ultimate misdiagnosis. Most importantly, regardless of
which option you chose, discuss what you are seeing and
why you are diagnosing as you are as clearly as possible
in your report. Also discuss the “next steps” or plan to
clarify matters. This should make it evident to the reader
both how you see the situation beyond the formal diagnosis, and how you intend to proceed.
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Diversity Issues:
Black and Unique
By Tonisha Joanis Ph.D.

felt disheartened as my colleague voiced her frustrations about an interaction between two racially
different children: “The white child touched his
(Afro-textured) hair, and said, ‘Why is his hair like that?’
“The black child looked insecurely to the side and did not
respond.”
Although my colleague interjected and reinforced
appreciation for all types of hair, she feared that the black
child felt inferior.  She worried that, at a young and innocent age of two, this black boy was left feeling different in
an undesirable way.
As a mother, I worry about the day I send my sons,
independently, into the real world. Will they be judged?
(Of course they will!) Will they comprehend when they
are being judged? And how will they react? Am I raising them well enough to become resilient, confident,
and intelligent individuals who can handle bigoted incidents? Despite such concerns, I remain hopeful. I reflect
on the many people who demonstrate cultural sensitivity
and advocate against racial injustice. Furthermore, I trust
that, just as I navigated life successfully, my sons will do
likewise--provided they are surrounded by a loving village of family and friends to help guide them along the
way.
As a psychologist, I am aware of the emotional distress
that can surface from being a victim of prejudiced practices. Prolonged exposure to discriminatory events can
potentially lead to various psychiatric disorders.  When
working with racially victimized clients, we should
engage in cultural competent practice. We should appreciate the lens from which our clients view the world, and
why a particular experience may have been unsettling.
Creating a safe and empathic environment may help a
person feel respected and genuinely supported. These
clinical characteristics, at the very least, may foster a sense
of relief and result in the client feeling validated.  Once
this foundation of trust is established, a therapist may

then begin processing ways that might help cope with
and relieve distress.
DeLapp and Williams (2016) offer tips on how to survive acts of racism. The following recommendations can
be incorporated into clinical practice:
1) Social support: Being surrounded by positive,
empathic people, can validate emotions. It can also be
cathartic, as one freely vents about the disturbing event.
2) Limited exposure to racism: It may be helpful to
avoid people, places, and situations that blatantly display
hostile, racist messages. This may prevent the very trigger
of negative emotions.
3) Religious/spiritual practices: Participating in sacred
rituals may help one reach a level of clarity and inner
peace. Such participation may transcend racism and refocus on greater causes.
4) Relaxation activities: Incorporating self-care practices
(e.g. meditation and deep breathing) may help release
distress and distract from negative thoughts.
5) Advocacy: peacefully protesting against acts of racism may nurture empowerment and relieve feelings of
helplessness.
In conclusion, it is almost inevitable that one will face
some form of racial challenge because he or she is black.
This may occur as early as two years of age. Developing
a core sense of self, and being able to pull from supportive resources may help a person to resiliently navigate
through emotional pain. As mental health professionals
we must remain aware of the impact of race in America,
particularly the black experience.
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Diversity
Issues
By Lynette Sparkman-Barnes,
Psy.D.

O

ne only
needs to
turn on
the news, check
social media or
visit your local
grocer (for that
matter) to get
non-stop images and discussions about systematic and
individual oppression and
discrimination. Students on
our campuses are being bombarded with these images and
are reacting in a variety of
ways to this unveiling of overt
discrimination and violence
in our nation and around the
world. Instead of presenting
scholarship about multicultural theory and multicultural
awareness, I would like to
pose a series of questions.
What place/space has your
college Counseling Center
taken in these discussions?
How are Counseling Center
providers actively addressing
these issues in session with
clients?
How is your Counseling
Center processing this and
engaging in active self-care
among staff members and
trainees?
How are these particular
issues personally challenging us
as professionals and our professional and personal identities?
Let’s challenge ourselves
regarding our own biases,
fears and frustrations. I know
I’m not the only one who is
feeling fatigued on this battlefield and needs a rejuvenation
of fresh and innovative ideas
of how we can empathically
join with our students and be

Gerospychology

By Victoria Liou-Johnson, MS, MS (Palo Alto University/UC Denver School of
Medicine) & Andrew Heck, PsyD, ABPP

A

s the field of geropsychology
continues to grow around the
country, here are some updates
and highlights from the field from the
past year.
Highlights of CONA Initiatives:
the CONA is expanding its outreach
to State and Territorial Psychological
Associations (STPAs) to understand
the members’ needs and to increase
CE offerings in other states.
CONA is also piloting a new legislative advocacy initiative with the
support of the APA Public Interest
Directorate. Geropsychology students
are paired with geropsychologists,
together, they participate in webinar
training on the legislative process. The
small groups then meet with legislative representatives to advocate for
support. As of the time of this writing,
four visits have been completed, with
one more scheduled this fall. Feedback
on this project has been positive with
reports of students reporting that they
feel like they are making a difference;
legislators have also reported positive
response. Based on the overall positive
response, CONA has begun investigating expanding this program to geropsychologists around the country.
This year, CONA helped write the
essay question for the APA Committee on
the Teaching of Psychology in Secondary
Schools (TOPSS) high school essay contest. The question addresses the topic of
aging and biopsychosocial influences on
the aging process, while also asking for
authors to include research on the promotion of healthy aging.

Training Experiences of
Geropsychologists

Recently, Brian Carpenter, Jennifer Moye,
Michele Karel, Victor Molinari, and Erin
Sakai published two articles concerning the
training and teaching of geropsychology.
The research for the articles were funded
by grants from the Council of Professional
Geropsychology Training Programs
(CoPGTP) and the VA Boston Healthcare
System, with IRB review by Washington

University. The premise of the research was
to identify gaps in geropsychology training
in order to improve them.
Most of the respondents in the study,
psychologists focused on working with
older adults, were engaged in clinical
care activities, with about half performing
research. In general, the authors found
that while clinical training was strong,
other areas such as risk and capacity
assessment, group and family interventions, were weaker. Additionally, respondents reported that they did not have
strong training in teaching methods. For
those interested, the full articles may be
found in the January-March 2016 edition
of Gerontology and Geriatrics Education,
and the 10th volume of Training and
Education in Professional Psychology for
2016.

Geropsychology Awards

Congratulations to the VA
Puget Sound Healthcare System’s
Postdoctoral Fellowship in
Geropsychology who recently earned
the 2016 CoPGTP Excellence in
Geropsychology Training Award!
CoPGTP is once again sponsoring the
2017 Research or Program Evaluation
Award in Geropsychology Training with
a prize up to $1500 for a faculty project
focused on geropsychology.
For more information in applying
for either of these awards, please see
http://copgtp.org/awards-grants/

Geropsychology Training
Around the World

Finally, the Fall 2016 edition of the
Council of Professional Geropsychology
Training Programs’ newsletter features
geropsychologists from around the
world, describing training programs in
other countries. It is interesting to see the
path that geropsychologists take in other
countries and how geropsychology or
gerontology are emphases from early
on. To view the most recent edition, and
past editions, of the CoPGTP newsletter,
please see: http://copgtp.org/resources/
copgtp-newsletters/
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Neuropsychology

When should examinee effort be assessed
as part of a neuropsychological evaluation?

T

By Beth Jerskey, Ph.D.

he short answer to this question is ‘every time. ’
Examinee effort during formal evaluations ranges
from notable difficulties with attention and arousal
(e.g., fatigue, stress, distractibility, reduced interest) to
minimal exaggeration or suppression of symptoms to
frank malingering. Effort is also not a constant and can
fluctuate within a testing session and even within a single
test. Decades of work has gone into creating a variety of
methods used to assess effort including embedded indices or validity scales, symptom and performance validity
measures, and performance analysis to name a few (see
McDermmot, 2012). The frequency in which measures of
effort are given appears to vary by setting. Historically
measuring effort has been used in forensic practice and
administered to those individuals who might benefit
from secondary gains (e.g., disability assessment); the
decision to not incorporate effort tests is only rarely justified. However, the use of administering effort measures
during non-forensic clinical evaluations does not appear
to share the same standard. Sharland and Gfeller (2007)
conducted a survey of clinical neuropsychologists who
were members or fellows of the National Academy of
Neuropsychology (NAN). Of the 188 returned surveys
with usable data, respondents reported that 55.6% of the
time they ‘always’ or ‘often’ included a measure of effort
and 28.6% ‘sometimes’ assessed effort as part of their
standard evaluation, suggesting that a sizable minority of
clinicians never consider the use of these measures. For
those who did, the most frequently used tests were the
Test of Memory Malingering (TOMM), the MMPI-2 FBS
Scale, the CVLT and Reliable Digit Span. Nearly 70% of
those same individuals responded that prior to testing
they encourage their examinees to give their best effort;
over 50% said that they do not provide a specific warning
that some tests may be sensitive to reduced effort. More
recently Brooks and colleagues (2015) requested information via an online survey sent through listserves to
pediatric neuropsychologists. The vast majority of those
sampled use either behavioral observations of poor compliance or discrepancies amongst records (92.9 and 90.8%
respectively). The majority of respondents use some form
of validity measures, the most common being the CVLT-C
Discriminability Index and CVLT-II forced choice followed by the TOMM and Reliable Digit Span. From this

research we can see that, at best, three-quarters of evaluations include some form of formal effort assessment each
and every time.
The American Academy of Clinical Neuropsychology
(AACN) released a consensus conference statement supporting that assessment of effort/ genuine reporting of
symptoms should be a part of all evaluations (emphasis
added, see Heilbronner et al., 2009). The AACN is careful
to differentiate between the detection of fluctuating effort
and the actual diagnosis of malingering, but rather support the idea that the systematic assessment of effort leads
to greater clinical confidence. NAN reflects a similar position regarding the essential nature of symptom validity in
a neuropsychological evaluation and even stresses that a
“clinician should be prepared to justify a decision not to
assess symptom validity as part of a neuropsychological
evaluation” (see Bush et al., 2005, p 421). Psychologists
should, of course, be knowledgeable about the populations in which effort tests have been validated against
and also appreciate how test findings may be affected
by characteristics within individuals on which the test
was not normed, however, the inclusion of some type of
assessment of effort should be routine practice regardless
of setting.
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Literature Review 2015-2016
By James M. Stedman, PhD

ell, the drought is over. After two years
of slim pickings, internship related articles have come roaring back (actually, I
missed a bunch published late in 2015). So, let’s
get to it. I’ll report them as they emerged.
DeHay et al. (2016) looked at internship
accreditation issues, noting that accreditation is
the highest standard. They examined accreditation success, readiness, and barriers to accreditation and
found funding, administrative burden (eds. note: and,
let’s face it APA-accreditation is burdensome), and institutional support are key variables. TEPP, 10, 126 -132.
Parent et al. (2016) investigated how the internship
imbalance affects students and found “fear and loathing” to borrow a phrase from the late and great Hunter
Thompson on the part of intern applicants: fear of not
matching, negative views of psychology training. But
students also described coping with the stress. J. Clinical
Psychology, 72, 714 – 742.
Ready et al. (2016) probed psychological assessment
training desired by internships and assessment training offered by internships. Results indicated that 70%
of sites offer this training but directors are not satisfied
with incoming interns preparation. North American J of
Psychology, 317 – 334.
Doran et al. (2016) considered four proposals to deal
with the imbalance: doctoral programs should create
internships, the training community should consider the
function of internships, new and innovative internships
should be created, and the training community should
“get political” (eds. words) and lobby for reimbursement,
regulating class size of grad programs, etc. TEPP, 10, 61 –
70.
Strom et al. (2016) did a factor analysis looking at how
performance factors predict career outcomes. Results
found only one factor. Investigators considered future
efforts. TEPP, 10, 78 - 83.
Lund et al. (2016) examined pre-internship publication
rates and found that almost half the sample had 1 peer
reviewed publication, 10% had 5 or more, and 1% had 15
or more. Amazing. TEPP, 10, 54 – 60.
Mahoney et al. (2015) investigated why school psychology students have trouble obtaining APA-accredited or
APPIC member internships. They found that program
type (as in seeing children) is crucial. They also report
directors’ perceive strengths and weaknesses of school
psychologists. Psychology in the Schools, 52, 984 – 997.
They also reported school psychology students are not
permitted to apply to 51% of clinical internships that have
child rotations. Psychology in the Schools, 52, 972 – 983.
Keilin (2015) looked at Match data and determined
that school psychology internship opportunities are very

limited and that these students often have to find
non accredited internships. He discussed this situation in light of upcoming changes in professional
requirements. Psychology in the Schools, 52, 962 – 971.
Hughes and Minke (2015) called for development
of APA-accredited health psychology internships
in the schools as part of the remedy to internship
shortages for school psychology students. Psychology
in the Schools, 52, 1020 -1031.
Hatcher (2015), with his usual insight, combined longitudinal data from doctoral programs regarding placement, enrollment, and student attrition with Match
participants and outcomes. Findings revealed surprises.
The 50% rise in APPIC applications from 2008 to 2013
came not from expanded doctoral programs but from an
increase in the number of students attempting to use the
APPIC Match. Meanwhile initial enrollment in accredited doctoral programs declined by 11%. He predicts
improvement in match rates. He also points out that the
APA’s decision to require all student to be in accredited
internships by 2020 will likely reduce site availability.
TEPP, 9, 292 – 299.
Goldberg and Young (2015) noted their previous finding that the California School of PP’s competency exam
was “superior in variance of scores among interns” successful in internship completion. They attempted to relate
that to supervisors’ ratings of competence at the end of
rotations. They found no relationship. TEPP, 9, 242 – 247.
Piotrowski (2015) reviewed 12 studies of projective assessment training from 1995 – 2014. He found
decreased training in graduate schools and decreased
interest by internships in projective training. However,
a sizeable minority of grad students still want projective
training. He goes on to examine reasons for the decline. J
of Projective Psychology and Mental Health, 22, 83 – 92.
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Setting-related issues:
The Question of
Politico-Psycho-Diagnosis

I

By Robert H. Goldstein, Ph.D.

realize that it is possible, if not in fact highly
likely, that by the time this little essay appears
the subject discussed therein will be moot. Still,
I thought it worth getting these thoughts down
while they’re freshly in mind.
So, imagine that one or more of your trainees is
sitting at a bar sipping lemonade when someone
sits down next to them and begins to chat. In the
course of that conversation, the fact emerges that one or
more of the trainees is pursuing or has already received
an advanced degree in clinical psychology. And then also
imagine that the chat turns towards political topics. At
some point, the chattee says something like “Boy, some
of the people running for office this year are real nut jobs.
You psychologists must be having a field day with them.
I’m sure you’ve seen some of these guys/gals on TV.
How would you diagnose Mr/Ms X?”
Now, that’s where things begin to get a little tricky.
Assume for a moment the trainee has seen and heard
enough about as well as from X to have developed a clear
impression. And with the recently shined and polished
diagnostic skills the trainee has been carrying around,
there is no doubt in the trainee’s mind that Mr/Ms X
meets all the criteria for a particular personalty disorder. (Remember, this is all hypothetical. One can hardly
believe that a major political parity would nominate for
a high elective office some one with a glaringly obvious
characterological disturbance. But just for the sake of this
discussion, let’s continue with the hypotheticalizing.)
Comes now the question- what would be the appropriate
and ethically correct way of responding to such a question?
Most of you probably know that our colleagues in psychiatry have a clear set of ethical guidelines promulgated
by the American Psychiatric Association (ApA) for managing such a situation. That is, it is considered inappropriate for a psychiatrist to express a diagnostic opinion
about some person in the public domain unless that psychiatrist has been able to meet and evaluate that individual personally in the setting of a clinical interaction. In a
recent (but for most of your trainees what amounts to the
distant historical past) electoral campaign, there was a big

flap over such diagnostic opinions being expressed
about the psyche of a major presidential candidate,
and the above-noted ethical guideline for psychiatrists emerged as a result of that contretemps.
I wasn’t aware of any similar position having
been taken by our APA, and so I called the APA
office in Washington and posed the question to
them. After being shuffled around to several different administrative types, including someone from
the Ethics department, I finally was put in touch with a
gentleman from the Office of Public Affairs who, I was
told, would be the individual best informed about such
matters. After a moment of strained silence, he stated
that APA has no position on this issue.
What came next was rather surprising, because he
further stated that since the DSM-5 is the property of the
American Psychiatric Association, our APA is not able to
take any position on its use in the context about which I
was inquiring. Wow!! I had no idea. It seemed to me that
the vast majority of clinical training programs did from
time to time make some reference to the DSM criteria
for various diagnostic labels. Yes, I know that the ICD-10
diagnostic categories are used by most insurance carriers but it would be the rare intern or post-doc who might
have reached that stage in their clinical education while
being entirely innocent of what’s in the DSM-5. And I
believe that in the process of APA’s accrediting training
programs, there might be some expectation that trainees
would have become somewhat familiar with current
diagnostic systems. Still, this is what the folks at APA told
me.
Now, it’s entirely possible that I misunderstood what
this fellow said or that the question I asked was not fully
clear, but on the basis of this opinion, our hypothetical
lemonade-sipping trainee seems to have little official
guidance regarding the ethical dilemma he is facing. To
opine or not to opine?
Of course, there are some ways of getting around this
problem. One would be simply to explain what the DSM
criteria are for a certain diagnostic label and then let the
fellow who asked for an opinion draw his own concluCONTINUED ON NEXT PAGE
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sions, thus sort of answering the question without
expressing an opinion.. This has at least the positive
benefit of engaging in some public education regarding
how the diagnostic labeling system works, to the extent
that it does, and let it go at that.
Another option might be to state that one doesn’t
engage in diagnostic activities outside of office hours
and without appropriate compensation. Yet a third
alternative might be to express the view that anyone
who seeks high political office in this country has to
have developed some major personality flaw at some
point in their life course, and that which of those disorders is manifest in a particular individual is a matter of
minor detail.. Finally, one could always feign an episode
of choking on a piece of lemon peel and run around
shouting for the help of anyone who knows how to do
the Heimlich maneuver, thereby distracting the bar bud-

dy’s attention from the topic altogether.
Are there other options? Well, I think that there is
something to be said for the ApA advice to psychiatrists.
Who knows what a candidate for office is really like or
to what extent a candidate’s public behavior and statements reflect anything other that a pose that is assumed
by the candidate for the purpose of attracting a certain
segment of the voting population? As a result, the data
set available for diagnostic purposes may not be at all
reliable. Also, the level of diagnostic accuracy of the clinician making the long distance diagnoses may not be
entirely independent of that clinician’s political opinions.
Just as in some situations, the use of a particular diagnostic label may reflect the degree of liking or disliking
the individual being assessed.
So, perhaps we serve the public best by reserving our
clinical opinions for those situations in which we can
reliably engage with the individual about whom we are
to give a diagnostic judgment, and then having done so,
keeping our opinions to ourselves. What do you think?
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