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2015 Match Statistics

CHAIR’S
COLUMN

Combined Results: Phase I and Phase II
Compiled by Greg Keilin, Ph.D.,
APPIC Match Coordinator
This report provides statistics and information
about the combined results for both phases of the
2015 APPIC Match. Considerable additional detail
may be found regarding both Phase I and Phase II
on the APPIC web site.
Here is a summary of the relative differences in
numbers of applicants and positions in 2015 as compared to the 2014
APPIC Match, combining both Phase I and Phase II:

COMBINED PHASE I / PHASE II

				

2014 MATCH 2015 MATCH

Applicants:
Registered for the Match
Withdrew or did not submit ranks
			
Matched
		
Unmatched

4,335
294
3,458
583

4,247
242
3,569
436

(-88)
(-52)
(+111)
(-147)

Positions: Offered in Phase I or Phase II
Withdrew or no ranks in Phase II
			
Filled
Unfilled

3,534 3,701
37
49
3,458 3,569
39
83

(+167)
(+12)
(+111)
(+44)

Regarding the 4,247 students who registered for the 2015 APPIC Match:
2,716 (64.0%) matched to an accredited position (compared to 53.3% in 2012)
853 (20.1%) matched to a non-accredited position (compared to 17.8% in 2012)
678 (16.0%) did not match to a position (includes unmatched and withdrawn
applicants) (compared to 28.9% in 2012)

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

4,247
242
4,005
4,114

By Jason Williams,
Psy.D.
Dear Training Community,
In my last column as Chair, I wanted
to update you all on what the Board has
been up to more recently and to say thank
you to a few people for all they do for the
field. First, APPIC continues to go with
the current membership of 753 internship
programs (40 of which are Canadian), 175
postdoctoral programs, and 440 Doctoral
Program Associates (DPA). I am also
pleased to report an impact factor of 1.575
for the Training and Education in Professional
Psychology journal, a shared endeavor with
APA. The journal is also financially healthy
thanks in large part to the top-notch editorial
team lead by Michael Roberts. Dr. Roberts
has help from a talented team of associate editors: Liz Klonoff (Senior Associate
Editor), Wayne Siegel, Jenny Cornish and
Clark Campbell. It is because of this journal
that we can continue to build the shared
knowledge of the psychology training community. I would also like to encourage more
training directors to consider submitting
articles to TEPP as a way of highlighting all
the important work they do.
Despite a positive trend in the numbers
for the match the Board continues to be
extremely concerned about the internship
imbalance. We will have to wait until after
Phase II to see the full impact of the imbalance this year, but it does look like things
did move in the right direction again this
year. Even more concerning are the numbers when you look at the numbers going
to accredited internship sites. Overall, in
Phase I, the number of applicants exceeded
the number of positions by 563 and when
you look at the number of applicants for the
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number of accredited positions it is 1,515.
As of December 31, 2014, the total numbers of applicants
and internship sites registered to participate in the 2015 APPIC
Match were:
• 4,163 registered applicants
• 3,665 positions offered by 772 registered internship
sites (732 of these registered sites are APPIC members)
Compared to last year at this time, these numbers reflect
a decrease of 89 applicants, an increase of 143 positions, and
an increase of 23 internship sites.
Compared to three years ago at this time, which was the year
of the worst imbalance between applicants and positions:
• The number of registered applicants has decreased by 195
(4,358 to 4,163)
• The number of registered positions has increased by 455
(3,210 to 3,665)
• The number of registered internship sites has increased by
70 (712 to 772)
• The number of registered APPIC-member internship sites
has increased by 65 (667 to 732)
• The difference between the numbers of registered positions
and applicants has decreased by 650 (1,148 to 498)
The APPIC Board is committed to see the number of internship slots at accredited sites increase. The Accreditation
Readiness Project, a joint effort with the Western Interstate
Commission on Higher Education (WICHE) has move to
phase II. During this phase we are working to get 30 internship programs to the stage of submitting their self-study to the
Commission on Accreditation. Please contact Allison Ponce, the
person spearheading the project with any questions or ideas.
As the request of the Council of Chairs of Training Councils
(CCTC), we are implementing a new standardized reference
form to be used by all reference writers in next year’s match.
Several Board members contributed to the creation of this form
with other CCTC members. The form is based on the Canadian
reference and really does represent a training community effort
that we hope will continue to enhance the application process.
Please see the APPIC website for an example form along with
FAQ’s regarding the form. Look for more information in the
upcoming months as we launch the use of the new form. We
will also work with CCTC and others to study the impact of the
form.
On the technology front the Board continues to build and
fine-tune our technology platforms. After a much-needed overhaul, a new version of MyPsychTrack will be launched in late
spring. Our technology partner has worked with a number of
user focus groups to get a better sense of what was needed to
make MPT more users friendly. You will also see an updated
website, directory on-line and changes to our e-membership
platform this year. The AAPI Online will also be moving to a
new platform for match season 2018. The AAPA (our postdoc version of the AAPI) was new this year, and despite some
glitches it was very successful exceeding the projections for use.
The post-doctoral training community continues to work on
identifying common and possible unifying opportunities within
psychology. The Board is considering a post-doctoral summit
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:as part of its next bi-annual conference. We will be surveying the community at large to see how this year’s process
went for applicants and sites alike.
As you can see the Board has been busy with a lot of new
and exciting projects while continuing the on-going programs
already in place, including: our mentoring program, the informal problem consultation process and the planning of our next
conference just to name a few. I am proud to have been able
to serve on this board and am very proud of the work they do.
I would like to thank all of the Board members for their hard
work this past year! Each member of the Board has a number
of responsibilities that they have on top of their “day jobs.”
Each performs them with an astounding amount of grace and
professionalism. I would also like to thank those Board members that came before me and those that will follow. It is professionals like you that make the psychology training community
great! Serving on the APPIC Board has been a highlight of my
career. I have had the chance to meet great people, see amazing
training happening and build friendships that I will cherish for
many years to come. Thank you all for your support! Please
keep in touch: Jason.williams@childrenscolorado.org
Jason
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From the Desk of the
APPIC Executive Director
The Path to Accreditation has a Few Hurdles
By Jeff Baker, Ph.D., ABPP
There is a move to get more accredited psychology intern and postdoc positions. APPIC is
interested in how we can get more programs to
consider accreditation. Are there really just too
many hurdles? I recall becoming interested in
this process since the time I was a psychology
intern at Illinois State University in 1980. We
had a site visit scheduled for the fall of my training year and it was interesting to see that staff were anxious about the process (I was just anxious about being an
intern). I didn’t have any idea what it meant but I used
my “crack” clinical skills and assessed that this must be
important. The training director, Dr. Doug Lamb did
a great job of preparing us (and the center) for the site
visit. I recall the site visitors meeting with us an interns
and asking some very good questions about our training
experiences and the type of patients we were assigned
through the counseling center. It seemed to be a positive
interview and everyone seemed relieved when the site
visitors were walking out the door. Fast forward nine
years to 1989 and I found myself as a new training director and had already identify that it would be important
to get our new psychology internship training program
at the University of Texas Medical Branch accredited. I
had high motivation as those were the days when only
a handful of students would apply to a program if they
were not accredited. APA, at that time, only authorized
a site visit AFTER you had psychology interns on site.
So that meant the first group of interns had to really
like us and feel this was a good place. Our first interns
were diverse and from accredited programs. I’m sure
their doctoral program was not totally happy about their
choice. Of course we got our top 3 ranked interns as we
only had 4 applicants that year and we rejected one of
the applicants. So, we thought we would go through the
clearinghouse but we actually made offers to those three
on match day and they said yes. Can you imagine today
if you ONLY had 3 viable applicants and had 3 slots to
fill? Well it worked out and those were the interns on site
when we were approved for a site visit. Yes we had our
site visit the very first year we had psychology interns on
site. One step back, we were not eligible for membership

in APPIC just yet since the same rule applied.
No interns on site, no membership. I think we
had to take out an ad in the APA Monitor about
a new and developing internship at a major
medical center. The day the interns were on-site,
I submitted our application to APPIC and we
were accepted for membership later that fall. We
did hire a consultant to provide feedback before
we submitted our self-study. I hired my former
Training Director, Dr. Lamb and trusted his judgment to provide critical feedback. We put together our
self-study and submitted it to Dr. Lamb and then we
scheduled a mock site visit. His feedback was that you
have a good program but he advised us to wait for a year
or two as APA liked to have outcome data. I checked into
that and at that time it was clear they did NOT “require”
outcome data but did require a plan for gathering both
proximal and distal data. I put together an evaluation
plan and submitted our self-study in the late fall. We
were approved for a site visit and scheduled it for early
summer. The site visitors had great feedback and we
received notice early that fall that we were approved and
that it was retroactive to the day of the site visit. That
meant our 3 psychology interns that took a chance on us,
could then identify they completed an APA accredited
internship. I don’t recall this being overly burdensome
as we learned so much and made so many refinements to
the program that it continued to improve, which I think
is the real purpose of a self-study. So to reiterate, we
submitted our self-study in late 1989 had our site visit in
1990 and were accredited for our first class of psychology interns. I would have to say that we did put a lot of
effort into this and I had great supervisors who allowed
this process to move forward with their professional and
departmental financial support.
My advice to others, get your top administrators
involved and invested in this process and work from the
top down. Hire a consultant to work with you in defining your program with special attention to how your
program trains psychologists and what outcomes including goals, objectives and competencies you expect for
your graduates. If you are good at defining those two
areas (currently Domain B and Domain E) the rest of the

CONTINUED ON THE NEXT PAGE
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domains are fairly simple and probably is an exercise in
fill in the blanks by specifically answering the self-study
instructions with minimal (but important) details that
fully explains what the program is doing to infuse individual and cultural diversity; qualifications of supervisors; details of patient contact experiences; administrative
structure; the philosophy of your training program and
how it is tied to your outcomes; the resources you have
available to your training program; how your public
materials accurately represent your program; and how
you effectively communicate with APA (or CPA) regarding your training program. How simple! It does help if
you are organized and have administrative support for
release time to accomplish these tasks.
APPIC is setting a goal for all programs to seriously
consider APA or CPA accreditation. We owe it to the students who are in training and want to become qualified
psychologists. Money should no longer be the reason for
you to not consider accreditation. APA has set up grants
to help with this process. Time is always an issue and if
your hospital/clinic is like mine there are lots of productivity goals to meet, but accreditation should be part of
that process.
As APPIC executive director I have gone through most
all materials/pictures and files here at Central Office. I
ran across a letter the other day (hopefully the editor will
print it somewhere). It was dated 1984 and a program
training director called on APPIC to seriously consider
being an advocate for accreditation and credentialing.
Cynthia Belar was the chair of APPIC and Larry
Beutler (University of Arizona) wrote

the letter. He thought APPIC owed it to the profession of
psychology to take the lead and insure all programs seriously considered accreditation. Well, the gap has actually
increased. APPIC now has over 200 internship programs
and 80 postdoctoral programs that are not accredited. I
personally know that more than half of these are pretty
much eligible for accreditation right now with some
minor tuning. The others would need some work and
some additional resources but they could do this with
some time and effort. I call upon everyone at a nonaccredited program to seriously consider the possibility of
seeking accreditation. The new eligibility requirements
at APA (and hopefully CPA someday) allows programs to
now apply for eligibility before they have interns on site
and to actually get accredited on contingency most likely
waiting to be able to collect their proximal and distal
data. You can do it!
In full disclosure, most of you know I have been
involved with APPIC as a board member (2000-2006)
and a member of the “Committee” on Accreditation
(1/1/2004-12/31/2009). I served as chair of the first
APA “Commission” on Accreditation where the size of
the CoA increased from 21 to 32. It was an interesting
time and they continue to do good work with the new
standards with the goal to be more transparent regarding
their evaluation criteria. It is not a secret what they want
to know about your training program. Just answer the
questions in the self-study and be able to provide outcome data on how your program is doing what it says it
is doing. Simple!
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SPECIAL ARTICLE: ANNALS OF TRAINING

The Joint Council on Professional
Education in Psychology (JCPEP)
By George Stricker, Ph.D.
American School of Professional Psychology

e-Editor’s Note: From time to time, the e-Editor will newly
publish or reprint articles chronicling important, but oft-forgotten,
organizations, events, and meetings important in the history
of psychology professional training. These will be published as
“Annals of Training” special articles. Dr. Stricker’s article about
the JCPEP (affectionately known as ‘Jay-Cee-Pep’ in its day!) illustrates how a few determined psychologists can organize and effect
important changes in our field.
The history of education and training in clinical psychology can be traced by reading the reports of the various committees and conferences that have been conducted. Each of
these included conferees who were excited about the tasks
being undertaken and certain that lasting changes would
follow as a result of their deliberations. From the vantage
point of history, only one conference had such a lasting
effect, with one more having great influence, and most of
them simply reflecting the tenor of the times, so that it is
difficult to separate the effect of the conference from the prevailing zeitgeist.
The influential conference was the first one, the Boulder
Conference (Raimy, 1950), and it produced the scientist-practitioner model. This model has been either followed or used
as a point of reference for an alternative by every accredited
program since that time. It also set the standards that were
incorporated into accreditation at the time. Interestingly,
both strong proponents of the model (Hoch, Ross, & Winder,
1966) and those who question it (Stricker, 2000) agree that
the model rarely has been implemented as described despite
the lip service given to it.
The other conference of impact was the Vail Conference
(Korman, 1976), and this impact was despite the failure of
the American Psychological Association to implement most
of the recommendations in any timely way. However, the
conference did make a strong statement for an alternative
to the scientist-practitioner model, the scholar-practitioner
or simply practitioner model. This was followed by the
rapid growth of both professional schools of psychology
and the award of the PsyD degree. There are two points to
note here. First, it is impossible to tell whether that growth
would have occurred without the conference, because Vail
so closely reflected the prevailing attitudes of the time.
Secondly, it would have been easy to predict the outcome
of Vail by looking at the roster of conferees. In contrast to
the earlier Chicago conference (Hoch, Ross, & Winder, 1966)
whose conferees were distinguished academics from pri-

marily scientist-practitioner programs, Vail also included a
large number of practitioners, women, young psychologists,
and people of color. The agendas of the conferees of the two
conferences were strikingly different, and this is reflected in
the reports of those conferences.
The work of the Joint Council on Professional Education
in Psychology (JCPEP) began in 1988 and continued until
the final report was issued in 1990 (Stigall et al., 1990).
There were five meetings that were held and a great deal
of work that was done between meetings. By 1988, professional psychology had made a good deal of progress, as
indicated by the growth of professional schools, but there
still was a general feeling among practitioners that the most
prestigious of the academic institutions had not changed
and remained hostile to these schools and to professional
education in general. JCPEP was composed of representatives of nine different divisions of APA (Clinical, Counseling,
School, Psychotherapy, Psychoanalysis, Family, Independent
Practice, Psychology of Women, and Study of Gay and
Lesbian Issues) and five organizations concerned with professional training (Council of University Directors of Clinical
Training, Council of Counseling Psychology Training
Programs, National Council of Schools of Professional
Psychology [NCSPP], Association of Psychology Internship
Centers, and American Psychological Association of
Graduate Students). Many other organizations sent liaisons
to participate in the deliberations. I was one of the two
representatives sent by NCSPP, and I have many clear and
fond memories of the excitement that prevailed throughout
the work.
JCPEP was concerned with linkages between professional
education and later credentialing. The guiding principles
included a concern for education and training for the delivery of psychological services, the grounding of these programs in psychological science, and the existence of both
a necessary common core and freedom to experiment and
implement among all programs that purport to train students for professional practice and subsequent licensing. It
is interesting to note that this emphasis on variability and
experimentation around a common set of standards was
also recommended by the Boulder Conference, and the need
to reiterate it is evidence of the failure of implementation of
that model, to the detriment of the training of psychologists.
The report of the JCPEP was divided into four major
sections, each tracking a different phase of the path to

CONTINUED ON THE NEXT PAGE
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licensure. These sections, each of which had a subcommittee devoted to preparing it, concerned Doctoral Education
and Training, Internship Training, Postdoctoral Training
and Specialization, and Program Accreditation. These
were followed by a series of resolutions that summarized
the thoughts of the conferees. Much as was the case at
Vail, few of the resolutions were enacted immediately, but
many eventually have found their way into implementation. Again, it is impossible to tell if this was the result of the
work of JCPEP or if JCPEP simply captured the spirit of the
moment. In any case, the work of JCPEP has been cited by
many authors since (e.g., Zlotlow, Nelson, & Peterson, 2011),
usually in articles friendly to professional training, but it also
tends to be overlooked as the changes, occurring as they did
at some remove from the resolutions, may simply be taken
for granted.
The various sections of the final report were very tightly
written, usually stating conclusions without supporting narrative, and so it would be impossible to summarize the several dozen page report in fewer than several dozen pages.
This being the case, I will try to pick and choose within each
section, stating some of the more interesting (to me, anyway)
recommendations.
The first section concerned Doctoral Education and
Training (the subcommittee I served on). The most significant statement may have been in the introduction, in
which it was stated that it was important that graduates
of programs be fully aware of the theory and research that
governed psychological interventions, and that the recommendations applied to all programs that prepared students
for the professional practice of psychology, regardless of
the model of the training program. This was a subtle hint
that many programs that were advertised as scientistpractitioner programs were more focused on science than
practice, and yet their students sought licensure and entered
professional practice with what was less than thorough
training. This was the issue that had sparked the original
dissatisfaction with the scientist-practitioner model, even
though it also would have been unsatisfying to the Boulder
conferees (at least judging from the conference document).
Unfortunately, the subtlety probably was lost on the target
audience, because no changes along this dimension have
been noticed.
A recommendation was made that competencies rather
than courses be emphasized, and that these competencies
should be integrated into the professional role and identity
espoused by the program. The former, but not the latter,
seems to be the current direction of accreditation. There was
an emphasis on recruitment of a student body marked by
an aptitude for, and a commitment to, service, as well as
increased diversity, an area that was emphasized throughout the document. There also, most importantly and also in
contrast with continuing current practice, was a recommendation that there be an availability of faculty committed to
psychological practice, and serving as role models for future
practitioners. This is consistent with recommendations at
Boulder, but never has been followed by universities where
tenure is awarded on the basis of scholarship rather than

(not as well as) practice skills.
The second section concerned Internship Training. Either
a full year of two half-time years of internship experience
were recommended. The latter is important for many young
people who are parents and find it easier to combine the
professional and the personal in this format, but it has not
been emphasized. There also, most importantly, was a recommendation that there be careful coordination between the
doctoral program and the internship. This too was consistent
with Boulder, but not with some current efforts to separate
the internship year from doctoral training, thus removing
any responsibility from the program toward the students
seeking an internship, let alone assuring the value of the
internship within the training model of the program.
The most important aspect of the third section,
Postdoctoral Training and Specialization, was that it even
existed. Up to that point, the postdoctoral year was seen
as independent of the academic program (it still is), and
the recognition that this can be an accredited part of training (it now is, but not with the degree of frequency of the
first two components - graduate training and internship)
was innovative. Finally, the last section concerned Program
Accreditation. This is, and was, firmly in place, although
some of the recommendations concerning the composition
of the Committee were not followed.
What, then, are the lasting results of the JCPEP report?
As has been noted, it is difficult to separate the impact of
a report from the prevailing spirit of the times, and clearly,
JCPEP captured some of the dissatisfaction felt by the practice community at the time. In my view, the most important
aspect of the report was that it consisted of an integrated
process from graduate training to postdoctoral experience,
so that the education and training enterprise was viewed
as a coordinated practice geared toward the production of
well-trained and competent providers. That is still a goal
devoutly to be wished.
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SPECIAL SECTION: TRAINING ISSUES
WITH THE SERIOUSLY MENTALL ILL

The Meaning of Serious Mental Illness
By Edward E. Hunter, Ph.D., ABPP

What is a “serious” mental illness? Views are
remarkably diverse.
In 1977, The National Institute of Mental Health
(NIMH), defined a Severe mental illness according
to a number (two to three) of a set of (eight to ten)
criteria (e.g. nonorganic psychosis and personality
disorders, limited ability to obtain needed assistance). This definition was updated in 1987.*
In 1990, Schinnar (1990) reported that there were 17 different definitions of the seriously mentally ill in the literature at that time.
In 1993, the U.S. Health and Human Services (HHS)
defined Serious Mental Illness (SMI) (reported in the
Federal Register) as:
“Adults with a serious mental illness are persons: (1)
age 18 and over, (2) who currently or at any time during
the past year, (3) have a diagnosable mental, behavioral,
or emotional disorder of sufficient duration to meet
diagnostic criteria specified within the Diagnostic and
Statistical Manual of Mental Disorders (DSM)-III-R, (4)
that has resulted in functional impairment which substantially interferes with or limits one or more major life
activities…All of these disorders have episodic, recurrent,
or persistent features; however, they vary in terms of
severity and disabling effects.”
The above definition persists in Federal Definitions up
to the present (Insel, 2015).
In this current HHS definition, “substantially interferes with or limits one or more major life activities” is
not well-defined (cf. Ruggeri, et al., 2000), and the form of
the disorder (i.e. category of diagnosis) does not matter.
Furthermore, in this definition, there is a wording change
from earlier concepts, which nevertheless in many ways
seems to reflect a similar set of patients. Specifically, the
“S” in SMI means Serious rather than Severe.
On the basis of such varying meanings of the term SMI,
a great deal of variability has existed in identifying common demographic features, deriving meaningful, coherent research findings and providing consistent patient
care to the population.
For example, Schinnar, et al., 1990 found that different definitions of “severe and persistent mental illness”
reflected rates of ranging from 4-88% of the population
treated by mental health professionals depending on how
SMI was characterized.
In another instance, The National Institutes of Health
reported data from a 2012 study by National Survey on
Drug Use and Health: Mental Health Findings, using
the federal definition of a serious mental illness, which

suggested that 4.1 percent of the U.S. population of
adults have a serious mental illness. Strikingly, the
study completely excluded individuals with a psychotic disorder including schizophrenia.
By contrast, “serious and persistent mental illness” as operationalized by Ruggeri et al. (2000)
involved a diagnosis of any non-organic psychotic
disorder, duration of treatment of two years or
more, and level of dysfunction as 50 or less on the Global
Assessment of Functioning Scale (GAF). This and similar
understandings of the meaning of serious mental illness
are common in Europe (e.g. Hafel, 2015). Persistence is
also common criterion of this and many definitions of
severe or serious mental illness in the literature. Using
the European criteria, the investigators found that in a
large Italian sample, rates of SMI were between 1.35 and
2.55 per 1000 in the general population (depending on
area of the countries sampled). They also found that
between 9% and 32% of the population of patients with a
mental illness had a serious and persistent mental illness.
A more detailed and behaviorally-anchored effort to
operationalize is commonly found in a variety of practical
definitions in the U.S., often keyed to selection decisions.
For example, The Oklahoma Department of Mental
Health and Substance Abuse Services reports on criteria
including:
Currently or at any time during the past year have had
a diagnosable mental, behavioral or emotional disorder of
sufficient duration to meet criteria specified within DSMIV with the exception of “V” codes, substance use disorders, and developmental disorders, unless they co-occur
with another diagnosable serious mental illness; and
Has at least (a) moderate impairment in at least four,
(b) severe impairment in two or (c) extreme impairment
in one of the following areas:
Feeling, Mood, and Affect: Uncontrolled emotion is
clearly disruptive in its effects on other aspects of a person’s life. Marked change in mood. Depression and/or
anxiety incapacitates person. Emotional responses are
inappropriate to the situation.
Thinking: Severe impairment in concentration, persistence, and pace. Frequent or consistent interference with
daily life due to impaired thinking. Presence of delusions
and/or hallucinations. Frequent substitution of fantasy
for reality.
Family: Disruption of family relationships. Family does
not function as a unit and experiences frequent turbulence.
Relationships that exist are psychologically devastating.
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Interpersonal: Severe inability to establish or maintain
a personal social support system. Lacks close friends or
group affiliations. Socially isolated.
Role Performance: Frequent disruption of role performance and individual is unable to meet usual expectations. Unable to obtain or maintain employment and/
or conduct daily living chores such as, care of immediate
living environment.
Socio-legal: Inability to maintain conduct within
the limits prescribed by law, rules, and strong mores.
Disregard for safety of others. Destructive to property.
Involvement with law enforcement.
Self-Care/Basic Needs: Disruption in the ability to
provide for his/her own needs such as food, clothing,
shelter and transportation. Assistance required in obtaining housing, food and/or clothing. Unable to maintain
hygiene, diet, clothing, and prepare food; or
Has a duration of illness of at least one year and (a) at
least moderate impairment in two, or (b) severe impairment in one of the following areas:
Feeling, Mood, and Affect: Uncontrolled emotion is
clearly disruptive in its effects on other aspects of a person’s life. Marked change in mood. Depression and/or
anxiety incapacitates person. Emotional responses are
inappropriate to the situation.
Thinking: Severe impairment in concentration, persistence and pace. Frequent or consistent interference with
daily life due to impaired thinking. Presence of delusions
and/or hallucinations. Frequent substitution of fantasy
for reality.
Family: Disruption of family relationships. Family does
not function as a unit and experiences frequent turbulence. Relationships that exist are psychologically devastating.
Interpersonal: Severe inability to establish or maintain
a personal social support system. Lacks close friends or
group affiliations. Socially isolated.
Role Performance: Frequent disruption of role performance and individual is unable to meet usual expectations. Unable to obtain or maintain employment and/
or conduct daily living chores such as care of immediate
living environment.
Socio-legal: Inability to maintain conduct within
the limits prescribed by law, rules, and strong mores.
Disregard for safety of others. Destructive to property.
Involvement with law enforcement.
Self Care/Basic Needs: Disruption in the ability to
provide for his/her own needs such as food, clothing,
shelter, and transportation. Assistance required in obtaining housing, food and/or clothing. Unable to maintain
hygiene, diet, clothing, and prepare food.
By contrast, Blue Cross and Blue Shield of Illinois
draws a distinction between a Serious Mental Illness
and a Non-Serious Mental Illness, citing how “the law”
defines serious mental illness:
•Schizophrenia
•Paranoid and other psychotic disorders
•Bipolar disorders (hypomanic, manic, depressive, and

mixed)
•Major depressive disorders (single episode or recurrent)
•Schizoaffective disorders (bipolar or depressive)
•Pervasive developmental disorders
•Obsessive-compulsive disorders
•Depression in childhood and adolescence
•Panic disorder
•Post traumatic stress disorders (acute, chronic, or with
delayed onset)
•Bulimia Nervosa 307.51
•Anorexia Nervosa 307.1
Blue Cross and Blue Shield of Illinois also indicates the
following:
•Some of the Non-Serious Mental Illness diagnoses
(non-inclusive list) are:
•Personality Disorders (histrionic 301.50, borderline
dependent 301.83, for ex)
•Dysthymia Disorder 300.4 a chronic depressed mood
that occurs most of the day more days than not for at
least 2 yrs.
•Cyclothymic Disorder 301.13 numerous periods of
hypomanic symptoms fluctuating with numerous periods
of depressive symptoms
•Seasonal Affective Disorder (sad)
•Generalized Anxiety Disorder 300.02
•Anxiety Disorder non-specific origin 300.00
•Acute Stress Disorder, adjustment disorders 308.3
•Adjustment Disorder with depressed mood 309.0
•Attention Deficit / Hyperactivity Disorder 314.9
•Social Phobia 300.23
•Dissociative identity Disorder 300.14
Thus, while the Oklahoma definition involves detailed
considerations of functioning which are central to their
understanding of the patient group, and essentially eliminates specific diagnostic considerations, in the Blue Cross
and Blue Shield of Illinois definition, and the particular
law to which they refer, behavioral criteria do not appear
to extend beyond the categorical diagnosis, which is the
primary consideration. Furthermore, the Blue Cross of
Illinois designation suggests the ironic conclusion that
some mental disorders which can cause substantial functional impairment and/or distress are not serious.
DSM 5 makes an effort to identify criteria which relate
to the seriousness of a mental illness, although they do
not distinguish a severe mental illness or serious mental
illness per se.
The Diagnostic and Statistical Manual of Mental DisordersFifth Edition (DSM-5) utilizes specifiers for many mental
disorders which include mild, moderate or severe designations. However, DSM 5 often does not address the
behavioral anchoring issue. For instance, the Moderate
specifier for Major Depressive Disorder in DSM 5 states:
The number of symptoms, intensity of symptoms, and/
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or functional impairment are between those specified for
‘mild’ and ‘severe’” (p. 189). The DSM 5 made a much
more concerted attempt to define levels of Intellectual
Disability and Autism Spectrum Disorder than DSM
IV TR with some reasonable behavioral criteria. For
instance, severe Intellectual Disability includes: “The
individual requires support for all activities of daily living, including meals, dressing, bathing, and elimination.”
(p. 36). There is also a preliminary attempt to define
symptom severity for psychotic disorders (pp. 743-744).
For example, the Table on these pages asks the clinician
to rate on a one to four point behaviorally-anchored scale
the severity of each criterion for a psychotic condition.
Thus, Hallucinations can be:
0 – Not Present
1 – Equivocal
2 – Present but mild (little pressure to act upon voices,
not very bothered
by voices)
3 – Present and moderate (some pressure to respond to
voices, or is somewhat bothered by voices)
4 – Present and severe (severe pressure to respond to
voices, or is very bothered by voices)
There are similar scales for all of the common features
of psychoses.
In my opinion, these and similar descriptive designations in DSM 5 regarding severity are clinically useful.
In our training programs at The University of Kansas
Medical Center, we indicate that we include training with
individuals with “severe mental illness.” This term has
never been precisely defined by our program. Our basic
understandings are that we train competence in working with individuals who have severe problems and who
mainly, but not exclusively, have psychotic disorders or
individuals with severe mood disorders which usually
include psychotic features. These severe mental illnesses
all have a chronic course. These individuals are substantially impaired in their social, occupational and general
functioning. Our patients are frequently seen on the
inpatient psychiatry units and tend to be repeat admissions. We may follow up with some in our outpatient
clinic, but the level of services required generally means
that they need to be involved with the mental health
centers where they can receive case management and
very hands-on help in many areas of their lives such as
dispensing medications, getting them to appointments,
or even assisting with basic activities of daily living. In
this regard, our conceptualization appears to be more
like the European understandings of severe mental illness. However, we strongly suspect that the percentages of these conditions in the general population and
in a psychiatric population are considerably higher than
the numbers reported by Ruggeri et al. (2000), and we
would not exclude individuals from our consideration
or understanding solely based on a diagnostic category.

Furthermore, we do not support dichotomous distinctions, as individuals who are considered by other definitions or understandings as “severely mentally ill”,
“severely and persistently mentally ill” or “seriously
mentally ill” are all likely to have varying levels of intervention needs along a continuum in which rigid cut-off
points are unfortunate. More than anything, our program
teaches that while diagnosis is important, working with
patients is a human process requiring fitting treatments
to individuals, considering their diverse functional levels,
personal and cultural characteristics, available resources,
and environmental considerations.
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Increased Severity at University and College
Counseling Centers: Some Implications for Training
By A. Glade Ellingson, PhD

The other day I received a call from a Student Affairs
administrator at my university requesting some data from
my counseling center: How many students had we hospitalized since the beginning of the academic year? The
answer was not surprising to me, nor likely to anyone
who has worked at a university or college counseling
center in recent years. Between August 2014 and early
March 2015, my colleagues and I had facilitated psychiatric hospitalization for 17 students (1.7% of our clients).
Furthermore, among our clients from the same period
of time, 30 individuals (2.9% of our clients) had made a suicide
attempt either prior to or during treatment and 160 people (15.6%
of our clients) reported suicidal ideation that required an intervention or safety plan by the therapist.
The increase in severity of university and college student mental health issues is well-documented (Center for Collegiate Mental
Health, 2014; Hunt & Eisenberg, 2010; Ibrahim, Kelly, Adams &
Glazebrook, 2013), as is the shift in the role of university counseling centers in meeting those needs (LaFollette, 2009). For an
excellent brief review of college students’ growing mental health
concerns, see the feature article from the September 2014 Monitor
on Psychology (Novotney, 2014).
My purpose here is to address how we as Training Directors
can help our trainees deal with increasing client severity, regardless of our setting. While often quite capable, our interns and
post-doctoral fellows are, by definition, still in training positions
and have less clinical experience than their supervisors and permanent clinical staff member counterparts. What follows is a list
of practices that have been implemented at our center, or that I
have heard about from other training centers, to help support
trainees meet the demands of increasing client severity. These
practices, of course, are in addition to regularly scheduled supervision and training seminars.
Increased training in crisis work and hospitalization. In
addition to our standard fall orientation training in basic crisis
management, we recently incorporated additional sessions early
in the year to provide more information on suicide assessment,
safety planning, and hospitalization. While these extra sessions
have been helpful, we found we need to expand some practical
elements of the training. For example, an intern this year realized our training had unfortunately not covered which hospital
entrance to use when accompanying a client for voluntary hospitalization, leading to a bit of added stress for the client and the
intern. (We anticipate including a “field trip” next year for some
on-site orientation.)
Session-to-session survey data. Increasingly, counseling centers and other training sites are using outcome measures such as
the Outcome Questionnaire-45 (OQ-45) or the Counseling Center
Assessment of Psychological Symptoms (CCAPS) at every session, preferably before the session begins. In addition to indices of
global distress, these instruments include critical items regarding
suicidal ideation and homicidal ideation that are invaluable in
assessing client severity and clinical risk. Incorporating even brief
routine survey data will enhance not only our trainees’ work with
higher-severity clients, but will inform the work of all clinicians.
“Vertical” clinical teams. Many years ago our agency adopted

a vertical clinical team model. By design, each clinical
team includes members who range in experience from
those with many years of licensed practice to post-doctoral
staff, doctoral interns, masters-level interns, and practicum student counselors—some of whom had little or no
experience providing treatment prior to the beginning of
the training year. In our center, these teams are also multidisciplinary. Case disposition is made collectively by the
team, allowing trainees to be assigned clients that are most
appropriate to their level of experience and areas of growing expertise.
Back-up coverage. Of course, any training agency needs a
workable system for on-site trainee back-up coverage in the
event a trainee needs assistance with a high-severity client in the
moment. Designating which licensed staff member will be available at any given time—and making sure this information is reliably communicated—is essential to supporting our trainees.
Weekly case consultation for higher-severity clients. In
addition to our required training seminars, our agency holds an
optional weekly case consultation devoted to tracking higherseverity cases. The session is jointly facilitated by our clinical
director and our part-time psychiatrist, and may be attended by
any clinical staff member (permanent clinical staff or trainee) who
would like extra input or support with a difficult case—or who
would like to learn more about working with higher-severity clients.
Build in debriefing time. Some of the best learning for
trainees and their supervisors comes in the aftermath of having
handled a crisis situation. Finding a way to create some time for
reflection, support, and processing once the crisis has passed can
help trainees consolidate what they’ve learned and deal with the
emotions and stress that often accompanies this kind of work.
Perhaps these practices to help trainees deal with increasing
client severity have sparked ideas for your training center. Or
perhaps you have already incorporated other helpful practices not
mentioned here that you’d like to share. If so, feel free to email
me at gellingson@sa.utah.edu and I would be happy to summarize such suggestions for the next APPIC E-Newsletter.
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Remarks from the e-Editor
Psychology’s Voyage of the Argo
By Robt. W. Goldberg, Ph.D., ABPP
In the third century B.C., the Hellenistic epic
poet Apollonius of Rhodes wrote The Voyage of the
Argo, with the core theme of a valiant quest for
the Golden Fleece. Despite this tale now being
2,300 years old, it nonetheless holds lessons for
professional psychology training in the 21st century.
To summarize, King Pelias of Iolcus decides
that a voyage should be undertaken to retrieve
the stolen Golden Fleece. Citizens clamor for the mighty
Hercules to lead the mission, but he defers to Jason
(the king’s choice and stepson-in-law) who is eager to
assume the role. At first, things go reasonably well with
Hercules serving as guardian and prime mover in dealing with impediments. However, Hercules abandons the
group to rescue his kidnapped squire. The situation on
board the Argo rapidly and precipitously deteriorates.
Organizational problems arise with the ill-prepared Jason
in command. First, he is a familial appointment and does
not hold his position on the basis of merit. Second, he is
not a task leader but a socio-emotional leader, too democratic and indecisive, and therefore ineffectual. Third, he
totally lacks administrative and leadership training and
experience. It takes quite a while for the Argonauts’ circumstances to improve while Jason learns the hard way
how to do his job.
It seems to me that there are lessons to be learned by
psychology trainers from this ancient tale.
These include:
1) Psychology still needs generalists, not just specialists. Hercules
was the most useful fellow
on this mission, as he time
and again used his array of
broad and general competencies to extract the crew
from difficult situations
and facilitate the mission.
Specialists flit in and out of

the narrative (e.g. Orpheus, the musician; Zetes,
who flies) but the scope of their competencies
is too narrow for the tasks at hand. Although I
have advocated for postdoctoral specialty training
for 30 years, all too many doctoral programs and
internships increasingly emphasize narrow prespecialization training rather than generalist training,
with neuropsychology and health psychology as
the principal foci. It should be recalled that broad
and general training is the foundation of the internship
and of CoA’s granting of program accreditation. It is also
a rather practical idea, in view of the unforeseen clinical
roles which today’s trainees will be asked to assume.
2) Psychology leaders, including Training Directors,
cannot be anointed merely by virtue of familial association (e.g. longevity at a facility), nor can they gain their
positions solely through democratic processes and the
popular will. Furthermore, we can overemphasize the
socio-emotional features of our program leadership style.
While consensus is nice to attain, task leadership cannot
be subordinated to ‘feel-good’ decision-making primarily
to please supervisors and trainees.
3) Finally, nothing beats having enough experience.
Training Directors should provide learning and mentorship opportunities for other staff and trainees. Members
of a facility’s Training Committee are the natural candidates for socialization into administrative training functions through Training Directors’ delegating
tasks, serving as role models, and offering personal mentorship. However,
trainees can also be consumers of
this training through Training
Committee membership as
well as supplementary rotations assigning administrative tasks which culminate
in specific work products.
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News from the APA
Education Directorate
By Catherine Grus, Ph.D and Ashima Kapur Lavelle

The internship imbalance is a long standing and critical issue in professional psychology. As many of you
are aware, in the ten year period from 2002-2012 the
number of internship positions offered in the internship
match increased by 16% or 438 positions, while the number of applicants increased by 44% or 1,362 applicants
(see: http://www.appic.org/Match/Match-Statistics).
Since 2013 the gap between the numbers of students
participating and the number of positions has decreased
yet the imbalance remains and efforts need to continue
to address this. Contributing to the overall internship
imbalance, has been a significant shortage of positions in
APA-accredited internship programs. Of the 3,684 positions offered in the 2015 match 2,732 were in APA or CPA
accredited programs. To address this, in August 2012,
the APA allocated up to $3,000,000 over a period of three
years for seed funding under a grant application process
to increase the number of APA-accredited internship programs and positions and to promote quality training for
professional practice. The APA grants program focuses
on reducing the shortage of APA-accredited internship
programs and in the process may impact the internship
imbalance overall. The grants program is administered
by a committee of six individuals, three appointed by the
APA Board of Educational Affairs and three by APPIC.
As of December 2014, a total of 192 programs have
applied for grants; 109 of these programs have
been funded. At this time, 10 of the grantawarded programs have received
APA-accredited status, creating 57
APA-accredited internship positions. In addition, 27 of the
funded programs have submitted their application for
APA accreditation. In an

effort to assist with the development and maintenance of
APA-accredited internship programs, the APA Education
Directorate has produced free webcasts, which can be
viewed on-demand here, on topics including program
documents required for internship development and
accreditation, and program data collection.
The grants program has been extended until the end
of 2016 and will offer three additional components to
help internship programs become accredited. Up to ten
additional webcasts will be produced in 2015 and will
be available as free videos-on-demand (send topic ideas
to cgrus@apa.org). In addition, grant recipients will be
eligible to apply for consultation from a list of consultants meeting criteria developed by the grants committee.
This will be offered to grantees in addition to their grant.
Finally, to address the issue of sustaining internship positions by ensuring services provided by interns are reimbursed a fellowship position is being created at APA. The
fellow will focus on helping promote state level efforts
to advocate for reimbursement by Medicaid for services
provided by psychology interns under the supervision of
a licensed psychologist. It is hoped that these additional
resources will assist current and future grantees in making successful application for accreditation and ensure
that accredited programs are able to sustain their existence financially.
For more information about the grants for internships program see: http://www.apa.org/
about/awards/internship-programgrants.aspx.
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Tips for Trainers:

Interns, fellows, and staff relationships: TTYL
By Claytie Davis III, Ph.D.

I write this on the eve of Valentine’s Day which has
me thinking about love, relationships, Fifty Shades of
Grey, and my training manual. Recently, on a listserve
a question arose about staff and those in training texting one another after work hours. I recall thinking,
hmmm, I didn’t address that in my training manual
nor have I had an explicit conversation with my colleagues about this practice. I imagine there are many
scenarios that we as training directors don’t address and,
rightly or wrongly, trust that our staff and those in training
know what is appropriate and what is not. However, as I am
learning, not everyone likes to think about ethical dilemmas
and the nuanced possible responses to the myriad situations
that may arise on internship or fellowship.
Each year I ask our doctoral and postdoc applicants to
respond to a hypothetical situation that requires them to
address an ethical issue(s). For example, last year I asked
applicants to respond to a scenario similar to the following:
Three months into your internship year a fellow intern
comes to you and shares that he went to dinner with a staff
member and thinks that a romantic relationship may follow.
The intern adds that since the staff member is not their clinical supervisor and the queer community of color is so small
in the area they do not want to miss out on the opportunity
to explore where the relationship may go. Your fellow intern
asks you to keep this information private so as to avoid any
office gossip.
Each year responses to vignettes such as this range from,
“I know someone who met their partner that way” to “I
wouldn’t want to violate my peer’s confidence” to “as long
as it is not their clinical supervisor there is not much of a
problem” to “I would talk to my supervisor [not the training director]” and a few, “I would talk to my training director.” Unfortunately, the latter response is rarely the modal
response although most applicants eventually say, “and I
would talk to my [internship or academic program] supervisor”. Thus, each year I am reminded that much of the ethics
training that our interns and fellows receive is focused on
their work with clients and patients. There is less training on
non-romantic supervisory relationships and even less about
non-clinical supervisor staff relationships. I have not queried
my colleagues at work about what they believe is (un)ethical in the context of relationships with our interns/fellows
or posed the above scenario above to them. I do share the
following articles with new supervisors, seminar leaders, as
well as our interns and fellows during Orientation: “Multiple
Relations in Supervision: Guidance for Administrators,
Supervisors, and Students” by Gotlieb, Robinson, and
Youngren (2007) as well as “Trainees’ Experiences with Peers
Having Competence Problems: A National Survey” by ShenMiller et al. (2011). I have found that both of these articles can
lead to rich discussion.

It is imperative that we are clear in our training
manual and possibly in the agency’s policy and procedures manual of the types of relationships acceptable between staff and interns/fellows. The majority
of staff know not to engage in romantic relationships with interns and fellows they are supervising;
however, it is the other types of relationships, in my
experience, that are less discussed. For example, can
administrative staff engage in romantic relationships with
your interns or fellows? Why (not)? Do you have a policy for
friending on Facebook, LinkedIn? Why (not)? Are you comfortable with supervisors taking their supervisee(s) out for
lunch as a means of “getting to know them” at the beginning
of the year and/or “saying goodbye” at the end of the year?
Why (not)? And just as important would your staff have the
same answer you just gave to these questions? This is not to
say that it is our job to be the relationship police, however an
ounce of prevention (or at least clarity on what YOU expect)
goes a long way. That is, there is nothing wrong with my
agency having different guidelines from your agency, regarding the above; however, it is important that at each of our
sites everyone is on board with whatever guidelines we have
set (in addition to your Human Resources department).
Tips for Trainers Challenge: At your next supervisors
meeting, training committee meeting, or other similar space
explore the range of responses from staff to any of the questions posed above. This could allay any concerns you might
have and it also allows for the opportunity to increase the
chances that everyone is on board with regards to your
expectations. You might also have a separate discussion with
your interns and fellows as they too will likely be in a supervisory role at some point in their career. As with many ethical issues there is often a lot of “grey” area and as a training
director I want to hear our folks talk through how they will
manage that grey in the process of making a decision.
As always, I welcome feedback on this Tips for Trainers
column and if you have something you want to share with
APPIC members please email me. We can co-write a column or you can do it solo. Take care and get some rest this
Summer!
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FROM THE ASSOCIATE EDITORS

Employing Postdoctoral Psychology
Residents in Program Evaluation:
Ensuring High-Quality Training
By Evelyn Sandeen, PhD., ABPP
In the current state of Psychology training,
the Postdoctoral Residency holds the odd status of “optional but possibly important”. It is
my personal hope that the field will move more
toward the medical training model in this regard,
wherein residencies, because of their association
with Board Certification, are virtually required
for practice. I believe that this is the best route for appropriate growth of the profession as well as for protection of the public. However, this is a direction which is
multi-determined and very much in flux. Several states
have now abolished the requirement for post-doctoral
supervised experience in order to obtain licensure,
which would appear to decrease incentives for creating
and obtaining post-doctoral residencies. In contrast to
this, VA has recently contributed to a surge in residency
positions nationwide by funding 170 new postdoctoral
residency positions in a 3-phase process over the past 3
years. These new programs are also under the VA central office requirement to obtain APA accreditation within
a few years. The opportunities that these newly funded
postdoctoral positions bring have been accompanied
by some anxiety as newly-minted postdoctoral training
directors must quickly create training programs appropriate for the postdoctoral level. This influx of new postdoctoral residency slots has necessitated a re-focusing
of a whole new crop of postdoctoral residency directors
on how best to train postdoctoral residents. With that in
mind, I wanted to share one approach to creating developmentally-appropriate postdoctoral training programs.
At the VAMC in Albuquerque NM, we have found
that a useful guideline for developing training at the
postdoctoral level is to compare the training year with
the first year of an entry-level staff psychologist position
which could be obtained immediately upon completion of the internship and doctoral degree. The “test”
is that the postdoctoral training year should look distinctly different than an entry-level job. In a typical
entry-level clinical staff position, the new psychologist
will be spending the great majority of his or her time
performing clinical work, with perhaps an hour or two

per week of supervision and another few hours on
administrative tasks associated with direct patient
care. In contrast, in addition to the supervision
and didactics required by APA for postdoctoral
residencies, we believe that good postdoctoral
residencies which are practice-focused should
emphasize the expansion of the repertoire of
competencies beyond assessment and intervention, into emphasizing training in those competency dimensions (Interdisciplinary Systems, Program
Evaluation, Supervision, Consultation, and ManagementAdministration) which are not required to be taught at
the practice level during the internship or practicum
levels of training (APA, 2011). The Guidelines and
Principles for Accreditation (G&P, APA, 2013) are usually
interpreted to mean that these competencies are required
only to be taught at the “knowledge” level during internship, meaning that trainees must be provided with didactic information on these topics and must demonstrate
that they have absorbed this knowledge. In other words,
during the doctoral internship, interns are not required
by APA to actually interact with interdisciplinary teams,
to produce program evaluations, to supervise, to consult,
or to manage or administer programs. However, these
are all competency areas which are essential for good
functioning in a psychology career, hence their identification by the APA as professional competencies for all
psychologists. The postdoctoral residency is required to
provide “advanced” training (APA, 2013) in these areas
and therefore should be intentional about how to do so.
Of these “higher level” competencies, we have found
that at our site, interdisciplinary systems, supervision
and consultation competencies are acquired naturally
through the residents’ participation in interprofessional
teams and through their supervision of psychology
interns. (This will of course differ by site; residencies
located in settings without natural interprofessional and/
or supervision opportunities should also be intentional
about finding ways to incorporate these for their residents.) We have found, however, that unless the competencies of Program Evaluation and Administration are
CONTINUED ON THE NEXT PAGE
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intentionally folded into the training program, they can
slip through the cracks of a busy postdoctoral training
year.
For the past two training years, our postdoctoral residents in Clinical Psychology have been required to do
a Program Evaluation project and attend a Program
Evaluation seminar in order to successfully complete
their residency. The Program evaluation projects they
have done always also have an administrative component. Residents must negotiate with administrators as to
what projects would be helpful to the unit or program,
how they are allowed to obtain their preliminary data,
and then how to disseminate findings. In this process,
residents have come to understand and appreciate
administrative struggles and constraints in a real-world
setting. Our residents have thus far indicated that they
feel the Program Evaluation project to be an important
and valuable part of their training year.
We have found three areas in which postdoctoral residents can perform Program Evaluation projects which
also can be of great benefit to the clinical settings in
which they are located. 1) Efficacy projects. It is often of
benefit to simply demonstrate whether or not a particular
program has benefit to the patients involved. Residents
can pick a part of a program (for example, one type
of outpatient group) or a full program (for example, a
residential SUD program) and look at outcomes upon
completion and at followup. Such data can then be used

in negotiations with administrators, or to revamp or
eliminate programs or elements of programs. 2) Access
to care. Residents can examine access problems such as
long wait times or high no-show rates and find information that will allow for trying new models of access. 3)
Flow between levels of care. In more complex clinical
settings such as medical centers, residents can examine
barriers to flow between inpatient, outpatient, residential,
and community levels of care. Suggestions for improving
flow can then also be examined for administrative viability, and can be fodder for systems changes.
For Psychology to grow and flourish in the new healthcare landscape, psychologists need to fully embrace
their complete competency set. Psychologists should
be expert at creating, designing, administering, and
evaluating programs and interventions as well as performing assessment and intervention. Ensuring that
the postdoctoral residency explicitly trains residents in
the “higher-level” competencies of Program Evaluation,
Administration, Interprofessional Systems, and
Supervision is one way to do that.
References:
Competency benchmarks in professional psychology
(revised) (2011). American Psychological Association.
Guidelines and Principles for Accreditation in
Professional Psychology (2013). American Psychological
Association.
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Behavioral Emergencies
By Phillip M. Kleespies, Ph.D., ABPP
VA Boston Healthcare System

On January 6, 2015, the Chief Psychologist at the
El Paso VA Healthcare Clinic, Dr. Timothy Fjordbak,
was shot and killed by an Iraq War veteran who subsequently took his own life. The shooter, Jerry Serrato,
had worked at the clinic as a clerk in 2013 (Thompson,
2015, January 9). His motive(s) in shooting Dr. Fjordbak
is not known (and may never be known), but it has
been reported that he was upset about having his
service connected claim for PTSD denied. It is known that
Mr. Serrato had previously made a threatening remark to Dr.
Fjordbak in October, 2013, when he approached the psychologist
in a grocery store and, in so many words, said “I know what
you did, and I will take care of it”. At the time, Dr. Fjordbak
reported the threat to the local police.
Dr. Fjordbak was described by colleagues as a kind, compassionate, dedicated, and brilliant clinician, who provided excellent service to veterans. Those who knew him at the VA clinic
in El Paso are struggling to make sense of his violent death. It is
clearly a great loss to his family, his friends, his colleagues, and to
veterans in the El Paso area.
Despite the enormous attention that the media devotes to
homicide-suicides such as this one, they are statistically rare
events (Hillbrand, 2015). This lethal level of violence directed
toward clinicians is also very infrequent. Sadly, however, the
events in El Paso serve to remind us that there is a risk of violence in the work that we do as mental health treatment providers. Patient suicide and patient violence have, in fact, been
referred to as “occupational hazards” for mental health clinicians.
In discussing this topic, it is important to emphasize that,
although we are presenting evidence related to the risk of violence as perpetrated by individuals with a mental disorder, we
are not implying that the mentally ill are responsible for a significant amount of the violence in the general population. Serious
mental illness (e.g., schizophrenia, bipolar disorder, major
depressive disorder) is not a common occurrence and therefore
does not contribute, to any great degree, to the overall rate of
violence in the U. S. (Friedman, 2006; Walsh and Fahy, 2002). It
has been estimated that the contribution of the mentally ill to the
U. S. rate of violence is approximately 3 to 5% (Swanson, et al.,
2002; Swanson, Holzer, Ganju, and Jono, 1990). Moreover, it can
be said that the majority of individuals with serious mental illness do not become violent.
Mental health providers need to know, however, that,
although the seriously mentally ill (SMI) cannot be “scapegoated” as responsible for the high rate of violence nationally, they
nonetheless have a moderately elevated risk of violence relative
to the general population (Swanson, et al., 1990). Flannery and
colleagues have kept data on assaults by psychiatric patients
on staff in the Massachusetts Department of Mental Health for

better than 20 years (Flannery, Farley, Rego, and Walker,
2006; Flannery, et al., 2011). In a recent review, Flannery,
Wyshak, Tecce, and Flannery (2014) reported that from
2000 to 2012 there were close to 11,000 assaults by psychiatric patients in the United States. Of these patients, 51%
were diagnosed with schizophrenia, 15% with affective
disorders, and 17% with other disorders. Additionally,
they were characterized by histories of violence toward
others (84%), past personal victimization (55%), and histories
of substance abuse (65%). Overall, the findings indicate that
patients diagnosed with schizophrenia are at the highest risk
for being the perpetrators of assaults as well as individuals with
previous histories of violence toward others, those who were
victims of violence themselves, and those with substance abuse
histories.
In a study of what appeared to be an increase in violent
incidents directed at mental health staff, the Department of
Psychiatry at the University of Rochester Medical Center
designed a survey instrument to study the prevalence of staff
endangerment as well as threats and assaults on staff in both
inpatient and outpatient settings (Privitera, Weisman, Cerulli, Tu,
and Groman, 2005). They also studied trends in the incidence of
violent events over time. The survey was sent to 742 department
employees and there was a 51% response rate. The Investigators
divided the respondents into those who were clinicians (i.e.,
nurses, doctors, social workers) and those who were non-clinicians (i.e., billing clerks, secretaries, medical record clerks, and so
forth).
Fifty-five percent of the clinicians, but only 14% of nonclinicians reported that they had been threatened with physical
harm. Thirty-four percent of clinicians but only 8% of non-clinicians stated that they had experienced physical assault. Among
clinical staff, nurses, physicians (predominantly psychiatrists),
and advanced practice nurses reported the highest prevalence of
assaults. It was also found that threats and assaults had significantly increased over time.
In a mail survey of mental health providers in Georgia
(including clinical social workers, licensed counselors, psychiatrists, and psychologists), Arthur, Brende, and Quiroz (2003)
reported that 61% of the respondents had been victims of violent acts of a psychological (e.g., stalking, harassment) and/or
physical nature. Moreover, 29% of the sample said that they had
feared for their lives at some point while they worked with clients or patients.
In terms of the incidence of violence directed specifically at
practicing psychologists, Tryon (1986) reported on a survey of
500 members of the Division of Psychologists in Independent
Practice, Division 42 of the American Psychological Association

CONTINUED ON THE NEXT PAGE
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(APA). She had a 60% response rate and found that 12% of
therapists in private practice and 24% in hospitals and clinics had
been victims of patient violence at some point in their careers.
Moreover, 81% of those surveyed reported having had experienced some form of verbal abuse or threat.
In a second survey, a randomized sample of 750 psychologists
was drawn from members of the APA Division of Psychotherapy
(Division 29) and the APA Division of Psychologists in
Independent Practice (Guy, Brown, and Poelstra, 1990). There
was a response rate of 48.5%. The investigators reported that 49%
of this sample of psychologists had been threatened with physical attack by a patient and 39.9% indicated that they had actually been attacked. The greatest number of attacks occurred in
public psychiatric units (40.5%) followed by private psychiatric
hospitals or units (21.9%), but there was a substantive number
of attacks that also occurred in private practice (13.6%) and in
outpatient clinic and counseling centers (11.3%). The data from
these studies suggest that 20 – 40% of APA-affiliated psychologists who practice in psychiatric hospitals or units and 12 -13% of
APA-affiliated psychologists in private practice may be at risk of
being assaulted by a patient at some time during their graduate
school and professional careers.
Although any clinician can become a victim, there are some
findings that suggest that the risk is greater for newer and, perhaps, less experienced clinicians. Thus, Jayaratne, et al., (2004)
reported that being young and male placed social workers at
greater risk, while Privitera, et al., (2005) found that length of
clinical experience was correlated with fewer epidodes of patient
violence. Guy, et al, (1990) noted that 46% of all attacks on psychologists involved graduate students or trainees, and another
33% occurred in the first 5 years after completing the doctoral
degree. These data suggest that nearly 80% of patient assaults on
psychologists occur in their first 8-10 years in the field. Guy and
Brady (1998) have hypothesized that there may be a number of
reasons for this phenomenon. Newer therapists may be less alert
to cues of violence. They may set fewer limits and allow aggressive behavior to escalate. They may be more likely to work in
inpatient settings, and there has been a practice in these settings
of assigning more severely impaired patients to clinicians in
training with senior staff in a supervisory role.
We may not be able to eliminate entirely events such as the
murder of Dr. Fjordbak. There is evidence, however, that education and training about assessing and managing potential patient
violence can improve the competence of psychologists and
psychiatrists in doing so (McNiel, et al., 2008). After training on
the assessment and management of patient violence, McNiel and
colleagues found that participants in their study, in relation to a
comparison group, could identify in a more systematic way the
evidence-based factors that pertain to violence risk. They were
also able to be more explicit about the significance of risk and
protective factors when they developed plans for interventions to
reduce risk.
Although there has been evidence that mental health clinicians are at risk of patient violence and threats of violence for at
least 25 years (Guy, et al., 1990), and although we have known
that it is likely that our interns and post-doctoral fellows are at
greater risk, the field of professional psychology has made little
detectable effort to educate psychologists and/or psychology
trainees about patient violence and train them to assess and manage it in ways that are better than evaluation and treatment as

usual. I would hope that events such as the death of Dr. Fjordbak
might awaken graduate programs and psychology internship
programs to the risks involved and to the need for improved
training.
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Child Clinical Psychology

Attachment Based Family Therapy (ABFT)
By Lisa Phillips, Ph.D
In our rural Western, PA community, there has been
a rash of suicide attempts and several completed suicides among our youth over the past year. Increasingly,
younger adolescents, ages 10-14, have been identified as
struggling with suicidal ideation. In a study published
on March 9th in JAMA Pediatrics, longitudinal trends
revealed that the youth in rural America are at a greater
risk of suicide for several reasons: widespread access to
guns, less access and desire to use mental health services
due to stigma, and social isolation. Compared to their
urban counterparts, young people in rural environments
are twice as likely to die by suicide, a startling trend that
appears to be on the rise.
As a result of these local tragedies, and armed with
research that points to the likelihood of suicide rates
continuing to increase, our facility has begun to add new
treatment modalities to address this. Attachment Based
Family Therapy (ABFT) is the most recent addition to
our clinical repertoire. ABFT is designed to treat adolescents ages 12-18 who have internalizing disorders such
as depression, anxiety, trauma and suicidal ideation. Its
empirically-based psychotherapeutic approach has its
foundation in attachment theory, a lifespan developmental model. This intervention can be utilized as a
brief treatment modality (12-16 sessions) with the aim
of repairing the attachment ruptures that
exist in the parent-adolescent bond.
Ruptures occur when negative
parenting practices, includ-

ing abuse and neglect, are present in the home. These
ruptures may result in adolescent depression, unhealthy
development, and difficulties with emotional regulation and problem-solving. Also having its roots in the
interpersonal theory of depression, this model works to
restore family relationships and communication through
reconstituting the bond between parent and child.
The initial goal of therapy is to help families acknowledge the need for relationship repair in their homes.
The work with adolescents then focuses on identifying
negative family interactions and perceived attachment
ruptures, followed by rehearsing how to discuss these
matters with parents. Parents are then seen individually
to discuss ways of improving parenting skills, reducing stress, and repairing their own histories of attachment ruptures in childhood. Following some success,
joint family sessions occur to resolve past problems and
to practice new skill sets, including conflict resolution
and affect regulation. As trust increases between family
members in the home, therapy then turns to the adolescents practicing these new competencies with nonfamily
members.
It is our hope that having this treatment approach
available to adolescents with depressive disorders and
suicidal ideation, we will be able to effectively reduce the
number of suicides in our rural community.
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25 Years After ADA: Disability in
Psychology Training
By Erin Andrews, Psy.D., ABPP
This year is the 25th anniversary of the
Americans with Disabilities Act, which was the
first comprehensive legislation to assure disabled
students equal admission to graduate training programs by prohibiting discrimination based on disability ([ADA], 1990; Crewe, 1994). The ADA (and
the subsequent ADA Amendment Act [ADAAA],
2008) requires universities and training programs to
provide reasonable accommodations for trainees with disabilities. Although federal disability legislation was intended to provide access to higher education, students with
disabilities appear to continue to be under-represented in
post-secondary education despite these efforts (Dowrick et
al., 2005). Even though more disabled students are enrolled
in higher education now than in years past, evidence indicates that they withdraw and fail to graduate at rates much
higher than students without disabilities (Stumbo, Martin,
& Hedrick, 2009).
It is unclear just how many trainees in professional psychology identify as persons with disabilities. Similarly, the
exact number of faculty and supervisors in psychology
training programs who are disabled is unknown. Despite
the fact that disability is considered an aspect of diversity
according to the American Psychological Association (APA),
there is currently no uniform or comprehensive means to
identify members of the disability community in the field.
Unfortunately, this data gap contributes to the invisibility and neglect of disability as a form of diversity. This is
problematic because as part of providing culturally competent training to work with consumers with disabilities,
professional psychology needs to recruit and train disabled
psychologists. Changing demographics and health care legislation make psychological services for disabled consumers
increasingly relevant. Data from the U. S. Census Bureau
reveals that the disabled population grew from 36.1 million in 2008 to 38.4 million in 2012, attributed to the occurrence of disabling features and sequelae of chronic diseases
and to the aging of the U.S. population. Importantly, aging
Veterans and Veterans disabled from recent military conflicts also contribute to the overall increase in the number of
persons with disabling conditions. These changes have led
to an increase in the number of psychologist positions in the
Veterans Health Administration, in particular.
The limited research available suggests that disabled
trainees in psychology face significant barriers during the

course of their training (Andrews et al., 2013). Less
than 2% of APA members identify as disabled (Olkin
& Pledger, 2003). The percentage of Association of
Psychology Postdoctoral and Internship Centers
(APPIC) Internship Match Program (Match) applicants with disabilities is consistent with the overall
percentage of graduate students with disabilities
(APPIC, 2012; National Center for Educational
Statistics, 2008), which is lower than the percentage
of working-age adults with disabilities in the general
United States population (approximately 10%; U.S. Census
Bureau, 2010) and the circa 45% of the United States population who live with some level of disability (World Health
Organization [WHO], 2001).
Lund, Andrews, and Holt (2014) used an online survey to
examine the experiences of psychologists and trainees with
disabilities. Participants with doctoral training in clinical,
counseling, school, or rehabilitation psychology were either
practicing psychologists (57.1%) or current pre- or postdoctoral trainees (42.9%). Predominantly reported disability
types included physical, sensory, and chronic health conditions. Importantly, most respondents reported that they
experienced disability-related discrimination at some point
in the educational or professional pipeline, and less than a
third of participants reported that they received mentorship
from psychologists with disabilities (Lund et al., 2014).
Andrews and Lund (in press) examined the limited data
available about the prevalence of people with disabilities in
professional psychology training, education, and practice
through demographic information collected by the APA
Commission on Accreditation, APPIC, and the APA Center
for Workforce Studies (Survey of Psychology Health Service
Providers). These data were limited in several aspects,
including the way disability was defined, the means of
reporting data, and the lack of other important variables
(e.g.: attrition rates). See Andrews and Lund (in press) for a
full analysis of these data including prevalence of disability
for stage of training, type of program, internship setting,
accreditation status, and areas of specialization.
APPIC Match data from 2007-2008 and 2010-2011 show
a lower match rate for applicants with most types of disabilities than for applicants without disabilities (APPIC,
2011); these data must be interpreted with caution because
of the very small sample sizes for most disability categories.
A 2008 APA Center for Workforce Studies retrospective selfCONTINUED ON NEXT PAGE

1 I have purposely elected to alternate between person-first and identity-first language in order to honor social and minority model
approaches to disability (see Dunn & Andrews, 2015).
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report survey of health service psychologists (i.e., trained
in or currently working in a clinical, counseling or school
setting or performing a direct human service work activity)
revealed that while 4.21% of the 1304 respondents identified as disabled, just 3.2% of respondents who obtained an
APA/CPA accredited internship through the Match were
disabled, and only 34% of disabled respondents obtained
an APPIC internship overall (Michalski et al., 2010). Women
and ethnic minorities were more numerous among younger
and more recent doctoral recipients, a pattern that reflects
increased participation among historically underrepresented groups. Only Native American and disabled psychology
intern applicants departed from this trend over the past six
decades. The representation of trainees with disabilities has
remained relatively stagnant, according to these data.
The findings of Andrews and Lund (in press) suggest that
disability is likely underrepresented in professional psychology and has not increased in recent years, congruent with
evidence that significant barriers remain for trainees with
disabilities (Andrews et al., 2013; APA, 2009; Lund et al.,
2014). Barriers may be attitudinal, structural, academic, or
institutional; many trainees with disabilities have reported
concerns about discrimination, ignorance, disability disclosure, and the provision of appropriate accommodations
(APA, 2009).
What should be done to address these issues? First, these
findings demonstrate the need for more comprehensive
research on trainees, faculty, and supervisors with disabilities to include other demographic characteristics. There is
no information about individuals with disabilities who are
members of other marginalized groups (e.g.: underrepresented racial and ethnic groups and gender and sexual
minorities) or how diverse intersectionality impacts their
experiences in psychology training programs, which is particularly concerning because U.S. Census data (2010) indicate that certain groups may be more likely than others to
be disabled (i.e., African-Americans and women). Second,
there is evidence that suggests trainees with disabilities
may have higher rates of attrition throughout the training
process (Lund et al., 2014), but there are not adequate data
to confirm this hypothesis. Third, we must meaningfully
include disability in the definition of diversity across all
levels of professional education and training. Information
about the prevalence of disability in psychology, and
accurate information about the barriers faced by disabled
people in the field is vital in order to enhance diversity and
inclusion in psychology of an important and substantial,
but underrepresented and underserved diverse group of
people. Training programs in professional psychology are
uniquely poised to lead these efforts. Twenty-five years after
ADA, much work remains to be done.
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Disability Issues

Accommodating Differences: A Lesson
Learned from Knocking on Wood
By Lauren Imperatore, Ph.D.

I inherited a piece of furniture several years
ago; a dresser. To me, the dresser is special for a
few reasons: It reminds me of my grandparents,
the original owners, whom I loved dearly, it looks
really beautiful in its sturdy construction of deep
reddish-brown wood, and, most special-making
of all, it has a number of shallow dents on the top
drawer which have survived refinishing. These
dents in the dresser that now belongs to me are attached
to a family story that goes like this:
My mother, who was born with normal hearing, was
the first child of my grandmother, who was profoundly
deaf. When my mother was an infant old enough to
hold her own bottle, she took some of her feedings in
her crib by my grandparents’ bed. When she was finished, or when she needed or wanted attention from my
grandmother, she would strike her bottle, which was
made of thick glass, on the area of the dresser that was in
her reach (the top drawer; hence, eventually, the dents).
Doing so would release vibrations through the floor that
my grandmother could feel in absence of hearing my
mother’s voice, and she would know to attend to her.
I was a teenager when I first laid eyes on the dresser
and learned the origin of the dents. I thought (and still
do think) of the dresser as a sort of memorial to the organicity of accommodation; and I heard (and still hear) its
related story as a moving testament to the natural flexibility and creativity of people motivated to work around
circumstantial limitations.
In the twenty elapsed years since then, I’ve received a
number of additional informal lessons in accommodation; anecdotal and also in vivo in the therapy/consulting room, by hearing the stories of and witnessing and
being part of interactions with individuals who have disabilities and the people and systems that comprise their
milieu. Narratives similar in theme to that of my mother
and her mother are not uncommon.
I’ve also received a more formal education, becoming
somewhat familiar over the years with the institutional
structures that have developed in response to the now
official entitlement to accommodations for people who
have disabilities (via the Americans with Disabilities Act,

or ADA). Of these, institutional technical standards
have become particularly interesting to me, as they
are a common and often loaded topic amongst students and professionals who have disabilities.
An institution or program’s technical standards
are the set of criteria deemed necessary for appropriate execution of any given role in a system. Not
all institutions have formally-developed, documented technical standards but rather a set of criteria for role
fulfillment and/or ideas about the cognitive and physical
capacities that students, trainees, and staff must possess
to meet them.
When used in the spirit of collaboration, technical standards (and less formally, role criteria) and the ADA have
the potential to guide conversations about systemic and
individual needs and to serve as a jumping off point for
collaborative problem-solving regarding accommodations.
Given the powerful nature of rules and laws and the
high level of anxiety that can characterize conversations
that are protected by and/or guided by them, it’s not difficult to imagine how a polarized dynamic characterized
by the needs of the system versus the needs of the individual (and vice versa) can eclipse a spirit of collaboration and a common goal of mutual benefit.
I’m not suggesting that negotiations between systems
and individuals should be as natural as those between
family members and friends (nor am I suggesting that
those negotiations are always pleasant and/or effective!). And I’m certainly not implying that the structures
that have developed to protect systemic and individual
needs and entitlements should be removed or overlooked.
I am thinking, though, that an important lesson can be
culled from examples of organic, interpersonal accommodations of disability of the bottle-banging ilk: Where
there’s a shared will to work with and around circumstances, there’s typically a way to do so. Mindset, specifically, a collaborative spirit - even before information
gathering and clear, respectful conversation - is the bedrock for effective communication and creative problemsolving in the context of our differences.
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Diversity issues: Raising Black Sons
By Tonisha Joanis, Ph.D

As any mother would, I wish I could shield my son
from even the slightest of this world’s cruelties. But I am
reluctantly resigned to reality, and such desire is simply
not possible.
That society will likely define, judge and penalize my
son by, for and because of his black skin color is soundly
unfair. It stirs a raging angst within me. Having perused
literature that focuses on raising Black boys, I am drawn
to an article by Howard, Rose and Barbarin (2013) in
which recurring, similar themes identified within Black
families are highlighted. Specifically noted are processes
available for parents to create strong identities, enhance
broadened world views, and facilitate emotional resilience within their sons. The suggested processes not only
potentiate the esteem of Black boys, but also better prepare them to cope with society’s racial injustice. Some of
the study results follow.
Religion/Spirituality: Parents informed their children
about the historic relevance of the church in the lives
of African Americans. Throughout slavery the church
was both a worship sanctuary and a political forum. To
this day, as Blacks continue facing psychosocial oppression, the church remains a relevant force for coping with
adversity and maintaining community adhesiveness.
Religious leaders have upheld the concept of love for self
and others, regardless of cultural make up (NADA, 2013).
Parents, in turn, have imbued this spiritual foundation in
their sons, thus fortifying faith, resiliency and interpersonal sensitivity.
Diversity Exposure: Mothers and
fathers encouraged healthy multicultural socialization at an early
age. This fostered a natural
appreciation of multicultural similarities and differences. It also led to a
curtailment in bigotry
and an associated
improvement in race
relations.
Pride in Racial
Identity: Sons were
instructed in African

American history and cultural progress. They learned
of venerable persons, momentous situations and noteworthy achievements. The goal of parents, even beyond
developing cultural pride, was to avail confidence, security and propriety to their sons in times of racial discrimination ahead.
Positive Role Models: Parents ensured that their sons
were exposed specifically to male figures who modeled impressive moral value, inspired laudable spiritual
stamina, and showed utmost respect for gender identity.
(Howard, et al., 2013)
These varied parental practices are designed to mold
black sons into poised and resilient men, capable of safely
maneuvering in a world where racial bigotry looms.
In conclusion, it is important for mental health professionals to recognize the multiple facets of bigotry that
impact on raising Black sons. Facilitating multicultural
education and sensitivity is a critically important goal.
The late Maya Angelou said it best, “Perhaps travel cannot prevent bigotry, but by demonstrating that all peoples
cry, laugh, eat, worry, and die, it can introduce the idea
that if we try and understand each other, we may even
become friends” (Angelou, 2001-2015).
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An Op-Ed on Multiculturalism and
Responsibility
By Lynette Sparkman-Barnes, Psy.D.
I am about to help facilitate yet another processing session with students. This time the topic
is Oklahoma University and the recent video
released showing young men from a national fraternity jovially singing a song of hate, racism and
violence. I find myself feeling a bit weary and
hesitant, not knowing what to expect from the students and unsure what form this processing session will morph.
I know Counseling Centers across the nation are probably hearing about this largely televised, tweeted, etc.
incident of hatred. I deliberately use the term hatred
instead of intolerance. I’ve stopped using the word
intolerance because I’m beginning to feel that this notion
of ‘tolerance’ actually paved the way for people to reason that there are acceptable degrees of hate. And as I
sit back and consider what I might add to this discussion, I also wonder what kinds of discussions are occurring among our Counseling Center Training Programs. I
wonder in the midst of student crises, running groups,
and providing outreach and prevention programs,
where is the energy and outcry among us to fully promote, organize and facilitate open discussions among
our campus communities and within our
cities. Have we lost our fervor and
sense of responsibility for social
justice or has the increase
in demand for clinical
services slowed us or
perhaps re-routed us
from taking the lead
to be that voice on
our campuses.
Are we encouraging and grooming
our trainees to
acknowledge and

accept the responsibility that comes with being a
Psychologist to call for and actually make deliberate change toward multiculturalism becoming a
fundamental fabric and not just a side sleeve of our
work?
Last time I wrote about Ferguson, but the topics, unfortunately, remain painful and plentiful.
Whether it is racism on college campuses, murder
in our cities, remembering a history of violence based on
race, gender and sexual orientation, or banning a woman’s rights documentary about a horrific gang rape in
India, we can no longer deny that the ‘isms’ of our world
are alive and thriving. I lead the Multicultural Seminar
for our Doctoral Interns and these are common discussions among us. In addition to teaching theory and
research, it is so important for our trainees to be challenged to look at what is occurring in the world around
them and consider how they can use their voice to bring
about change. I wonder if we have remained stagnant
in the realm of awareness and so-called tolerance for
so long, that our trainees/students do not see their
power or see themselves in positions to lend credence
to a movement for equality among all people.
I wonder if we all have become
quite complacent to throw out
phrases like “microagress”
instead of opening our
mouths and working
with our campuses
to teach acceptance.
….just some
thoughts. I’m
very curious….what
are you
doing?
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Forensic Psychology: Training Interns to Prepare
Offenders for Release and Reintegration
By Pamela Morris, Ph.D.
Note: The views in this paper are those of the author only
and they do not necessarily reflect the views or opinions of
the Department of Justice or the Federal Bureau of Prisons.
Although it is important to train interns to work
with their patients within the correctional setting, it is
also essential to recognize the relevance of understanding the offender’s place in the world, and helping
students to prepare offenders for a successful reintegration to
society. Therefore, in order to provide useful treatment to the
offender, it is necessary to help them with not only their problems with incarceration, but with the challenges they will face
when they release, in attempts to help them become healthy
and productive members of our society.
Mental health diagnosis, addictions, and antisocial personality characteristics are those that, if left untreated, will likely
lead to recidivism. Stabilizing mental health concerns, via the
appropriate therapy and coping strategies put in place, as well
as finding an effective medication regimen when necessary,
will enable offenders with a mental health diagnosis to release
to the streets with the appropriate tools needed to manage
their symptoms. Drug addictions need to be addressed to
also help improve an offender’s chance at a successful release.
Just being drug-free while in prison, assists in reducing physical cravings. However, learning other tools to remain drug
free, such as identifying and addressing cycles of drug abuse,
learning to respect one’s body, and identifying and addressing
psychosocial patterns, also are important tools to help offenders. Additionally, addressing antisocial personality characteristics, or traits that some offenders possess, whereas they think
that societal laws and rules don’t apply to them, will also help
reduce recidivism.
To learn more about the offender’s release experience, it is
advised that interns spend time with offenders along with their
case management team, who regularly review an offender’s
release plans. Psychology interns are able to witness how the
inmate interacts with those that are responsible for their release
plans, and at times learn new information that may help in
their treatment of the offender. Also, by being present with an
offender while they are with a perceived “less sympathetic”
staff member, psychology interns can view how an offender
may interact with staff members outside of the therapy stetting. This also provides information that may assist the intern
in providing good tools for healthy social interaction skills for
the offender.
Additionally, a trip to the halfway house by interns provides a rich education on what it is that offenders experience
on the streets, and what resources are available to the offender
after release. By visiting a halfway house, interns can learn
that there are resources available to offenders on the streets,
such as job locations that may offer a tax-break incentive if
they hire ex-felons. Interns may learn the structure and setting

of a halfway house, as well as a halfway house’s rules
and regulations. This information only provides a more
broad background to interns when they work with their
patients; especially those offenders who have concerns
about halfway house. Offenders hear so much from their
peers about different halfway house experiences, and
may approach their placement with a biased perspective. Especially after spending time at a halfway house,
an intern has great information they can relay to the offender
about what really happens during halfway house placement,
and what concerns are and aren’t reality based.
It is also helpful for interns to be able to view community mental health treatment groups that offenders attend.
Oftentimes, offenders are required to attend community treatment by their probation department, to address addiction
issues or mental health issues that were viewed as relevant
and important while they were incarcerated. By witnessing
community-based clinical treatment groups for offenders,
interns can see first hand the struggles that offenders have after
their release (i.e. acceptance into their families as a household
member, difficulties securing jobs, financial issues, relationship
issues). It is also very helpful for interns to hear, first-hand,
what offenders found as most helpful while they were incarcerated. Oftentimes, released ex-offenders cite “staff that care,” as
something that helped and inspired them upon release as well
as upon reintegration into society. Interns, who inherently are
“caring,” benefit from hearing how important this is.
Securing a good job is helpful to reduce recidivism risk.
When correctional institutions have job-fairs, where community personnel do “mock interviews” with offenders and provide
feedback regarding how they present in interviews, offenders
gain skills to help them secure employment upon release. It
is helpful for interns to partake in these “job fairs,” not only to
learn exactly where most offenders are in terms of job experiences and their ability and skills to obtain jobs in the future, but
also so that interns can participate in helping provide offenders
with tools (i.e. interview skills) that may help them secure a
good job in the future.
It is necessary to make sure the offender has tools needed
in the community. It is incumbent on all correctional staff,
particularly those in the mental health field, to assist offenders in this regard. Our current statistics and data suggest that
there are many offenders and ex-offenders amongst us – in our
neighborhoods, our children’s schools, and in our workplaces.
Helping offenders to release to society with skills that will help
them to live healthy and crime-free lives, is a necessary task for
mental health providers in corrections. Providing training to
interns on skills to provide to offenders, the offenders’ experiences in halfway house and in community treatment, as well as
how to support offenders who are seeking legal employment,
will help to reduce the recidivism rate and hopefully improve
our neighborhoods and communities.
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Geropsychology
By Andrew L. Heck, Psy.D., ABPP
The past few years have seen
Geropsychology’s exponential growth
in terms of visibility, relevance, and
achievement. 2014-2015 has been no
exception. The opportunities for current, re-specializing, and burgeoning
geropsychologists’ abound in the areas
of clinical practice, public policy, training,
and research, among others. Highlights of
Geropsychology activity since Fall 2014 include the following:
Geropsychology ABPP: In December 2014
Geropsychology officially became the 15th American Board
of Professional Psychology (ABPP) specialty! ABPP’s
Board of Trustees voted that the American Board of
Geropsychology had met all requirements to be recognized
alongside Clinical Neuropsychology, Child and Adolescent
Psychology, and others in constituting a distinct specialty
area of practice with its own standards, training models,
and scope of service. This marks the culmination of 3 years
of planning and implementation by a variety of committed
geropsychologists across the United States. ABGERO has
certified nearly 50 specialists to date and is currently accepting new applications for board certification. Inquiries about
eligibility or the application process may be directed to Dr.
Victor Molinari, ABGERO President, at vmolinari@usf.edu,
and more information can be found at http://www.abpp.
org/i4a/pages/index.cfm?pageid=3806.
APA task force to reduce antipsychotics in long-term care:
On the heels of recent research outlining potential dangers
of atypical antipsychotic medications usage in older adults,
the Center for Medicare and Medicaid Services (CMS)
launched an initiative in 2012 to reduce the number of residents in nursing homes for whom they are prescribed. APA
has assembled a task force to support the initiative, aiming
to educate policymakers, administrators, and clinicians at a
national level about Psychology’s utility and (clinical- and
cost-) effectiveness in designing and carrying out nonpharmacological interventions in long-term care settings.
Evidence-based treatments, interdisciplinary collaboration,
and analysis of nationwide care trends have been centerpieces of discussion so far.
Outreach to internships: The Council for Professional
Geropsychology Training Programs (CoPGTP) is currently
undertaking a study on Geropsychology-related internship
offerings nationwide, with a goal of better understanding
what is available and by what standards they operate. The
initiative is designed to result in closer ties between programs, smoother resource sharing, and promoting dialogue
on a larger scale regarding Geropsychology clinical training.

International
Issues: CCPPP
By Susan Jerrott, Ph.D.

The Canadian Council of
Professional Psychology Programs
(CCPPP) represents university psychology programs and psychology
internship settings in Canada that
train doctoral level clinical psychologists, counseling psychologists,
and clinical neuropsychologists.
Current membership includes 85 sites from across
Canada (45 university sites and 40 internship sites).
Our priorities as a group are to address the match
imbalance and to advocate for doctoral level education and training as the standard for professional
psychology programs across Canada.
In the past year the CCPPP executive has continued to serve as mentors for programs which are
working to become accredited. This year, CCPPP
is going to offer a service in which programs working towards accreditation will be set up with similar programs who have successfully gone through
the accreditation process to make the mentorship
specific to the needs of the program.
CCPPP members continue to express concern
to the executive regarding potential delays for students who are looking to cross the border for their
residency training. This year, at least one American
was delayed for more than a month due to issues
at the border. CCPPP and CCTC have been working together on this issue and APPIC has been very
helpful as well. Certainly, the consensus is that
this is an important issue and we need to work
together to advocate for an exception to the law
regarding Temporary Foreign Workers (or ensure
that we know how to advise students on both sides
of the border in how to successfully complete the
paperwork in a way that does not cause delays).
Finally, our organization extends an invitation
to all APPIC members to attend our 2015 CPA
Pre-Conference Workshop in Ottawa, Canada
on June 3rd. The title of this year’s workshop is
Fighting Fires and Solving Problems and will focus
on methods for dealing with unexpected difficulties that arise with our students and interns. Our
student representative will be holding a similar
talk aimed at students entitled Between A Rock
and a Hard Place: Dealing With Ethical Issues as a
Graduate Student.
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Postdoctoral
issues
By Dawn DeBrocco, Psy.D.

In my previous article, I discussed the
complex and ill-defined entity that is a
postdoctoral fellowship and the need to
create a more unified process. Since that
time, APPIC has had their inaugural
year of the APPA CAS platform (APPIC
Psychology Postdoctoral ApplicationCentralized Application System). A few of the benefits of
using this platform include having a centralized location for
the applicant to research and apply to postdoctoral fellowships, providing a national forum for programs to advertise
their training sites, as well as a unified notification deadline.
Given this system is in it’s infancy, it is understandable that
there were some glitches that need to be smoothed out for
next year.
After an informal poll of the interns in my program that
used APPA CAS this year, they stated that many of the training programs needed to adjust their application deadlines
because they were having difficulty downloading applications. Some applications were lost. Some applicants had
difficulty uploading their documents as well. Despite these
issues, the APPA CAS is well on it’s way to becoming the
preferred method for obtaining a postdoctoral fellowship.
Those at APPIC had underestimated just how many programs and applicants would use this system in the first
year; as of November 2014, 119 programs and 1680 applicants were enrolled in the APPA CAS for the 2015-2016 year
(APPIC members listserv, November 2014).
Although this platform is an excellent step in the goal
of achieving a unified application system, some programs
may not participate due to several barriers and differences
in priorities. There are differing philosophies about looking
at internal applicants versus recruiting from outside the system. Is it better to work with those you know and have an
understanding of their areas of strength and growth, or take
a chance on someone new with the hope that they will bring
fresh eyes and a new perspective to the training program,
in addition to the clinical/ research acumen necessary for
the position? Another reason some may be hesitant about
using APPA CAS is that the notification deadline occurs in
mid-February. For those that also have internship training
programs, significant resources are already being attributed
to the interviewing and selecting of interns in December
and January. It may be a struggle to find the time to review
applications for postdoctoral fellows by February, much less
make a selection. While there is progress in gaining clarity
and standards for postdoctoral fellowships, only time will
tell if the field as a whole will embrace this new system.

2015 MATCH STATISTICS,
CONTINUED FROM PAGE 1
MATCH RESULTS - COMBINED PHASE I/II
Applicants Matched*			
3,569 (89%)
Participating Applicants Not Matched 436
(11%)

INTERNSHIP PROGRAMS

PARTICIPATION: COMBINED PHASE I/II
Training Sites Participating in the Match
775
Programs Participating in the Match		
1,423
Positions Offered in the Match			
3,701
NOTE: A training site can offer more than one “program” in the Match.
Each “program” was identified in the Match by a separate 6-digit code
number

MATCH RESULTS - PROGRAMS COMBINED PHASE I/II
Filled in Either Phase I or Phase II
1,339
(94%)
Withdrawn or No Ranks in Phase II
26
(2%)
Remaining Unfilled in Phase II		
58
(4%)
NOTE: Programs that submitted a Rank Order List in Phase II with
fewer ranks than positions available were counted as “unfilled”.

MATCH RESULTS - POSITIONS COMBINED PHASE I/II
Filled in Either Phase I or Phase I
3,569
(96%)
Withdrawn or No Ranks in Phase II
49
(1%)
Remaining Unfilled in Phase II		
83
(2%)
NOTE: For programs that submitted a Rank Order List in Phase II with
fewer ranks than positions available, the positions without ranks were
counted as “no ranks” rather than “unfilled” (e.g., a program submitting
1 rank for 3 positions would have 2 positions counted as “no ranks”).
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Setting-related issues
PRIMUM NON NOCERE
By Robert H. Goldstein, PhD

As I think back over the columns I’ve written for this
Newsletter over the past 38 years (yup, I looked it up,
and my files go back to 1977) it seems to me that there’s
a certain pattern to what I’ve been scribbling during all
those years. It looks like I’ve regularly tried to identify
issues or topics or concerns relevant to psychology training, attempted to bring them to the attention of trainers,
and gently sought to urge, encourage or nag these folks
into thinking about or perhaps doing something about
the matters I’ve raised. How successful this has been is anyone’s
guess, but having established this approach, there’s no reason why
I should do it any differently now. So, here goes another nudge-or
would it be more accurate to describe it as a “noodge?” (Check
with the nearest Yiddish speaker for a translation.)
One would like to think that, by this stage in their career,
interns and post-docs would at least be aware of the existence of
the APA Code of Ethics, perhaps might have actually read it and
maybe even been exposed to some formal educational content
with respect to it. It is a set of principles which outline, in greater
or lesser detail, the ethical expectations and aspirational goals of
our profession. While it is, admittedly, somewhat dry reading,
the basic ideas embodied in the text should be understood by all
students as they embark on their professional careers. During the
past year, the teaching of professional ethics has been the focus of
several reports published in the APA journal Training and Education
in Professional Psychology.
Now, some of the ethical concepts contained in the Code are
pretty clear, e.g. “dual relationships” are to be avoided and, except
for those unusual circumstances in which such potentially conflictladen interactions cannot reasonably be escaped, what this concept
means is relatively unambiguous. Any interaction with a patient
or client should remain exclusively within the frame of the treatment relationship.
Similarly, the role of “confidentiality” in professional contexts,
long a basic dimension of therapeutic or other clinical services, has
within recent years been even more vigorously articulated via the
HIPPA regulations.
Almost since its creation, the Code of Ethics has been pretty
much an “inside the beltway” topic. It’s been something psychologists discuss, teach and argue about among themselves. Now,
however, we are living in an era in which questions about the
fundamental ethical concept of “non-maleficence” have erupted
into the public arena. The above-titled Latin phrase “First, do no
harm” has been an integral basic rock-bottom principle of pretty
much every health-care-related profession, and is certainly part of
ours. One is expected to try to do what is helpful, but, at least, one
should seek to do nothing which is harmful.
The exposure of the role of psychologists in the CIA and
Defense Dept program for handling captured “terrorists” has
brought the maleficence issue into the glare of publicity. The topic
had been a major point of dispute within the APA for a number of
years, and recently a candidate for the APA presidency had based
his campaign on his efforts at getting the APA to modify their

official position regarding the participation of psychologists
in “enhanced interrogation techniques” such as waterboarding. The APA did eventually clarify their stance on
this and, while the matter has caused quite a flap within
psychological circles, it did not really hit the public eye
until quite recently.
Recently, however, several psychologists have been
identified in the media and have themselves spoken out
directly about their roles in both advising about as well as
personally participating in these activities. Even more distressing
have been the allegations that APA officials actively collaborated
with governmental bodies in somehow facilitating as well as justifying this behavior. Serious questions are raised as to whether or
not this infliction of distress and pain on individuals by psychologists directly or indirectly is consistent with the “do no harm” ethical precept.
It’s in situations like this that one finds a “teachable moment”,
as the abstract principles in the ethics code become manifested in
real life circumstances. Imagine asking a group of trainees what
they think about finding themselves faced with this dilemma.
Their government, up to the highest levels of decision-making,
has stated that “enhanced interrogation” methods (which include
what most people would agree involves some kind of torture) are
necessary and appropriate to get information from detainees about
a possible attack on our country. There has, in fact, already been
such an attack and thousands of people have been killed. The level
of emotional intensity- fear, anger, an urge for revenge-has risen to
an intense peak. And then you are asked to help develop effective
techniques for eliciting the desired information, even if this means
doing some serious harm to some people. As an ethical psychologist, what is the right thing to do?
An even more concrete ethical dilemma has recently been
highlighted in a piece by Dr. David Shapiro which appeared in
the National Psychologist newspaper January 2015 issue. Imagine
that, as a forensic psychologist, you are tasked with determining
whether a particular individual is “insane” i.e. legally competent.
This person has been convicted of a capital crime and, if judged
competent, will be executed. If you conclude that the person is
competent, or if you participate in therapeutic efforts to restore
him to competency, are you, in fact, part of a process leading
to that person’s death. How does one square that with “do no
harm?”
Now, these examples are, of course, grossly simplified, and
don’t touch on many relevant considerations. For example, is
the nature of the relationship between the psychologist and the
individual in question one in which the ethical obligation of nonmaleficence actually exists?
The point of all this is that, again, as clinical teachers, we have
an almost unparalleled opportunity to engage with our students
about issues that are very much in the public domain and which
call on our profession to make some hard choices. I would suggest
that such instances would keep trainees awake and alert even during a late afternoon seminar on ethical questions.
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