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PRESIDENT’S COLUMN
More on Closing the Gap between Research and Practice
William B Stiles, Ph.D.
Glendale Springs, NC

Scholarly and profes-
sional organizations
such as the Division 
of Psychotherapy exist
for communication and
advocacy. As I begin
my year as President,
I’m happy to report

that Division 29 is continuing its 
history of achievement in both of these
domains. 

Communication
During 2013 we will celebrate the
50th year of publication of our journal,
Psychotherapy, the jewel in Division 29’s
crown. Under the leadership of Editor
Mark Hilsenroth, the journal will publish
several special features to commemorate
this golden anniversary. The first issue of
2013 will be a special issue entitled Psy-
chotherapy Outcome: A Return to the Begin-
ning. It will begin with a reprint of the
journal’s very first article, written by
Hans Strupp, “The Outcome Problem in
Psychotherapy Revisited“ (1963, vol. 1,
pp. 1-13) followed by reprints of a reply
by Hans Eysenck (1964, vol. 1, pp. 97-100)
and a short rejoinder by Strupp (1964,
vol. 1, p. 101; note that volume 1 ex-
tended over 1963-1964). This exchange
recapitulated the development of the de-
bate about the effectiveness of psy-
chotherapy in the decade following
Eysenck’s (1952) controversial critique.
In the special issue, this reprinted ex-
change will be followed by articles by au-
thors now active in psychotherapy
process and outcome research, who will
address progress on these issues over the
intervening 50 years and offer sugges-
tions for how the field can move forward.

Later in this Golden Anniversary 
volume of Psychotherapy will be special
issues on Psychotherapy Training and
Professional Development and on Clinical
Process. And there will be other special
features.

As you know—or can see by reading
further if you are reading this column in
the Bulletin (it also appears on the web
site)—Psychotherapy Bulletin is an official
newsletter that is more than a newslet-
ter—filled with substantive articles and
commentary of interest to psychother-
apy theorists, researchers, practitioners,
and trainers as well as Division news.
Thanks to persistent efforts by Libby
Williams, who was Division 29 presi-
dent in 2011, Internet Editor Ian Goncher
and our web site team, and members
who have lent us back issues to scan, we
are building an electronic archive back
issues of Psychotherapy Bulletin and other
Division documents. The archive will
make this accumulated information
electronically available to all. To see 
the issues available now, go to http://
www.divisionofpsychotherapy.org/
publications/psychotherapy-bulletin/.

If you haven’t done so already, I strongly
recommend exploring the new Division
29 website, recently revamped by web-
master Ian Goncher with help especially
from Steve Sobelman and Jeff Barnett.
As you know or can see by further click-
ing if you are reading this column on the
web site (it also appears in Psychotherapy
Bulletin), there are many new resources,
and the old ones are more accessible. 
Go to http://www.divisionofpsycho -

2

continued on page 3



3

therapy.org/.  

As I write, Rod Goodyear, Program
Chair, is constructing Division 29’s 
program at the 2013APA Convention, to
be held July 31 through August 4 in
Honolulu. More details will emerge
soon. This is Division 29’s annual chance
to meet face to face.  I hope to see you 
at the panels and poster sessions as 
well as at the Division’s annual awards
ceremony and social hour, which will 
include a celebration of the journal’s
golden anniversary.

Advocacy
A signal event in 2012 was APA’s Reso-
lution on the Recognition of Psychother-
apy Effectiveness: http://www.apa.org/
news/press/releases/2012/08/resolu-
tion-psychotherapy.aspx.  Division 29‘s
APA Council Representatives, Linda
Campbell and John Norcross, along
with other prominent Division mem-
bers, including Nadine Kaslow and
Melba Vasquez, played very significant

roles in ensuring the integrity of the res-
olution and shepherding it through the
APA legislative process.

We are proud that long-time member
Nadine Kaslow, who was President of
Division 29 in 2009, has has now been
elected president of the whole APA for
2014. She joins a long and distinguished
list of Division 29 members, officers, and
presidents who have been elected to the
APA Presidency.

Finally, we are putting our money where
our aspirations are: In 2013, Division 29
will offer over $25,000 in awards and
grants to advance research, practice,
scholarship, and diversity in psycho -
therapy. As a member of the Division,
you are eligible to apply. Calls for grant
proposals appeared in the December
issue of Psychotherapy Bulletin, and 
descriptions are available on the 
Division website: http://www.divisionof
psychotherapy.org/members/awards/.
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We are again pleased 
to present you with 
papers that you should
find informative and
helpful in this first
issue of the Psychother-
apy Bulletin for 2013.
We are thankful to have
our previous talented
team of contributing
editors, domain repre-
sentatives, division 
administrator Tracey
Martin, and Editorial

Assistant Jessica Del Rosario, and wel-
come our new contributors. We continue
under the able leadership of Jeffrey Bar-
nett and the Publication Board. The 2013
Contributing editors and Domain repre-
sentatives are as follows: Caryn Rogers
and Beverly Greene (Diversity), Susan
Woodhouse and Rayna Markin (Early
Career), Jesse Owen and Jairo Fuertes
(Education & Training), Jennifer Erickson
Cornish (Ethics), Annie Judge and Jean
Birbilis (Membership), Barbara Thomp-
son and Barbara Vivino (Psychotherapy
Practice), Norman Abeles and Cheri Mar-
marosh (Psychotherapy Research, Sci-
ence, and Scholarship), George Stricker
(Psychotherapy Integration), Armand
Cerbone and Rosemary Adam-Terem
(Public Interest and Social Justice), Mar-
garet Tobias (Student Features) and
Patrick DeLeon (Washington Scene).

In this issue, we welcome William Stiles’
first column as Division 29 President.

There is an engaging article written by
Andrés E. Pérez Rojas, Avantika Bathia,
and Charles J. Gelso, which furthers the
research on language switching within
psychotherapy. Barry Wolfe has pro-
vided an insightful article on integrative
psychotherapy. As many of us have just
finished the selection process for gradu-
ate students and interns, we are privi-
leged to have several articles which
reflect the current status of education
and training in psychology. You will find
Melody Fo and Emil Rodolfo’s article on
internship training and Jesse Metzger
and Barry Farber’s article on doctoral
training incredibly helpful. As always
we are pleased to have student voices
represented in the Bulletin—the three ar-
ticles contained in this issue are found in
the Ethics, Diversity, and Student sec-
tions. Pat DeLeon is back with his in-
sights in the Washington Scene. Finally,
we present a pro bono services initiative
and survey from the Social Justice and
Public Policy domain. 

As usual, please contact us with your
ideas, suggestions, criticisms, and com-
ments. Your contributions are always
welcome. All members are encouraged to
submit work that you believe would pro-
vide interesting, scholarly, timely and
useful information to the membership.

Lavita Nadkarni
(303-871-3877, Lnadkarn@du.edu) and
Lynett Henderson Metzger
(303-871-4684, lhenders@du.edu)

Lavita Nadkarni, Ph.D.
Lynett Henderson Metzger, Psy.D., J.D.
University of Denver – Graduate School of Professional Psychology

EDITORS’ COLUMN
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A key motivation that
led me to look beyond
my original “single
school” psychotherapy
orientation was the ex-
perience of failure
(Wolfe, 1992). Trained

originally as a Rogerian person-centered
therapist, I attempted to treat specific
phobias with this single school ap-
proach. Later, I discovered that cogni-
tive-behavior therapy (CBT), although
typically helpful was rarely ever a
durable or comprehensive treatment for
anxiety disorders. When the number of
failures reached a tipping point, I was
beset by a crisis of faith that eventuated
in a commitment to an integrative per-
spective in psychotherapy (Wolfe, 2001).
Since absorbing that initial insight on
the limitations of any single orientation,
I have labored to develop an integrative
treatment model for anxiety disorders,
one that would effectively treat both the
symptoms and the underlying determi-
nants of any anxiety disorder (Wolfe,
2005). Now two decades later, I have to
report the astonishing outcome that my
integrative psychotherapy is not 100%
effective. In this brief report, I would like
to share some of the reasons why my
treatment fails and to describe some ac-
tual cases of failure.

Failure is a topic that has been rarely ad-
dressed in the psychotherapy literature
(Lampropoulos, 2011). As a field, psy-
chotherapy has been reluctant to publi-
cize its defects. At least part of the field’s
inhibition may be due to the complexity
of the construct of failure. As Lam-
propoulos (2011) points out, “Failure may

include dropout, or premature/unilateral
termination, nonresponse (no change),
partial change, slow change, deteriora-
tion/negative effects, and relapse (failure
to maintain gains)” (p. 1093).

But times they are a changing. In 2011,
two different journals published a special
issue on failures in psychotherapy. Cogni-
tive and Behavioral Practice (Dimidjian &
Hollon, 2011) focused on failures in evi-
dence-based cognitive-behavioral therapy
for specific disorders, while the Journal 
of Clinical Psychology: In Session (Lam-
propoulos, 2011) concentrated on present-
ing clinical material from a number of
different therapeutic perspectives demon-
strating both general and orientation-
specific reasons for therapeutic failure.

Reasons for Therapeutic Failure
In the broadest sense, therapeutic fail-
ures, however defined, are due to pa-
tient/client factors, therapist-factors,
and treatment and relationship-related
factors.  Across three major psychother-
apy orientations (i.e., Psychodynamic,
Cognitive-behavioral, and Experiential
therapy), client/patient factors include:
• Severity of psychopathology
• Chronicity
• Symptom Comorbidity
• Personality characteristics
• Lack of motivation
• Trauma History
• Difficulty processing emotions
• Cognitive, behavioral and emotional
avoidance

• Perfectionism

PSYCHOTHERAPY INTEGRATION
When My Integrative Treatment Fails
Barry E. Wolfe, Ph.D.
Rockville, MD

continued on page 7
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• Severely negative self-concept
• Shame
• Problems of impulse control
• Lack of psychological mindedness
• An externalizing orientation 
(i.e., always blames others)

• Patients with unrealistic goals 
for therapy

• Patient-treatment mismatches
• Patient readiness and/or 
ambivalence about change

• Coexisting medical conditions or
psychosocial stressors

Therapist-related factors include:
• Poor or inaccurate case formulation
• Therapist negative attitudes and 
behaviors, particularly therapist 
hostility

• Therapist inability to communicate
interest, caring, competence and 
confidence

• Therapist failure to manage counter-
transferential reactions to patients

• Therapist lack of flexibility in the
conduct of their specific therapeutic
approach

• Therapist difficulty in repairing 
alliance ruptures.

• Therapist’s failure to establish a 
central therapeutic focus

Treatment and Relationship-Related
factors include:
• Therapy duration
• Therapy frequency
• Difficulty of homework assignments
or practice exercises 

• Patient-treatment mismatches
• Sequencing of intervention 
components 

• Poor therapy alliance
• Unresolved alliance ruptures
(Gold & Stricker, 2011; Hopko, Magid-
son, & Lejuez, 2011; Watson, 2011).

Failures in My Integrative Psychotherapy
One of the promissory notes of the psy-
chotherapy integration movement has
been that integrative approaches to psy-
chotherapy would exceed the benefits
produced by single school psychothera-
pies. The development of my integrative
psychotherapy, which has been de-
scribed in two earlier Psychotherapy 
Bulletin articles (Wolfe, 2011; 2006a), was
based on the assumption that it eventu-
ally would become a more comprehen-
sive and durable treatment for anxiety
disorders than the mainstream cogni-
tive-behavior therapy. It is a therapy that
attempts to interlace ideas and proce-
dures from cognitive-behavior, psycho-
dynamic and experiential forms of
psychotherapy. It begins with a symp-
tom-focused CBT therapy and with the
patient’s interest and informed consent
moves to a depth-oriented focus on the
underlying painful self-perspectives
that generate severe anxiety.  Clinically,
it has been found to be effective with
specific phobias, panic disorder (with
and without agoraphobia), social anxi-
ety disorder, generalized anxiety disor-
der and obsessive-compulsive disorder
(Wolfe, 2005). However, as yet, there
have been no empirical studies con-
ducted on this treatment.

When my treatment fails, it is usually
because of one or more of the above-
listed client-therapist-relationship factors.
However, I have been able to isolate five
recurring reasons for failure of my inte-
grative therapy: (a) poorly managed
counter-transference responses; (b) the
undetected alliance rupture (c) patient
does not buy therapist’s rationale for
treatment; (d) the tenacity of a patient’s
shame-based self-beliefs; and (e) the
depth work seems too difficult and
painful because of patients fear of their
emotions.

continued on page 8
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The therapist’s poorly managed 
counter-transference
The most frequent reason for my ther-
apy failures is a poorly managed
counter-transference response to my pa-
tient. I once treated a stockbroker who
was referred to me after a 20-day stay in
a hospital for a severe depressive
episode. I tried to maintain a position of
empathic attunement with him, but the
more he talked, the more difficulty I had
in stomaching what he had to say.  He
had one goal in life, which was to make
as much money as possible.  He did not
seem to care how he did it.  He sold
mortgages and was clear about his con-
tempt for the buyer of his mortgages.
He was very candid regarding the many
stratagems he employed to manipulate
and entice the unwary into purchasing
his products.  I felt myself tighten up
whenever he would gleefully recount
how he had snookered some poor
sucker into buying a mortgage. Al-
though I did not initiate the break, after
10 sessions, the patient concluded that
additional sessions were likely to be
unproductive. I knew I hadn’t and prob-
ably couldn’t give him the best psy-
chotherapy of which I was capable.

Undetected alliance ruptures
A second major reason for therapeutic
failures is the undetected alliance rup-
ture.  I once treated a psychology grad-
uate student whose sister had recently
and unexpectedly died.  She was having
a severe grief reaction.  During our fifth
session, I had invited her to engage in
some empty chair work with her sister,
which she gently refused.  After that ses-
sion, I never heard from her again, nor
did she ever respond to my phone calls
and letter inviting her to share with me
her reasons for her abrupt therapy ter-
mination. I suspect that I had moved too
quickly into a very painful and tender
area of her emotional life, but I do not re-
ally know.

Patient does not buy therapist’s
rationale for treatment
Much earlier in my career, I saw a nurse
who was suffering from frequent panic
attacks and clearly would meet criteria
for panic disorder. She was taking Xanax,
but discovered that she was pregnant.
She was very fearful of possible terato-
genic effects of Xanax on the fetus, but
did not know of any other effective
treatments for panic. Realizing that she
was medically trained, I carefully and
tactfully outlined the psychosocial
model of panic, which contrasted
sharply with the biomedical model.
When I had concluded my psychoedu-
cational mini-lecture, her eyes were
ablaze with astonishment and anger.
“I’ve never heard of that,” she said, re-
ferring to the psychosocial model.  “That
sounds like quackery to me,” she added,
and then proceeded to storm her away
out of the office.  This patient clearly did
not buy the rationale for my treatment.

The tenacity of the patient’s 
shame-based beliefs
Several patients that I have treated have
suffered terribly from an all-encompass-
ing sense of shame. One young woman in
her early 20s began therapy by describing
what sounded like some fairly routine ob-
sessions and compulsions.  She clearly
met criteria for obsessive-compulsive dis-
order (OCD). Her major fear was that she
was going to hurt or possibly kill a mem-
ber of her family. She began to hide any
sharp implements she could find. I was
optimistic that exposure plus response
prevention would at least be an effective
symptom focused treatment. But what we
jointly discovered was that her sense of
agency had been so damaged by the
shame she felt about her entire person
(i.e., physical and psychological self) that
she was unable to perform any home-
work assignment that I would give her.
We were able to do some exposure work
in session, but whatever apparent gains

continued on page 9
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appeared would not last. Later her 
obsessions included the fear that she
would spontaneously utter the N word,
which would increase her sense of shame.
Once again, we attempted in-session ex-
posure work by having her say the N
word over and over. But this produced
minimal reductions in her obsessional
fear. I tried everything I knew to work
around the difficulties she had with the
behavioral treatment, but nothing
worked. Nonetheless she highly valued
our sessions together. I was her only
source of empathy. I reduced my efforts
to empathic attunement and saw her for
over two years. No progress was made on
her obsessions or compulsions, but she
was able to develop enough of a sense of
agency that resulted in her obtaining two
very different jobs.  She excelled at both.
When treatment was terminated, she was
still suffering miserable from her OCD,
but was able to function independently
from her family.  This was not a total fail-
ure, but I was very discouraged by my in-
ability to help her ameliorate her OCD.

The depth-oriented work seems 
too difficult and painful
In my experience, I have had many pa-
tients benefit from the symptom-focused
CBT treatment and then consciously de-
cide that the depth oriented was either
too difficult or too painful. They termi-
nated therapy grateful for the reduction
in their anxiety symptoms but clear that
there was more work to be done on the
underlying determinants of their anxi-
ety disorder. A case in point was a man
in his 60s suffering from obsessive-com-
pulsive disorder. In preparation for a
visit from his two year old granddaugh-
ter, he would spend five to six hours on
his hands and knees meticulously exam-
ining every square inch of his house for
little objects that he feared his grand-
daughter would place in her mouth and
perhaps eventually swallow. For three
months, we engaged in an Exposure
Plus Response Prevention protocol that

reduced his preparation from six hours
to less than an hour.  He initially agreed
to engage in the third stage of my treat-
ment, the depth-oriented phase that be-
gins with a focusing technique designed
to elicit the underlying painful perspec-
tive on self (i.e., self-wound) (Wolfe,
2006b). A memory quickly surfaced of
his doing harm to an enemy soldier in
an earlier war, which left him totally dis-
gusted with himself. After this initial
contact with his self-wound, he decided
that the depth-oriented work was too
difficult and painful for him to continue.
Clearly, he received benefit from the
symptom-focused phase of our work so
that from my perspective this was a par-
tial success and partial failure.

Conclusion
All therapies fail, even integrative ap-
proaches.  For the most part, they fail for
the same reasons that single school ap-
proaches fail. There may be differences
in the relative frequencies of specific rea-
sons for failure associated with specific
approaches to psychotherapy. For exam-
ple, many of my patients do well with
the symptom-focused phase of treatment
but have difficulty overcoming their fear
of painful emotions. At the same time, I
have found clinically that a comprehen-
sive and durable treatment of an anxiety
disorder usually involves a corrective
emotional experience. However, to expe-
rience the latter, a patient must be able to
grapple with the former, that is, their
painful emotions associated with very
negative self-beliefs. Some patients are
not ready or able to confront and experi-
ence the pain and power of their nega-
tive emotions. This is, in fact, one of the
most painful lessons that I have learned
from my own therapeutic failures.

References for this article can be found
in the on-line version of the Psy-
chotherapy Bulletin published on the
Division 29 website.
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Introduction
As the United States be-
comes increasingly di-
verse, it is also becoming
increasingly bilingual.
According to the 2011
American Community
Survey from the U.S.
Census Bureau, close to
21% of Americans speak
another language in ad-
dition to English at
home, a figure that has
steadily risen in the last
three decades. Bilingual-
ism in the U.S. is also
very diverse: Over half
of the bilingual popula-
tion speaks Spanish,
with the rest speaking
French, Chinese, and
many other languages.

Given these trends, it seems important
to understand how language might in-
fluence the therapeutic process with
bilingual people. The purpose of this
study was to examine the role of bilin-
gualism and cultural identity in shaping
bilingual clients’ perceptions of bilin-
gual psychotherapists.

One variable that has garnered attention
in the bilingual psychotherapy literature
is language switching. Alternating be-
tween languages in conversation is nor-
mal and widespread among bilingual
people (Heredia & Altarriba, 2002).
Some authors have argued that encour-
aging bilingual clients to switch lan-
guages at strategic points in therapy
may foster trust, genuineness, and un-

inhibited expression of affect in the ther-
apeutic relationship (Margos & Urcuyo,
1979; Pitta, Marcos, and Alptert, 1978).
More recently, Santiago-Rivera and Al-
tarriba (2002) theorized that language
switching could bolster the therapeutic
bond and help clients express them-
selves in whichever language is most
meaningful. They also posited that lan-
guage switching could be seen as a cul-
turally sensitive intervention that
promotes greater understanding be-
tween the bilingual client and therapist.

The literature on language switching in
psychotherapy, however, has relied al-
most exclusively on case studies (e.g.,
Pitta et al., 1978). Indeed, there exist
only a handful of empirical studies on
the effects of switching languages in
therapy, and the data offer mixed sup-
port of its effectiveness. A recent qualita-
tive study found that Spanish-English
bilingual therapists viewed switching
from English to Spanish as an effective
way to build an alliance with their bilin-
gual Latino clients (Santiago-Rivera, Al-
tarriba, Poll, Gonzales-Miller, & Cragun,
2009). In turn, experimental analogue
studies suggest that bilingual Latinos
perceive therapists who switch from
English to Spanish in therapy as being
no more credible or multiculturally
competent than English-monolingual
therapists (Ramos-Sanchez, Atkinson,
and Fraga, 1999; Ramos-Sanchez, 2009). 

Several limitations of this literature are
worth noting.Although Santiago-Rivera
et al. (2009) provided valuable informa-
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tion about bilingual therapists’ views on
using language switching in therapy, it is
unclear to what extent it actually helps
form the alliance, given that only thera-
pists’ views were assessed. With regard
to analogue studies, it is possible that the
way in which therapists in these studies
switched from English to Spanish was
ineffectual. For instance, the therapists
repeatedly spoke Spanish with clients
who spoke to them only in English, and
there was no indication in either study
that such switching from English to
Spanishwas clinically warranted (e.g., to
help clients articulate a thought). Thus,
the theorized effects of language switch-
ing may have been nullified. 

In light of these limitations, we sought
to improve the manipulation employed
in prior research by conducting an
audio-analogue design study wherein a
bilingual Latina therapist invited a bilin-
gual Latina client to switch to Spanish
when the client struggled to express 
herself in English. We were guided by
theory and case descriptions (e.g.,
Rosensky & Gomez, 1983) that suggest
that inviting bilingual clients to switch
languages when they have difficulty ex-
pressing material may further the thera-
peutic work. We hypothesized that an
invitation to switch languages would have a
positive effect on important psychotherapy
process variables (i.e., therapist credibility,
multicultural competence, therapeutic bond,
and willingness to see a therapist). 

We also wanted to see whether the invi-
tation to switch languages would inter-
act with cultural identity, which consists
of ethnic and national identity (Berry,
Phinney, Sam, & Vedder, 2006), to affect
the dependent variables. There is evi-
dence to suggest that how bilingual peo-
ple evaluate others who switch between
their languages during conversation
may depend partly on their group iden-
tity (Tong, Hong, Lee, & Chiu, 1999). We
hypothesized that the effect of the invi-

tation to switch languages would be
moderated by cultural identity. Specifi-
cally, we expected that for participants
high in ethnic identity, the invitation to
switch languages would be positively related
to all dependent variables, but for those low
in ethnic identity the invitation would have
no effect. We also expected that for partic-
ipants high in American identity, the invi-
tation to switch would have a negative effect
on all dependent variables, but for those low
in American identity the invitation would
have no effect. 

Participants and Procedure
Participants were 63 (12 men, 51
women) Latino university students at a
large mid-Atlantic university. Partici-
pants’ ages ranged from 17 to 35 years
with a mean of 19.97 years (SD = 2.87),
and their generation status ranged from
first to fifth generation, with the major-
ity (63.5%) being second generation in
the United States. With regard to lan-
guage, 42 (66.7%) participants reported
that Spanish was their native language;
18 (28.6%) said English was their native
language; and three (4.8%) indicated
they acquired both simultaneously.
Based on self-reported estimates of Eng-
lish and Spanish usage, and self-re-
ported ratings of proficiency in reading
and writing, speaking fluency, and lis-
tening ability, participants could be re-
garded as fluent in both languages, but
their more proficient and current domi-
nant language was English. 

We drafted and recorded two scripts of a
session between a bilingual Latina ther-
apist and client. Two sets of actresses
played the therapist and client to mini-
mize actress effects; otherwise both sets
of recordings were identical, except for
the manipulation of the independent
variable. In the session, the client ex-
plored her feelings about a romantic
breakup, and as she delved into deeper
material, she struggled to articulate her-

continued on page 12



self. The therapist responded by either
encouraging the client to continue ex-
ploring by switching from English to
Spanish (invitation to switch condition) or
to continue trying without inviting the
client to switch (no invitation to switch
condition). Doctoral students in counsel-
ing and clinical psychology programs
rated the believability of each actress
and that of the script in depicting a 
therapy session. On the basis of their re-
sponses, we determined that the record-
ings were believable and could be used
as stimulus in the study.

About a week prior to the experiment,
participants completed demographics
and cultural identity measures. For the
experiment, participants were asked to
read background information on both
client and therapist before listening to
the recording. Participants were then
randomly assigned either to the invita-
tion to switch or the no invitation to switch
condition. Afterward, they were asked
to imagine what it would be like to work
with the therapist to solve an emotion-
ally painful personal problem, and to
rate her credibility, multicultural compe-
tence, the alliance they would anticipate
having with her, and their willingness to
work with the therapist. They also com-
pleted a measure of socially desirable 
responding, and a manipulation check. 

Measures
Participants’ perceptions of therapist
credibility were assessed with the Coun-
selor Rating Form-Short (CRF-S; Corri-
gan & Schmidt, 1983). This 12-item
instrument assesses perceptions of ther-
apist expertness, attractiveness, and
trustworthiness, using a list of adjectives
rated on a scale ranging from 1 (not very
descriptive) to 7 (very descriptive). For this
study, the internal consistency coeffi-
cient alpha of the total CRF-S was .92.

The Cross-Cultural Counseling Inven-
tory-Revised (CCCI–R; LaFromboise,

Coleman, & Hernandez, 1991) was used
to assess perceptions of therapist multi-
cultural competence. The CCCI-R has 20
items that are rated on a 6-point scale
ranging from 1 (strongly disagree) to 6
(strong agree). We chose a subset of six
CCCI-R items for this study. The internal
consistency alpha of the 6-item CCCI-R
was .78. 

We measured participants’ anticipated al-
liance to the therapist with a modified
version of the 12-item Bond subscale of
the Working Alliance Inventory (WAI-B;
Horvath & Greenberg, 1989). We recast
the WAI-B’s items in the future tense to
assess the bond participants would antic-
ipate with the therapist if they worked
with her. The internal consistency coeffi-
cient alpha of the modified WAI-B was
.84. We also asked participants to re-
spond to a single-item question that as-
sessed their willingness to work with the
therapist in personal therapy. 

To assess participants’ identification
with the larger American society as well
as their ethnic culture, we used the
American Identity Questionnaire (AIQ;
Phinney & Devich-Navarro, 1997) and
the commitment subscale of the Multi-
group Ethnic Identity Measure-Revised
(MEIM-R-C; Phinney & Ong, 2007). Both
measures are composed of three items
that are rated on a 5-point scale ranging
from 1 (strongly disagree) to 5 (strongly
agree). For this study, the internal consis-
tency coefficient alphas of both meas-
ures were .84.

Participants also completed the Bal-
anced Inventory of Desirable Respond-
ing-6 (BIDR-6; Paulhus, 1991), which
assesses two forms of socially desirable
responding: Self-Deceptive Enhance-
ment (SDE), which refers to the individ-
uals ’  unconscious  tendency to
exaggerate their positive qualities, and
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Impression Management (IM), the con-
scious tendency to exaggerate positive
qualities and appear normatively appro-
priate. The internal consistency coeffi-
cient alphas were .78 (SDE) and .80 (IM).

Results
Means, standard deviations, and inter-
correlations of all continuous independ-
ent and dependent variables are shown
in Table 1. Impression management sig-
nificantly correlated with multicultural
competence and the anticipated bond,
and self-deceptive enhancement signifi-
cantly correlated with willingness to see
the therapist. Thus we included them as
covariates in analyses involving those
dependent variables. 

We found no significant actress effects
on participants’ responses to the de-
pendent measures, and no differences
between participants assigned to condi-
tions with respect to demographic vari-
ables. We also did not find differences
on participants’ responses to the de-
pendent measures based on demo-
graphics. We did find, however, that
women were significantly more willing
to see the therapist than men. Given that
there were too few men in our sample to
explore this finding further, we simply
added gender as a covariate when ana-
lyzing willingness to see the therapist.

Preliminary analyses also showed that
the manipulation was successful. We
asked participants to respond to a true-
or-false question of whether the thera-
pist asked the client to speak Spanish 
in the session. Every participant in 
the invitation to switch condition re-
sponded True to this question, and every
participant in the other condition 
responded False. 

The hypothesis that the invitation to
switch languages would have a positive
effect on all dependent variables was not
supported. Univariate analyses revealed
no significant main effects (p-values
ranged from .15 to .66) of condition on
any of the dependent variables. These
results are summarized in Table 2. 
Hierarchical regression analyses showed
that our interaction hypothesis was also
unsupported. We found no significant
interactions between experimental con-
dition and participants’ ethnic and
American identities. 

Discussion
Our results indicated that the therapist
who invited the client to switch to Span-
ish was seen as no more effective than
the therapist who did not invite the
client to switch languages. These results
reinforce previous findings that switch-
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ing languages does not affect important
process variables such as credibility and
multicultural competence (Ramos-
Sanchez et al., 1999; Ramos-Sanchez,
2009). The present study extends these
findings to the working alliance and a
willingness to work with a therapist. In
short, it seems that bilingual Latino/as
who are thoroughly immersed in Eng-
lish and American culture do not find an
invitation to switch languages as a more
or less effective intervention. Our find-
ings also suggest that cultural identity
may not affect how bilingual clients per-
ceive therapists who invite clients to
switch languages. 

We acknowledge that there are impor-
tant limitations to the present study.
First, there are limits to the external va-
lidity of our findings given the inherent
limitation of the analogue design. That
is, reactions by actual bilingual clients to
being invited to switch languages by ac-
tual bilingual therapists may be quite
different from reactions to a simulated
therapist. Future researchers should test
our findings using other methods, such
as a quasi-experimental design, with ac-
tual client-therapist pairs. Second, the
client and therapist depicted here were
Latina, whereas the bilingual population
is quite heterogeneous. In fact, research

in this area has fo-
cused on bilingual
Latino/as, so it would
be fruitful to extend
the scope of this work
to include people of
different linguistic and
ethnic backgrounds.
Finally, our sample
size was small, which
may have limited the
power to detect de-
sired effects. Future re-
searchers may try to
replicate our findings
using a larger sample. 

Notwithstanding these limitations, the
present results and those of similar prior
studies challenge the prevailing view that
language switching is an effective thera-
peutic intervention. Indeed, we do not
think there is enough compelling evi-
dence to suggest that language switching
has the kind of effect on the therapeutic
process that many theorists over the past
several decades have posited. The evi-
dence even suggests that language
switching is, in fact, ineffectual with
clients who are proficiently bilingual. 

What to make of these contrasts? We
think that the extant evidence taken as a
whole suggests that language switching
in itself is not an effective therapeutic in-
tervention. It may be, for instance, that
language switching is effective when the
therapeutic alliance is strong, whereas it
may have a negative or no effect at all
when the alliance is weaker. This possi-
ble moderation hypothesis could ex-
plain why analogue studies have not
found the positive effects of language
switching described in case studies (e.g.,
Pitta et al., 1978) or that therapists en-
dorsed in the Santiago-Rivera et al.
(2009) study. Thus, the role that lan-
guage switching plays in psychotherapy

continued on page 15
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with bilingual clients may be more com-
plex than has been theorized so far, and
may be dependent upon factors that
have not been considered yet. In this
way, perhaps the most fundamental
question to address going forward is for
whom, under what conditions, and to

what extent is it effective to switch lan-
guages in therapy?

References for this article can be found
in the on-line version of the Psy-
chotherapy Bulletin published on the
Division 29 website.
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The Impact of 
Internship as a 
Scarce Resource
Last year, 4435 desperate
souls ran an epic race
knowing not all of their
companions would cross
the finish line. After months
of tabulating hours, draft-
ing cover letters and es-
says, soliciting reference
writers, and crisscross-
ing the nation for inter-
views, 53% of doctoral

psychology applicants learned they
matched to an APA or CPA accredited in-
ternship, 18% to a non-accredited intern-
ship, and 29% withdrew or did not
match to a position (APPIC, 2012). For
psychology doctoral students, the intern-
ship year is heralded as the capstone of
training, the crowning achievement of
one’s graduate career, and the culmina-
tion of the journey as a trainee. Yet, each
year, an increasing number of first time
applicants are joined by applicants who
did not match in previous years creating
a bottleneck that worsens with each pass-
ing year (Keilin, Baker, McCutcheon, &
Peranson, 2007; APPIC, 2013). It’s clear
that despite being a requirement for
graduation and an essential aspect of
training, the internship experience is be-
coming an increasingly scarce resource
for an increasing number of students.
This reality affects students long before
they actually enter the match, through-
out the grueling process of the match,
and continues to haunt some students
long after the match is over.

Students enter the match for the first
time typically during the fourth year of
graduate study, yet its impact on the
four years prior cannot be underesti-
mated. First year students quickly learn
the internship year is a requirement for
graduation and the fear of not matching
can lead students to pursue the “hours
game” at the cost of other opportunities.
The belief that accumulating high num-
bers of direct clinical service hours in-
creases one’s chances of successfully
matching with an internship program
results in less time devoted to pursuits
such as research, teaching, and program
development. This pursuit may also
lead to sacrificing quality for quantity.
All too often students may select
practicum training experiences based on
the opportunity to accumulate clinical
hours rather than the chance to pursue
individual areas of interest or quality
learning experiences. This has a cumula-
tive detrimental effect when students
reach the end of their training experi-
ence with a high degree of uncertainty
about their treatment population of in-
terest and what works well for them in
the therapy office.

The internship imbalance additionally
results in many students going to great
lengths in an effort to maintain a com-
petitive advantage. To meet minimum
requirements, most students complete
20 hour per week practicum placements
while enrolled in full-time coursework.
As students advance in their training,
some take on additional hours of
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practicum training in addition to possible
research, teaching, or paid-employment
responsibilities. For many students, this
investment of time and energy results in
postponement of relationships, mar-
riage, and childbearing. In 2010, the me-
dian years to completion of a doctoral
degree in a health service subfield of
psychology was 5 years for a Psy.D and
6 years for a Ph.D. (Mulvey, 2011), with
recent graduates reporting a mean age
of 35 (Kohout et al., 2008). With the stark
reality that 29% of students did not
match in 2012 and the outlook appear-
ing increasingly grim each year, the ef-
fect of this crisis on the sacrifices
students feel pressured to make are all
too real.

The match process itself is a test of en-
durance for many. Students are expected
to commit to paper the professional, the-
oretical, multicultural, research, and per-
sonal identity they have masterfully
developed over the past four years.
Amidst the flurry of activity aimed in
part at increasing one’s odds at securing
the scare internship resource, many stu-
dents suddenly realize they’ve lost sight
of the big picture. Aren’t we here after
all to learn about psychology, how to ef-
fect change in our clients, and who we
are as psychologists? Yet, as students sit
down to answer the big question of
“who am I,” some realize that in an ef-
fort to thwart the possibility of not
matching, training opportunities were
selected less with the goal of learning in
mind and more with the goal of acquir-
ing an internship. This stress and anxi-
ety experienced by most students is
compounded by the costs involved in
the match process. In 2011, the average
applicant spent $1,812 on application
submissions, match registration fees,
travel, and other costs associated with
the match process (APPIC, 2011). Com-
bined with the potentially disheartening
possibility of not matching, for many

students, the scarcity of internship posi-
tions results in a match process charac-
terized by fear, anxiety, and stress. 

In the hours, days, and weeks after
match, students are thrown into a whirl-
wind of emotions, decisions, and reali-
ties many of which have enormous
implications for their future. Those who
successfully match may be required to
move themselves and possibly family
members across the country. Those who
do not match during the first phase, may
make decisions related to applying 
to more sites, withdrawing from the
match, applying to non-accredited sites,
or attending sites outside of the APPIC
system. All of these choices have poten-
tial implications for students’ futures 
related to licensure, mobility, employ-
ment, and eligibility for loan repayment
(Madson et al., 2007). Those who remain
unmatched or who prefer an APA ac-
credited or APPIC member site will
likely chose to enter the match again in
the following year. Not matching can
potentially undermine a students’ self-
confidence and impact financial obliga-
tions. A survey compiled by the APA
Center for Workforce Studies (2009)
paints a bleak picture of the debt the av-
erage student accumulates, as 78.1% of
recent Ph.D. and Psy.D. students in
health service provider subfields of psy-
chology reported debt related to gradu-
ate education while 21.9% reported no
debt. Of those students reporting debt,
a mean of $88,610 was reported and
ranged from no debt at all to $150,000.
As a result of the internship imbalance,
students appear to be paying increas-
ingly high costs for graduate education
that impact their future career trajectory,
personal lives, and financial obligations.

Recently, a more subtle effect of the in-
ternship crisis has been the conflict sur-
rounding efforts to better understand

continued on page 19



the issue and propose solutions. When
viewed from a supply and demand per-
spective, some point to larger academic
programs as playing a role in the intro-
duction of more students to the appli-
cant pool than the shared community
resource can manage (Baker, Mc-
Cutcheon, & Keilin, 2007; Madson et al.,
2007). Others point out that students
from more clinically oriented programs
have a lower probability of success in
the match process and subsequently
may be unequally contributing to the
decline in match rates (Parent &
Williamson, 2010). In seeking responsi-
bility for the scarcity of internship posi-
tions, a climate of blame has developed.
This climate affects students who are al-
ready overburdened with the pressure
of securing an internship, such that stu-
dents from these identified programs
may believe they are less likely to suc-
ceed in the match. For this reason, such
students may settle for non-vetted in-
ternships, sites that do not align with
their training goals, or sites that offer lit-
tle or no monetary compensation. When
students sacrifice the quality of their
training, it creates a potential risk to
those who receive our services and ulti-
mately undermines the reputation of
our profession (McCutcheon, 2011).
Even the failure to acquire adequate
compensation as an intern hurts not
only students but also the reputation of
their programs and the profession of
psychology as a whole as it undercuts
the fundamental worth of the valuable
work we perform. Doling out blame as
we deal with the internship imbalance
ultimately works to undermine the
value of our profession at a time when
we need to unite if others are to take our
profession more seriously.

The issue of declining internship match
rates is not a concern limited to doctoral
psychology students. Besides the experi-
ence of distress the imbalance creates for

students as they navigate the match
process, it has created a ripple effect that
affects faculty and academic programs as
well as the reputation of our profession.

So What’s a Good Profession To Do?
Hatcher (2011) highlighted that the 
psychology internship imbalance has
created binds for students and problems
for the quality of education and the 
profession as a whole. Drawing on the
literature of the management of scarce
but renewable common pool resources,
Hatcher provided specific suggestions to
understand this problem and to resolve
it. He encouraged doctoral programs
and their academic associations to work
together to develop a governance struc-
ture to manage the essential resource, the
psychology internship position. 

Clearly psychology internship positions
are a scare resource. Only 80% of intern-
ship positions in the APPIC Match are
APA Accredited while the majority of
the remaining 20% are APPIC member
programs (APPIC, 2012). Some other
internship programs have developed
and are members of local rather than
national associations (Schaffer et. al,
2011). In addition, some academic pro-
grams have developed captive intern-
ships (Cornish, Smith-Acuna, Nadkarni,
2005) that may or may not participate in
the APPIC Match. But unfortunately,
these positions cannot handle the cur-
rent number of students applying for in-
ternship, as almost 30% of students
applying for internship in 2012 did not
match. Hatcher (2011) called for increas-
ing collaboration between the academic
program associations in order to man-
age the demand for internships, but lit-
tle has changed since his call to action
except the number of students who did
not match increased.

As described earlier in this paper, 
students are paying a significant price
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due to a training process that may or
may not lead to an internship position
and the ability to take the next step to
reach a student’s career goal. Clearly the
comments presented earlier in this
paper provide a first hand account of the
painful road that all doctoral students
are on. APA has required that programs
provide basic information about the
match rates to potential students. But
applicants to doctoral programs rarely
know anything about the need to exam-
ine program match rates. Undergradu-
ate psychology advisors need to do a
better job informing doctoral program
applicants about the difficulties and pit-
falls in the educational process leading
to becoming a psychologist. If this is
done and students are adequately in-
formed about these issues, the number
of students seeking a doctoral degree in
psychology may experience a significant
reduction. 

Once accepted into a doctoral program,
faculty should help students understand
that the “hours game” described above
may have limited utility. Students are
spending significant effort to accrue
hours of supervised experience at the
practicum level at the cost of other as-
pects of their program. Rodolfa, et al.
(1999) and Ginkel, Davis, and Michael
(2010) replicating the Rodolfa, et al.
study found that although hours were
important, many aspects of the intern-
ship application process were important
to internship training directors. Al-
though this issue has been discussed by
the APPIC Match Coordinator (Keilin,
Baker, McCutcheon, & Peranson, 2007),
students may gravitate to accruing
hours because it is something they can
do to feel an enhanced sense of control
over a process where they have limited
control.

Rodolfa, et al. (2009) highlighted numer-
ous suggestions to resolve the match 
imbalance. They encouraged APA to fol-

low-through and do a workforce analy-
sis. Although APA has taken steps to de-
velop the foundation for a workforce
analysis (Rozensky, et al., 2007), APA has
not completed this task. Our nation is
struggling with conflicts and problems
that call for resources to help resolve
them and support our citizens. Peterson
and Rodolfa (2000) described the need 
for more not fewer psychologists, while
Robiner and Crew (2000) emphasized
that the need for psychology practitioners
has plateaued. Without a workforce analy-
sis, we will not know the real answer. 

What is clear, however, is that the num-
ber of psychologists should not be
driven by the bottleneck at internship.
The profession of psychology must
come to a consensus on the nature of this
problem and take significant steps to re-
lieve the bottleneck. 

The American Psychological Association
should be commended for developing
$3,000,000 in grants to reduce the imbal-
ance by creating up to 530 new intern-
ships (Dingfelder, 2012). Surprisingly,
however, the number of grant dollars
awarded has been significantly less than
what APA offered resulting in approxi-
mately 75 internship positions. Does
that mean there are not sufficient pro-
grams interested in developing accred-
ited internships? 

Our nation needs the mental health as-
sistance offered by psychologists and
should better support the education of
those psychology trainees who will pro-
vide this service in the future. The pro-
fession of psychology also needs to
better support the students upon whose
shoulders our profession rests. Students
should experience a sequence of training
that is not clouded by unnecessary anx-
iety due to the bottleneck at internship.
This sequence of training to become a

20
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psychologist should be challenging, en-
gaging and supportive to help students
learn the competencies of the profession.
It should not be divisive or unnecessar-
ily anxiety provoking. 

For at least 16 years the internship im-
balance has existed and grown. The pro-
fession has highlighted the courageous
conversations (Grus, McCutcheon, &
Berry, 2011) it has had discussing what
to do about the imbalance, but the im-
balance continues to grow. It is truly

time for the academic associations to
take strong action to eliminate the in-
ternship bottleneck and create a new
and healthy training environment for
students seeking to enter the profession
of psychology who will be trained to
provide service to a public in need. 

References for this article can be found
in the on-line version of the Psy-
chotherapy Bulletin published on the
Division 29 website.
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The values and pro cesses
of admissions commit-
tees in clinical psychol-
ogy Ph.D. programs
have a direct impact on
not only the selection of
clinical psychologists,
but also, by extension, on
the nature of their train-
ing, on those who ulti-
mately use their services
(e.g., clients), and on the
shape and quality of the
field at large. Research

has affirmed the importance to these ad-
missions committees of applicant re-
search interests, experience, and
productivity; match between applicant
and program; and an epistemic 
orientation to scientific inquiry (Keith-
Spiegel, Tabachnick, & Spiegel, 1994;
Keith-Spiegel & Wiederman, 2000). 

The high valuation of applicant research
skills is often tied to programs’ use of a
“mentor-model” approach to graduate
education and admissions. In this
model, graduate students and mentors
form extended relationships centering
primarily on research and scholarly ac-
tivities (Ponce, Williams, & Allen, 2005).
Most clinical psychology programs com-
bine elements of mentoring by individ-
ual faculty with training on a more
general programmatic level. Typically,
though, the stronger the emphasis on re-
search in a given program—and the
more research-oriented the faculty—the
more prominent the role of individual
mentoring in a student’s training (Clark,
Harden, & Johnson, 2000; Fauber, 2006),

as faculty are invested in working with
students who believe in their research,
work in their labs, and publish. 

Benefits of positive mentoring relation-
ships include student development of
professional skills, enhancement of 
confidence and professional identity,
scholarly productivity, enhanced net-
working, dissertation success, and satis-
faction with one’s doctoral program
(Clark et al., 2000; Johnson, Koch, Fal-
low, & Huwe, 2000). However, some see
the mentor model as primarily serving
the needs of individual faculty members
of programs rather than the students for
whom it was ostensibly designed. Karon
(1995), for example, suggested that the
mentor model leads to a restriction of
originality and intellectual risk-taking in
the realm of student research. Moreover,
in at least some cases, there is a marked
discrepancy between what applicants to
clinical programs are primarily selected
for (specialized research skills) and what
they primarily end up doing (clinical
work) (Craighead & Craighead, 2006;
Gelso, 20006).

How does the model impact the admis-
sions process? First, applicants are now
more often encouraged or explicitly
asked to specify the faculty member(s)
with whom they would most like to
work; they come to expect that their ap-
plication materials will be viewed by
these faculty members and thus aim to
appeal to their interests. Second, the
evaluation process becomes one by
which the applicant’s match with a par-

EDUCATION AND TRAINING

Clinical Psychology Ph.D. Program Admissions: 
Implications of the Mentor-Model Approach
Jesse A. Metzger, Ph.D., McGill University, Montréal, Canada
Barry A. Farber, Ph.D., Teachers College, Columbia University
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ticular faculty member’s research is em-
phasized over his or her fit with the pro-
gram’s general goals or clinical ability. A
third implication is that faculty may feel
pressure to admit only those applicants
whom they view as “low risk/high-
probability contributors to the success-
ful operation of their labs” (Fauber, p.
231), as opposed to applicants whose in-
terests and talents may be more diverse,
let alone clinical in nature. 

This study explored both the extent of
the role of the mentor model in clinical
Ph.D. programs and the direction of its
impact on a variety of program do-
mains, including student and faculty
scholarly productivity, programmatic
morale, and the overall quality of the
student body. 

Method
Participants
Participants (N = 50) were Directors of
Clinical Training (DCTs) of APA-accred-
ited clinical psychology Ph.D. programs
in the U.S. and Canada whose programs
were listed on the APA “Accredited Pro-
grams in Clinical Psychology” website
(APA, 2009, May 21). The response rate
was 29.2%, with 50 out of 171 DCTs re-
cruited completing the survey. Of those
responding, 56% were male, 42% were
female, and one participant did not re-
port his or her gender. Mean age was
50.08 years (SD = 7.87; range = 34 to 69);
mean number of years as DCT was 5.52
(SD = 5.75; range = 1 to 28). 

As rated by DCTs, programs tended to
be somewhat more research-oriented
than clinically-oriented (M = 5.09, SD =
1.14; where 1 = extremely clinically ori-
ented, 4 = equal emphasis, and 7 = ex-
tremely research oriented), to place
significant emphasis on evidence-based
treatments (EBTs) in their clinical train-
ing (M = 5.39, SD = 1.02), and to empha-
size a cognitive-behavioral (CBT)
orientation (M = 5.49, SD = 5.49). Other

orientations were considerably less em-
phasized, including psychodynamic,M
= 2.55, SD = 1.41. The majority of pro-
grams endorsed a scientist-practitioner
training model (70.5%, n = 31), followed
by a clinical-scientist training model
(27.3%, n = 12). 

Measure and Procedure
A questionnaire was designed specifi-
cally for this study. Program character-
istics of clinical-research emphasis,
degree of program emphasis on EBTs,
and program theoretical orientation
were assessed using 7-point Likert
scales. The extent to which DCTs believe
their programs utilized a mentor-model
approach to admissions was also as-
sessed via 7-point Likert scale (1 = not at
all, 7 = exclusively). 

Data collection took place over a two-
month period in the Spring of 2009. All
171 DCTs were emailed a letter of invita-
tion to participate in “a research study
on the clinical psychology Ph.D. pro-
gram admissions process,” an informed
consent form, and a link to access the
online survey. A second, “reminder”
email was sent one month after the ini-
tial email. 

Results
The DCTs in this sample tended to
somewhat-to-strongly agree with the
statement, “the emphasis in clinical psy-
chology Ph.D. program admissions has
shifted toward a mentor-model ap-
proach in recent years (toward ‘match-
ing’ admitted applicants with particular
faculty members)” (M = 5.48, SD = 1.27,
where 1 = very strongly disagree, 4 = no
opinion/not sure, and 7 = very strongly
agree). On average, their programs
tended to utilize a mentor-model ap-
proach “most of the time” (M = 5.82, SD
= 1.17, where 1 = not at all, 4 = no opin-
ion/not sure, and 7 = exclusively). The

continued on page 24
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extent to which DCTs agreed that admis-
sions has shifted toward greater use of
the mentor-model was moderately asso-
ciated with program CBT emphasis (r =
.40, n = 43, p < .01) and EBTs in the train-
ing of students (r = .36, n = 44, p < .05).

To what degree do DCTs whose pro-
grams utilize a mentor-model approach
to admissions at all—all but one in this
study—believe this approach has had a
positive or negative impact on 20 pro-
gram domains? As Table 1 indicates,
only two item means fell below the “no
impact” mid-point, indicating a “some-
what negative impact”: applicant hon-
esty about research interests (M = 3.63,
SD = 1.30) and admission of applicants
whose research interests are broad/var-

ied (M = 3.68, SD = 1.23). However, the
proportion of negative responses data—
endorsement of rating points 1, 2, or 3
on the scale—indicates that considerable
percentages of DCTs also believe that
the mentor-model has led to a decrease
in the admission of clinically talented
applicants (nearly 25%), the degree of
originality of student research projects
(22%), the diversity of the student body
(19.5%), and faculty cohesion (19.5%).
By contrast, no DCT indicated any de-
gree of negative impact of the mentor
model on faculty scholarly productivity. 

Discussion
The results of this study indicate that the
mentor-model approach is at the very

24
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Table 1

Mean Ratings of Domain-Specific Impact of Mentor-Model Approach
Domains M SD n Proportion of 

Negative Response
Student scholarly productivity 5.98 1.11 41 2.4%
Faculty scholarly productivity 5.88 .95 41 0.0%
Overall quality of student research 5.83 1.14 41 2.4%
Faculty morale 5.78 1.24 41 7.3%
Student morale 5.51 1.05 41 7.3%
Average number of years to student 
program completion 5.39 1.28 41 7.3%

Overall quality of the student body 5.39 1.34 41 9.8%
Overall quality of student writing 5.29 1.29 41 7.3%
Student involvement in professional 
organizations 5.15 1.17 41 2.4%

The field of clinical psychology in general 4.88 1.20 40 12.5%
Programmatic cohesion/sense of community 4.88 1.35 41 14.6%
Overall quality of student clinical work 4.83 1.28 41 7.3%
Faculty cohesion 4.71 1.42 41 19.5%
Curriculum 4.60 .98 40 2.4%
Degree of originality of student research 
projects 4.54 1.25 41 22.0%

Diversity of the student body 4.32 1.23 40 19.5%
Maintenance/achievement of desired 
gender ratio 4.22 .76 41 2.4%

Admission of clinically talented applicants 4.10 1.16 41 24.4%
Admission of applicants whose research 
interests are broad/varied 3.68 1.23 41 56.1%

Applicant honesty about his/her 
research interests 3.63 1.30 41 56.1%

Note. “Negative responses” = 1, 2, or 3 on 7-point Likert scale.
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heart of most clinical psychology Ph.D.
program admissions. The data point to
many perceived benefits of the mentor-
model approach, yet also suggest some
troubling trends. 

The DCTs in this study reported that this
model has a positive effect on most do-
mains of their programs. The finding of
its perceived positive impact on stu-
dents—in particular, on student schol-
arly productivity, quality of student
research and writing, student morale,
years to student program completion,
quality of the student body, student in-
volvement in professional organiza-
tions—is consistent with research by
Clark et al. (2000) and Johnson et al.
(2000), whose clinical psychology grad-
uate student participants reported simi-
lar benefits. It is noteworthy that most of
these domains, while beneficial to stu-
dents themselves, also benefit programs’
standings with respect to APA accredi-
tation standards. The model’s perceived
positive impact on faculty domains—
faculty scholarly productivity and
morale—suggests that faculty are moti-
vated to admit students who will con-
tribute to the success of their research
labs, and that their productivity goes
hand-in-hand with high morale. 

Thus, the model appears to carry clear
benefits for students, faculty, and pro-
grams in general. At the same time, ac-
cording to DCTs, the mentor-model
approach has a negative impact on the
admission of applicants whose research
interests are varied, as well as on appli-
cant honesty about research interests.
Although some applicants who initially
“modify” their interests to secure a
match with a mentor may later find
great satisfaction in this research, there
is something unsettling about this pat-
tern. Indeed, to the extent that the men-
tor-model rewards dishonest reporting
by some applicants, the question arises
as to whether this constitutes a violation

of the APA’s (2002) Ethics code. Accord-
ing to Principle C: Integrity: “Psycholo-
gists seek to promote accuracy, honesty,
and truthfulness in the science, teaching,
and practice of psychology. In these ac-
tivities psychologists do not steal, cheat,
or engage in fraud, subterfuge, or inten-
tional misrepresentation of fact” (emphasis
added). While these applicants are not
yet psychologists, it seems troubling that
practically the first step in their training
process may de facto steer them toward
behavior that falls short of professional
standards of integrity. 

There are several limitations of this
study. The first is the relatively low re-
sponse rate (29.2%). Although this rate
falls within the range seen in similar
studies (e.g., Landrum, Jeglum, &
Cashin, 1994), a higher rate would in-
crease confidence in the generalizability
of these findings. In a related vein, it is
important to reiterate that this research
focused on Ph.D. programs only, and
that the admissions practices of Psy.D.
programs, growing in popularity, are
unlikely to reflect these same patterns. 

The Ph.D. in clinical psychology is
somewhat of an anomaly; it is defined
by mastery of both research and clinical
skills, and it functions as both a research
and a professional degree. In fact,
though, the majority of clinical psychol-
ogy Ph.D. graduates do not pursue aca-
demic careers, nor conduct research
after graduation. Only 25% of 1995 doc-
torate recipients from university-based
clinical psychology programs were em-
ployed in academic settings; by contrast,
48% were in health care delivery settings
(Belar, 2006).  The field of clinical psy-
chology—specifically Ph.D. programs—
may need to address the question of
whether an admissions system that pri-
oritizes the research match between ap-
plicants and a specific faculty member
(and has many benefits) is truly justifi-

continued on page 26
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able, given both its potential for ethical
murkiness and the multiple real-world
(i.e., clinical) responsibilities graduates
are likely to have.

References for this article can be found
in the on-line version of the Psy-
chotherapy Bulletin published on the
Division 29 website.
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In a recent article,
Greenberg (2012) asks
where is psychology and
psychotherapy going?
He mentions a number
of concerns including,
the importance of the

therapeutic relationship, that he feels it
is going digital, and argues the pros and
cons of this direction for our field.

Well, responding to Greenberg’s request
to continue this discussion, after almost
50 years of doing this thing called 
therapy, I don’t know where it’s going. 
I don’t even know where I am going,
since “you never know” (Ram Dass). I
am aware of where it was when I started,
in the 1960’s, where it’s moving now
(digitally and otherwise), and where I
would like it to go. This article starts
where I would like it to go and the rea-
sons I feel this way. I will address some
of the issues mentioned, but will add
some things I hope to see in our field be-
fore I die. I write this in the interests of
our future clients who are suffering and
will continue to suffer, and what I believe
we can do to minimize, even eliminate
the suffering, even though we may not
eliminate the pain of living and loss.

The first issue that Greenberg addresses
is the controversy as to the usefulness of
treatment manuals. I’m not educated on
this issue, have never used manuals, so
I leave it to the researchers to investigate
this mess. Since the evidence strongly
suggests that the therapeutic relation-
ship or alliance (the bond) formed be-

tween the clinician and patient lies at the
heart of psychotherapies that produce
positive benefits I would like to address
this issue and here is why.

What exactly is the treatment relation-
ship? What exactly is involved in the
treatment relationship? What exactly
does it do to facilitate positive results?
What kind of treatment relationship es-
tablishes this bond that supposed to fa-
cilitate treatment change? I even have
questions regarding what exactly is fa-
cilitated, that is, what kind of change is
facilitated by the treatment relationship.

My experience tells me that listening in
a non-judgemental manner, ala Carl
Rogers, an aspect of a therapeutic al-
liance, to the clients’ concerns is useful.
I was in therapy from 1961-1964. My
therapist, well trained and motivated to
help through listening, helped me un-
burden my pain. He was a good man,
psychodynamically trained, in the Sulli-
vanian tradition, as many NY analysts
were in those days. He had little to offer
in terms of direction, and perhaps said 3
or 4 things during that period, except for
“our time is up; I’ll see you next Tues-
day.” Nevertheless, it was helpful since
I knew nothing else and expected noth-
ing else. Subsequently, my experience
also tells me that listening with compas-
sion, though helpful, is not enough and
can, in fact, be destructive to the change
process. Many clients, who have been in
therapy with other practitioners, have
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told me they terminated therapy be-
cause the therapist just listened. They
frequently say they don’t even remem-
ber the therapist’s name and what they
got from the experience. Some have said
that listening without feedback made
things worse for them. It was this real-
ization that led me to change my ap-
proach in the late 1960s. Listening and
understanding was not enough to help
patients, as much as I wanted it to be.
Up until the late 1960s, we listened, with
an occasional “interpretation (ours, not
the patient’s, which we then offered as
the “Truth,” hoping the patient would
buy in and this would lead to change).
Our interpretations never helped my pa-
tients, but it did fool me into thinking,
along with my supervisors, that we
were trying. But I’ve learned that “try-
ing is lying.” We either are helping, not
helping or harming our clients. Trying,
a client told me is “bullshit.” In those
days, we had little to offer patients. If the
patient didn’t accept our interpretation,
for example, and did not change, he was
called “resistant,” one of the craziest
things we did to patients. I discovered
that therapists are as resistant to change
as clients are. Many reasons, not dis-
cussed here, but can be read in a recent
unpublished paper (Steinfeld, 2012).
Starting in the late 1960s, with relaxation
and behavior therapy we could help
people change their behavior, if this is
what they wanted. In the 1970s, cogni-
tive theory and practice emerged as did
briefer therapies which helped people
change their thoughts and feelings and
behavior. Previously, the idea of change
was not even discussed, let alone the
concept of” Cure,” heaven forbid. So,
back to the treatment alliance. It seems
that the therapeutic alliance is based on
the experience of the client, what he/she
expects and wants in this relationship.
Nonjudgmental listening is fine, as I
said, especially in early sessions. But, I
was trained by Abert Ellis. I loved Al,

not because he listened, which he did,
but because he could help me become
aware of my dysfunctional cognitions
while always accepting me as a totally
acceptable, though screwed up person.
Something he frequently confronted
therapists with when he lectured. The
group usually laughed, knowing how
true it was.

Al would confront my irrational beliefs.
Prior to this I did not even realize how
dysfunctional they were. I thought my
thoughts were reflective of reality, not
my “perception” of reality. Al helped his
patients change those irrational and dys-
functional concepts and thereby their
feelings and subsequently their behav-
ior. So do other cognitive behavioral
therapists (Beck and others). Most of my
patients like this approach; that’s why
I’ve been using the cognitive behavioral
model since the early 1970’s. Recent re-
search has reported this as useful for
many clinical issues, so I hope we con-
tinue to improve these cognitive models.
I also hope future approaches also move
further towards briefer therapies since I
believe that effective and efficient thera-
pies give people what they pay for. I
consider effectiveness and efficiency to
be ethical, as did, Jay Haley (1990), who
developed Strategic therapy. Haley was
one of my teachers as well. Regarding
this issue of interminable psychother-
apy, I once asked a noted psychoanalyst
when therapy ends, and he said, quite
matter-of-factly, that therapy “never
ends,” clearly a self-serving position.
This is in the interest of the therapist and
not necessarily the patient .This leads us
into being clear regarding contracts we
develop with clients and what the exit
strategy is. Also, the word “cure” was
never mentioned in psychotherapy. To
me cure is when the agreed on changes
are achieved in line with the contract
(Steinfeld, 1980). Of course, contracts are

continued on page 29
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always renegotiable. So, where do I
hope treatment or psychotherapy is
going? Toward briefer treatment (B),
more integrative (I), with clear therapeu-
tic goals (S-olution focused), a clear time
when therapy ends and is directed by
the client (C). I have called this process
BISC (Steinfeld, 2012). I also hope this
forces us to be more mindful, and in the
tradition of Buddhism, to develop com-
passion and wisdom as part of our ethi-
cal treatment as it moves toward a more
spiritually oriented, holistic framework
with interventions that flow from this.

I will not discuss the digital age issues
that Greenberg mentions and how it will
affect our future. I’m not familiar with
this area of focus. In line with some of
the above comments, to reboot psy-
chotherapy treatment, I believe we need
to augment traditional approaches with
an array of newer intervention models
since this can move us forward on this
holistic pathway of treatment. 

For example recent developments in the
field of energy psychology (Feinstein,
2012; Craig, 2000; Callahan, 1982; Lip-
ton, 2010), supported by developments
in neuroscience and quantum physics,
can facilitate this integration of mind
body and spirit. I propose, as others
have, that cognitive behavioral therapy
as an aspect of the constructive metathe-
ory (Mahoney, 1995) be further devel-
oped, where energy interventions are
employed to rapidly change negative
cognitions and emotions. APA seems to
be resistant to allowing energy tech-
niques, like EFT (Emotional freedom
techniques, Craig) to be deemed an em-
pirically approved therapy, despite the
myriad of positive clinical and research
support for these procedures in the
treatment of PTSD and related anxiety
disorders (Feinstein, 2012). Even our es-
teemed profession can be resistant to
something new which is supported,

while promoting psychoanalytic psy-
chotherapy, where empirical support is
clearly lacking. Talk about self serving
bull@#*%. These newer therapies, com-
bined with mindful-based cognitive 
behavioral interventions can move us
toward a more ethical, client served
practice. Based on the neuroscience re-
search (Hanson & Mendius, 2009),
mindful based practice (cognitive ther-
apy) suggests that changing thoughts
can change the brain, which then contin-
ues to further change thoughts and then
the emotions that follow, not to mention
supporting our immune system, as 
we open up new behavioral options for
the client, in the interest of the goals of
the patient. Theoretically, the cognitive
model, as supported by clinical research,
as many have noted, and newer devel-
opments in the neurosciences, propose
that the mind changes the structure of
the brain, quite fascinating from my
point of view.

Meditative and other mindful-based in-
terventions increase our awareness of
the interpersonal and intra personal ex-
periences, and more specifically, neuro-
science research shows how implicit
memory, as well as an explicit memory,
affects our cognitive appraisals, which
in turn affect our emotions and experi-
ence of reality. This allows for more be-
havioral choice, and ultimately, more
responsibility to choose healthful or
harmful paths. It also makes possible a
spiritual approach to psychotherapy, or
at least a way of dealing with spiritual
(not religious) issues that arise in ther-
apy. For more on how implicit memory
determines our perception of reality
through a proposed process of priming
see Steinfeld (1967, 2012). Once we are
clear about this process, it opens up the
possibility that we can integrate psycho-
logical and spiritual issues in psy-
chotherapy. In the West, it’s “I’ll believe

29
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it when I see it.” With a spiritual per-
spective, it’s “I’ll see it when I believe
it,” including our “experience” of God.
Would love to discuss this further.

References for this article can be found
in the on-line version of the Psy-
chotherapy Bulletin published on the
Division 29 website.
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It is important for
every psychologist to
be familiar with and
adhere to the American
Psychological Associa-
tion (APA) Ethical Prin-
ciples of Psychologists

and Code of Conduct (Ethics Code, APA,
2002, amended 2010). In particular, psy-
chologists are guided by five principles
in the Ethics Code. The first ethical prin-
ciple (Principle A) involves safeguard-
ing the welfare of clients (beneficence),
and avoiding harm (nonmaleficence).
This paper will examine the ethical con-
siderations involved in trauma-focused
cognitive behavioral therapy (TF-CBT)
with children and adolescents, particu-
larly exploring the client’s re-experienc-
ing of the trauma. In other words, how
can psychologists approach trauma 
survivors in psychotherapy in such a
way as to avoid re-traumatization, while
still addressing the scope and effect of
extreme stressors from the traumatic 
experience?

Trauma-focused cognitive behavioral
therapy is a components-based psy-
chotherapy involving trauma-sensitive
interventions with family, humanistic,
cognitive, and behavioral principles
(Lang, Ford, & Fitzgerald, 2010). Cohen,
Mannarino, and Deblinger (2006) ex-
plain that TF-CBT is a short-term (12 to
16 sessions) intervention for children
and adolescents (ages 3 to 17) suffering
from posttraumatic stress reactions. It is
also an intervention employed in ther-
apy with their caregivers. 

This intervention technique was de-
signed to address and reduce both 
behavioral and emotional problems as-
sociated with trauma exposure (Cohen
et al., 2006). The goal is to build cogni-
tive-behavioral skills and gradually ex-
pose the client to the feared trauma
triggers and memories (Lang et al.,
2010).  Cohen et al. (2006) describe this
intervention by the acronym PRAC-
TICE: Psychoeducation and Parenting
skills, Relaxation, Affective expression
and modulation, Cognitive coping and
processing, Trauma narrative, In-vivo
exposure, Conjoint sessions, and En-
hancing future safety and development. 

The use of TF-CBT fosters an environ-
ment wherein both the child and
guardian can build coping skills while
processing the trauma and sharing de-
tails of the trauma with each other
through narratives. The children and
guardians participate in “separate but
parallel” sessions, but also attend ther-
apy sessions together to reinforce con-
cepts and build positive relationships
via communication (Lang et al., 2010).

The efficacy of TF-CBT has been tested
and supported in many randomized
controlled trials demonstrating that this
method of intervention for trauma does
indeed decrease symptoms of posttrau-
matic stress (Cohen & Mannarino, 2008).
That said, the potential negative effects
of re-experiencing a traumatic event in
such a vivid and personal manner could
be harmful for children. Newman (2007)

ETHICS IN PSYCHOTHERAPY

Ethical Considerations of Trauma-Focused 
Cognitive Behavioral Therapy
Jessica R. Green
University of Denver Graduate School of Professional Psychology, 
Masters Program in Forensic Psychology
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reported that participants in trauma-fo-
cused research experience distress in
sharing their traumatic experiences with
the investigators. This could also hold
true for clients in psychotherapy. 

Ariga et al. (2008) demonstrated that
being confronted with traumatic news,
such as the re-telling of a traumatic
event, led to the development of PTSD
in 61.9% of the participants. Since TF-
CBT involves the affected child sharing
his/her experience with his/her
guardian and vice versa, each client may
be susceptible to the development of
posttraumatic stress features in reaction
to this sharing of experience. Concur-
rently, Van der Kolk (2007) noted that ex-
posure to specific emotional or sensory
triggers allow the client to feel and act in
a similar manner as during the initial
trauma (which would seemingly pre-
vent the catharsis intended to be elicited
during the TF-CBT process). 

In addition to Principle A, Ethics Code
standard 3.04 states that a psychologist
should take “reasonable steps to avoid
harming [his/her] clients/patients… and
to minimize harm where it is foreseeable
and unavoidable.” Particularly for clients
who have presented with Posttraumatic
Stress Disorder, the most characteristic
symptom involves reliving aspects of the
trauma in a distressing and vivid way,
through flashbacks, nightmares, and
other intrusive and sensory mechanisms.
The re-experiencing of a traumatic event
may in fact be traumatic in itself, so it is
useful to consider how to approach a
client in trauma-focused therapy while
still adhering to the Ethics Code. Unlike
treating the trauma with medications, as
recommended by the American Psychi-
atric Association Practice Guidelines
(2004), Mayor (2005) recommends utiliz-
ing structured psychological treatments
that focus on the specific event such as
trauma-focused cognitive behavioral

therapy or eye movement desensitization
and reprocessing.

Despite the high success rate in lowering
symptoms of posttraumatic stress and
increasing positive communication and
coping skills, there are many risks inher-
ent in trauma-focused psychotherapy
that involves recalling experiences of the
trauma. In these cases, it is key to sepa-
rate the traumatic exposure (which is the
recall) and the actual traumatic experi-
ence, because this could hinder the pos-
itive therapeutic effect psychologists
seek. Newman (2007, pages 57-59) notes
a few ideas to consider when using
trauma-focused therapy with a client
presenting with distress brought on by
addressing a previous trauma:
• Does the distress experienced by the
client exceed the level of “harm or dis-
comfort ordinarily encountered in
daily life or during the routine physi-
cal or psychological examinations?”
(Newman, 2007, pg. 57)

• Does the re-experiencing of a trau-
matic event in therapy cause distress
that encompasses existing feelings, or
does the experience evoke emotions
that were not previously felt?

• At what point could the distress be
considered harmful rather than “emo-
tional engagement?”

• Is upset in any way related to regret
about engaging in therapy?

• In the context of therapy, what is the
benefit or gain from engaging in the
recall of traumatic events?

• Are secondary effects of trauma affect-
ing the client (such as medical, finan-
cial, and social difficulties), and could
those effects influence the therapeutic
approach, process, and experience?

The answers to these questions may
vary from session to session. As is typi-
cal with most therapeutic processes,

continued on page 33
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there will be good days, and there will
be more difficult days. If the answers to
these questions enable the psychologist
to think about the therapy in a different
way, and maybe choose a different, less
risky approach, then Principle A and
standard 3.04 of the Ethics Code may
still be met. If the psychologist can be
psychologically-minded, self-aware and
conscientious, and take the time to real-
ize and understand the systems in
which he/she is working, then this sort
of trauma-focused, and trauma-induc-
ing, therapy can be extremely beneficial
for the client.

In order to use TF-CBT effectively and
without harming the client, it is neces-
sary to be aware of and recognize possi-
ble distressing moments for the client.
Though TF-CBT is only meant to be a
short-term intervention (Cohen et al.,
2006), the clinician should take the nec-
essary time to guide the client through
the process slowly and deliberately
rather than encouraging the client to im-

mediately prepare the trauma narrative.
The clinician should also employ the
phase-based PRACTICE method of TF-
CBT (Cohen et al., 2006) wherein the
client focuses on the initial preparatory
components (psychoeducation, parent-
ing skills, relaxation, affective expres-
sion, cognitive coping), then use
subsequent gradual exposure tech-
niques to process the traumatic event
(Lang et al., 2010). As therapy pro-
gresses, the child and guardian may
learn to utilize these coping skills in ad-
dressing their traumatic experience
through the personal narrative (Grasso,
Joselow, Marquez, & Webb, 2011). Ulti-
mately, the re-experiencing of a trauma
may be less distressing if the client uti-
lizes the newly acquired positive coping
mechanisms.

References for this article can be found
in the on-line version of the Psy-
chotherapy Bulletin published on the
Division 29 website.
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SOCIAL JUSTICE AND PUBLIC POLICY

Social Justice and Public Policy:
Initiative on Pro Bono Provision of Services
Rosemary Adam-Terem, Ph.D., Committee Chair

Writing about pro bono
work on this Martin
Luther King Jr. Day,
two quotes came to
mind. From Mahatma
Gandhi: “The best
way to find yourself is
to lose yourself in the

service of others.” And from Dr. King:
“Life’s most persistent and urgent ques-
tion is, ‘What are you doing for others?’”
Our committee has taken on the task of
examining the work psychotherapists
do for no or little money. 

The original initiative
During his presidency of Division 29,
Jeff Magnavita chose among his four
initiatives the goal of establishing 

“a mechanism for listing nonprofit 
organizations which we endorse that
provide pro bono mental health serv-
ices” (Magnavita, 2010). 

Hoping to highlight those organizations,
as well as individuals who are embed-
ded in communities around the world
offering their services on a pro-bono
basis, the goal was to feature them on
our website with easy access links 
for those of us who are committed to
pro-bono work and want to find worthy
organizations to which to contribute our
services.

Dr. Magnavita noted “there are amazing
individuals amongst us who work 
tirelessly for the benefit of others.” As 
an example, he noted that in 2009, Dr.
Barbara Van Dahlen Romberg was se-
lected for the Rosalee G. Weiss Award
and Lecture for work as founder and
president of the Give an Hour Founda-

tion (www.giveanhour.org). This inno-
vative nonprofit organization recruits
psychotherapists willing to volunteer
just one hour a month to provide serv-
ices to military personal returning from
Middle East deployment. 

As the domain representative for the
Public Policy and Social Justice Domain
at the time, I was asked to work on a
mechanism for reviewing organizations
which we might endorse as good stew-
ards for giving back to our communities. 

Not so easy
I decided to begin with some fact-find-
ing, and put out a request for informa-
tion to the STPA’s to see what was
happening in each state, territory and
province. I had no responses. In his 2010
column, Dr. Magnavita had asked mem-
bers to contact me with suggestions for
worthy organizations or individuals we
could feature for their community serv-
ice. I had no responses. Searching the in-
ternet for interesting pro bono programs
proved quite difficult and very piece-
meal, though I did find several interest-
ing programs, which will be described
in future columns and eventually on the
website. It was hard to find enough pro-
grams to set criteria for the original ini-
tiative. Obviously, we need a different
approach.

Perhaps no one is interested in pro
bono work?
This seemed very unlikely especially
given our proclivity as a helping profes-
sion to want to work for the benefit of
others. We are all aware that our Ethics
Code states in Principle B: Fidelity and
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Responsibility: “Psychologists strive to
contribute a portion of their professional
time for little or no compensation or per-
sonal advantage.” So why was this so
elusive? Many hypotheses came to
mind: people are already doing enough
pro bono work; they are too busy; they
see pro bono work in different ways.
Some research on the topic might be use-
ful, so with the help of the committee,

we created a survey which will soon be
accessible on our website, posted to our
listserv, or can be copied from the Bul-
letin and sent in the old-fashioned way.

Please take a few minutes to read the
survey here and if you fill it out, please
send it to me at drrozi@yahoo.com or by
mail to me at 1833 Kalakaua Avenue,
Suite 800, Honolulu, HI 96815. 

DIVISION 29 PSYCHOTHERAPY
COMMITTEE ON SOCIAL JUSTICE AND PUBLIC POLICY
SURVEY ON PRO BONO PROVISION OF SERVICES

We are interested to learn more about psychotherapists’ views and practices re-
garding the provision of pro bono services. Please take a few minutes to complete
this brief survey. We would be especially grateful for your comments and ideas
in the open questions.  Thank you.

1. How important do you consider pro bonowork to be?
Extremely Very Fairly Not very Not at all

5 4 3 2 1

2. Do you believe that psychologists have an ethical obligation 
to provide some pro bono services?   � YES       � NO

Demographics
3. Your age: __________
4. Your gender: ________
5. Your profession: 
� psychologist    � psychiatrist    � social worker    � nurse   � counselor
other, please specify: _________________________________________________

6. Years in practice: ________

7. Type of practice:
� Independent/private    � Counseling center    �Hospital    � Clinic    
�Mental Health Center    � Government organization
� Other, please specify: ______________________________________________

8. Location of practice:
� Urban    � Suburban    � Rural
� Other, please specify: ______________________________________________

9. State(s) where you practice, please specify: _____________________________

10. Populations served:   � Child and adolescent     � Family     �Adult     
� Older adult     � Special populations, please specify:
__________________________________________________________________

continued on page 36



11. Do you provide pro bono services to clients/organizations in your practice?  
� YES  � NO

12. If NO to Question 11, why do you not provide pro bono services?
� Cannot afford to forego income
� Feel that reimbursement rates are so low in some cases, they amount to 
pro bonowork

� Do not believe in pro bono provision of services
� Do not know how to get started
� Feel that the help I provide is enough
� Other, please specify: _______________________________________________

13. If YES to Question 11, what type of pro bono services do you provide?
� Psychotherapy
�Assessment/testing
� Consultation to staff/management
� Supervision of trainees/early career psychologists
�Mentoring of students/early career psychologists
� Other, please specify: _______________________________________________

14. If YES to Question 11, how many hours per week do you spend in pro bono
work?     � 1-2    � 3-4    � 5-6    �More

15. If YES to Question 11, how many pro bono clients/patients do you work with
per week?     � 1-2    � 3-4    � 5-6    �More

16. If YES to Question 11, what percentage of your average work week do these
hours of pro bono work represent? ______________________

17. If YES to Question 11, do you participate in any organized pro bono program?
� YES       � NO                                  

Please specify any such programs:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

18. If YES to Question 11, what are your reasons for proving pro bono services?
� To give back
� Because there is such a need
� Because it is the right thing to do
� Because it is expected
� Other, please specify: ___________________________________________

19. What do you consider to be the best model for provision of pro bono services?
What does the best model mean to you in this context? ____________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
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Religious background
is a socio-cultural vari-
able that is an impor-
tant part of a person’s
identity (American
Psychological Associa-
tion, 2002), and yet
some friction still exists

between psychology and religion (Cum-
mings & Cummings, 2009; Ng, 2007). In
considering the impact of religion and
spirituality upon an individual, it is im-
portant to be mindful of how complex
the impact of religion and spirituality
can be upon a person’s values, percep-
tions, and experiences. It has been stated
that “although we speak of a client’s ‘re-
ligious background,’ for many clients re-
ligious issues are in the foreground of
their lives” (Koltko, 1990, p.132). For
some religiosity is more than a prefer-
ence or affiliation; it is an integral part of
their identity. It guides how they view
themselves and the world around them.
It impacts the decisions they make. For
some, their religious affiliation and spir-
itual practice is who they are.

These factors notwithstanding, many
clinicians are uncomfortable addressing
issues of religion and spirituality
(Huguelet et al., 2011). This may be due
to markedly lower rates of theism found
in psychologists and psychiatrists than
those found in the general population
(Pierre, 2001). It has been suggested that
American psychology’s views have been
influenced by “militant atheism” (Cum-
mings & Cummings, 2009, p.315). It has
yet to be established that psychology in
general devalues religion; however,

there is a perception in some of the liter-
ature that religion is viewed unfavor-
ably and diminutively by psychologists
(Cummings & Cummings, 2009). These
possible biases and perceptions of biases
serve as barriers to communication and
culturally sensitive patient-care.

Clinician Biases
It has been suggested that “clinicians
have inherent biases where religious in-
terpretations are required” (Ng, 2007,
p.65). A number of prominent figures in
the history of mental health possessed
and expressed negative views regarding
religion (Pierre, 2001). It is the percep-
tions of some psychologists that these
biases persist and serve as a barrier to ef-
fective client care (Cummings & Cum-
mings, 2009). The interplay between
religion and science can be difficult, as
religion tends to be intuitive, abstract,
intangible, and conceptual, while sci-
ence strives to be reductionistic and em-
pirical (Ng, 2007). It has been suggested
that friction occurs when psychologists
strive to reductionistically view religion
as a purely psychological phenomenon
(Cummings & Cummings, 2009).

The Journal of Theoretical and Philosophical
Psychology recently featured a special 
issued entitled, “Is there a pervasive im-
plicit bias against theism in psychol-
ogy?” In that edition Slife and Reber
(2009) contend that there is a pervasive
bias against theism in psychology. A
number of researchers responded to
Slife and Reber’s claims of atheistic bias.

DIVERSITY – STUDENT FEATURE
Religiosity and Psychosis: 
Clinical and Cultural Consideration
Scott Waltman, MS
Pacific University
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Richardson (2009) critiqued their article
and agreed with the conclusion that per-
vasive anti-theistic biases exist in psy-
chology; however, Alcock (2009) refuted
these claims of implicit biases and stated
the argument was “Christian propa-
ganda” (p.80). There remains some dis-
agreement about the existence or
pervasiveness of anti-theistic biases in
the field of psychology. Whether these
biases actually exist, they certainly are
perceived, and as discussed above even
the perception of bias can be a barrier to
communication and progress.

Religiosity and Psychosis: 
Differential Diagnosis 
It will be important to consider the diag-
nostic instructions given to clinicians to
assess whether anomalous experiences
constitute psychosis. As noted by the Di-
agnostic and Statistical Manual of Mental
Disorders (DSM-IV-TR):

Isolated experiences of hearing one’s
name called or experiences that lack
the quality of an external percept
(e.g., a humming in one’s head)
should also not be considered as
symptomatic of Schizophrenia or any
other Psychotic Disorder. Hallucina-
tions may be a normal part of reli-
gious experience in certain cultural
contexts. Certain types of auditory
hallucinations (i.e., two or more
voices conversing with one another
or voices maintaining a running com-
mentary on the person’s thoughts or
behavior) have been considered to be
particularly characteristic of Schizo-
phrenia. If these types of hallucina-
tions are present, then only this
single symptom is needed to satisfy
Criterion A. (American Psychiatric
Association, 2000, p. 300)

The DSM-IV-TR states that hallucina-
tions may be a normal part of religious
experience, and yet there is no means

given to determine what constitutes a
“normal part of religious experience.”
Generally clinicians are not trained the-
ologians and they are ill equipped to as-
sess the normalcy of an individual’s
religious or spiritual experience. 

Extant literature provided little guid-
ance on how to differentiate between
anomalous experiences, religious expe-
riences, and hallucinations. Prince (1992)
pointed out that “highly similar mental
and behavioral states may be designated
psychiatric disorder in some cultural
setting and religious experiences in oth-
ers” (as cited in Lukeoff, 2005, p.235).

Moreira-Almeida and Cardeña (2011)
found that anomalous and psychotic-
like experiences are common in the gen-
eral population. Moreira-Almeida and
Cardeña suggest that around 90% of
these cases are not associated with psy-
chotic disorders. They pointed out that
spiritual experiences often include non-
pathological dissociative or psychotic
experiences. 

Differential diagnosis between religious
experience and psychotic experience is
difficult as there are no clear guidelines
to distinguish between “normative” and
“pathological” religious beliefs (Mohr et
al., 2010; Pierre, 2001).

The DSM-IV-TR defines delusions as
“erroneous beliefs that usually involve
a misinterpretation of perceptions or ex-
periences. . . . The distinction between a
delusion and a strongly held idea is
sometimes difficult to make and de-
pends in part on the degree of convic-
tion with which the belief is held despite
clear contradictory evidence regarding
its veracity” (American Psychiatric As-
sociation, 2000, p. 299).
A delusion has been described as a
strongly-held, false belief. Yet determin-

continued on page 39
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ing if a religious belief is delusional
based upon the fallacy of the belief is
difficult, as there is no means to objec-
tively observe or test the veracity of the
belief. With this in mind, Pierre (2001)
offered clinical considerations for differ-
ential diagnosis. He stated that deter-
mining whether a belief was delusional
based upon content was not a useful dis-
tinction. He stated that instead it was
more relevant to look at the person’s re-
lationship with the belief, asserting that
delusional patients told their beliefs in a
qualitatively different manner than non-
delusional patients. Pierre suggested
that clinicians focus on the strength of
the conviction, preoccupation, and iden-
tification associated with the belief. The
counsel to focus on the relationship with
the belief rather than the content is con-
sistent with the writings of Mohr et al.
(2010), who discussed the utility of ex-
amining the non-content aspects of a
delusion. 

Lukoff (2005) suggested that the V-code
of Religious or Spiritual Problem
(V62.89, American Psychiatric Associa-
tion, 2000) could be an appropriate diag-
nostic label for anomalous experiences
with religious themes. “Spiritual emer-
gencies warrant the DSM-IV-TR diagno-
sis of religious or spiritual problem,
even when psychotic symptoms may be
present, including hallucinations and
delusions” (p.239).

Recommendations
Based upon the information discussed
above, the following recommendations
are made to enhance the diagnosis 
and treatment of individuals with 
schizophrenia.

Spiritual Assessment
It is essential that clinicians inquire
about patients’ religious and spiritual
practices. Mohr et al. (2010) called for a
systematic assessment of spirituality for
all patients. Huguelet et al. (2011) pre-

sented a method of assessing spirituality
and religiosity in outpatients with schiz-
ophrenia. They asserted that their
method was “well tolerated” (p.81). The
topics covered in their spiritual assess-
ment included: religious and spiritual
history, effect of the illness on spiritual-
ity or religiousness, current spiritual or
religious beliefs and practices, subjective
importance of religion in general, sub-
jective importance of religion in coping
with the illness, and synergy of religion
with psychiatric care.  

Differentiating between Pathology
and Faith
The demarcation between “normative”
religious belief and religiously-themed
delusions is not clear. It has been sug-
gested that the demarcation between
“normative” religious beliefs and psy-
chotic experiences can be ambiguous;
consequently, it has been recommended
to view this distinction as existing on a
continuum (Ng, 2007).

The recommendations of Pierre (2001)
and Mohr et al. (2010) are echoed. It is
recommended that clinicians who desire
to differentiate between religious experi-
ence and pathology focus not on the un-
verifiable content of the belief, but rather
on the conviction, preoccupation, and
identification with the belief. 

Further it is recommended that clini-
cians strive to have an open mind with
regard to the religious and spiritual be-
liefs of the client. As noted by Koltko
(1990),

the wise therapist does not attempt
to excise or change normative reli-
gious beliefs and values (i.e., the val-
ues and beliefs adopted by a
community of believers over several
generations). Those beliefs and val-
ues have been extant for much
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longer than the therapist’s approach
to treatment…The wise therapist
uses information about a specific re-
ligion as a backdrop. It is most im-
portant to know what a client’s
religion means to the client, as well
as what that religion “officially”
states…Finally, the wise therapist
skillfully uses the power inherent in
a client’s beliefs to enhance the
client’s functioning. Religion is or-
thogonal to pathology (p. 139).

The advice given by Koltko not only ap-
plies to working with persons with
schizophrenia, but could be pertinent to
working within a multitude of settings
with varying populations.

Incorporating Spiritual Care Providers
into Treatment
It has been pointed out that mental
health clinicians are generally ill-
equipped to assess spiritual and reli-
gious beliefs, yet are expected to assess
for the presence of psychopathology
(Ng, 2007). Means of improving the cur-
rent situation may include systematic
changes. Mohr et al. (2010) suggested
that mental health providers seek the
advice of the clergy. Those in some treat-
ment settings may want to consider the
possible benefits and drawbacks of in-
cluding a chaplain or religiously ori-
ented individual on interdisciplinary
treatment teams.

Individuals with religiously-themed
delusions may be at risk of being alien-
ated from religious communities (Mohr

et al., 2010). If religious leaders were
more involved with treatment, it is pos-
sible they would be able to encourage
outreach and fellowship with these vul-
nerable individuals. 

Summary and Conclusions

Psychology and psychiatry have a his-
tory of being perceived as devaluing re-
ligion. These biases may serve as a
barrier to delivering culturally sensitive
care to religiously and spiritually ori-
ented patients. Anomalous experiences
may be common to the human experi-
ence and may not be indicative of psy-
chosis. One area in which the interaction
between mental health and religion can
be especially difficult is the intersection
of religiosity and psychosis. Little in-
struction is given in the DSM-IV-TR to
determine if an individual’s religious be-
lief is normative or delusional. Making
this determination based upon the con-
tent of the belief may not be useful; in-
stead, it is recommended that these
decisions be based upon the person’s re-
lationship with the belief. It is important
to investigate the conviction, preoccupa-
tion, and identification with the belief to
best assist with accurate identification of
pathology versus a continuum of nor-
mative religious expression.

References for this article can be found
in the on-line version of the Psy-
chotherapy Bulletin published on the
Division 29 website.
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I have provided psy-
chotherapy education
and training in the class-
room setting and in clin-
ical supervision for
almost 30 years. Over
this time, several pat-
terns and themes have
emerged concerning stu-
dent and supervisee
training needs, common
perspectives they ex-
press, and ways that I
have been able to play a

small but hopefully important role in the
development of their professional iden-
tities—particularly in regard to what it
means to be a psychotherapist and how
they may develop the needed compe-
tencies to be ethical and effective psy-
chotherapists throughout their careers. 

Key issues include: (1) the need for an un-
derstanding of, and focus on, the central-
ity of the psychotherapy relationship,
coupled with an understanding of how
this unique relationship contributes to as-
sisting clients in achieving their treatment
goals; (2) how the process of clinical su-
pervision is essential to the professional
growth and development of the trainee
as well as in providing their clients with
the most effective clinical services possi-
ble, including ways in which supervisees
and their supervisors may play an active
role in helping to ensure an optimal su-
pervision process and experience; and (3)
how integrating a focus on ethics into all
aspects of clinical supervision and psy-
chotherapy practice is essential for pro-
viding effective psychotherapy to clients.

The role of each of these aspects of train-
ing is highlighted in my view of what it
means to be a psychotherapist, and each
plays a unique role in professional iden-
tity development. 

Less is More: A Focus on 
the Relationship
As educators and clinical supervisors, it
is important that we remember what it
was like to be a trainee, new to the process
of learning to become a psychotherapist.
It is a daunting experience and the feeling
of responsibility for a client’s wellbeing
can be overwhelming. Often, trainees feel
a strong need to “be of help” to their
clients, something that typically involves
providing them with observable benefits
in a timely manner. There may be a strong
need to feel that they have provided their
clients with “something of value” or that
they have tangibly “made a difference for
the client.”

It is often comforting for trainees to be
able to teach a new skill, to implement a
technique, give advice, or assign a home
work activity, feeling that they have done
something of value for their client. Too
often, this “doing” is motivated by feel-
ings of insecurity as a new psychothera-
pist, a belief that he or she must provide
quick symptom relief or some other tan-
gible benefit each session (or perhaps the
client might not return!), and a lack of un-
derstanding of the value and importance
of the relationship in psychotherapy. 

Gluhoski (1994) wrote poignantly about
common misconceptions of cognitive

STUDENT SECTION

Instilling in Trainees the Essence of Being a 
Psychotherapist—Supervisor and Student Perspective
Jeffrey E. Barnett, Psy.D., ABPP, Loyola University Maryland
Margaret R. Tobias, M.S., Loyola University Maryland
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therapy that are consistent with the
views of many trainees and may apply
to other forms of psychotherapy as well.
These include a focus on the use of tech-
nique for immediate symptom reduc-
tion and the belief that a focus on the
relationship is unnecessary to the treat-
ment process, among others. Yet, the lit-
erature is replete with evidence of the
importance of the therapeutic alliance
and the role of the relationship over time
for achieving meaningful growth and
positive outcomes in psychotherapy
(e.g. Ackerman & Hilsenroth, 2003; Nor-
cross, 2002; Wampold, 2007).

It is essential that we educate students
about this literature and assist them to
see the value of the development of the
treatment relationship with their clients,
helping them to understand how this
plays a larger role in treatment than
merely focusing on behavior change.
Despite countless studies that focus on
a wide range of techniques that may be
integrated into psychotherapy to assist
clients, the more we learn, the more we
see the importance of the psychotherapy
relationship, the treatment alliance, and
the use of common factors championed
by Carl Rogers as essential for meaning-
ful and lasting psychotherapeutic
change (e.g., Kahn, 1986; Rogers, 1992).

It is vital that we provide students and su-
pervisees with the encouragement and
support needed for them to take their
time with clients, convey genuine and
deep caring for their clients, and assisting
their clients in tell their stories. In our cul-
ture of desire for quick fixes and the pur-
suit of pleasure (McWilliams, 2005) we
must inculcate in psychotherapists-in-
training a commitment to taking the time,
and making the emotional commitment,
to taking this arduous journey with their
psychotherapy clients. Rather than ask-
ing: “What technique or intervention can
I use to help reduce these symptoms?”, it
is hoped that psychotherapists-in-training

will ask: “How can I create a relationship
in which my client can feel safe enough to
be him or herself with me and freely en-
gage in the psychotherapy process to
work toward his or her long term goals?”
By helping to create therapeutic relation-
ships with clients, trainees are then able
to connect with clients in a meaningful
way that forms the basis for the hard
work they will do in psychotherapy—
work that can lead to the growth and
change they desire, helping clients over
time to get better, not just quickly helping
them to feel better (Ellis, 1996).

Clinical Supervision: When Taking
Risks Isn’t Risky at All
Ongoing clinical supervision is integral
to the development of psychotherapists-
in-training. It is, as Goodyear (2007) de-
scribes, the “signature pedagogy” of the
professional training of psychothera-
pists. Thus, how the supervision process
is carried out is of paramount impor-
tance for the development of the clinical
competence of trainees as well as the de-
velopment of their professional identi-
ties as psychotherapists. 

While the supervisory relationship is in-
tended to be a supportive and encourag-
ing relationship, by necessity it is
evaluative in nature as well. Supervisors
have the potentially contradictory roles
of training and nurturing supervisees
while simultaneously serving as gate-
keepers of the profession (Johnson,
Elman, Forrest, Robiner, & Schaffer,
2008). Knowing this, supervisees may
find themselves sharing what they think
their supervisors want to hear, reporting
on their successes but not their failures,
and not pushing themselves outside
their comfort zones out of fear of mak-
ing mistakes and being evaluated nega-
tively. In these situations supervisees
may be hindered in the development of
their professional competence, an unfor-
tunate situation for supervisees and
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their current and future clients alike. 

It is hoped that supervisors will also focus
on relationship in clinical supervision; not
just the relationship between supervisees
and their clients, but also the relationship
between themselves and their super-
visees. By creating what Winnicott (1965)
termed a safe holding environment, su-
pervisees can feel the safety and security
needed to take chances and push them-
selves to try new ways of interacting with
their clients. Supervisors may help
achieve this by informing supervisees
from the outset that: “You will not be
graded on how well you implement spe-
cific techniques or on how much progress
your clients make in a certain period of
time. Rather, you will be evaluated on
how receptive you are to the feedback
provided in supervision and by how
much you push yourself to learn and
grow as a psychotherapist.” Further, su-
pervisors might say: “I don’t want you to
tell me all the things you are doing well.
That won’t be helpful to you or to your
clients. Instead, I want you to tell me
about what you tried that didn’t work as
you hoped. Then, together we can explore
what happened and why, with both of us
learning from this together.”

It is hoped that supervisors can promote
a collaborative working relationship be-
tween themselves and their supervisees,
working together toward their shared
goals of supervisees’ professional
growth and the welfare of the super-
visees’ clients. Not only does this model
a collaborative relationship that super-
visees will hopefully emulate with their
clients, it will also serve to foster an en-
vironment in which risks can be taken so
that growth can occur. 

A Focus on Ethics
The training of nascent psychotherapists
involves the development of a wide
range of skills. Some are relational and
some are more focused on psychothera-

peutic technique. A psychotherapist may
possess high levels of clinical compe-
tence, including knowledge and skills in
psychotherapy. Yet, failure to anticipate,
to understand, and to adequately address
ethics issues and dilemmas in clinical
practice will likely result in jeopardizing
the treatment relationship and process,
and prove to be highly problematic for
psychotherapist and client alike. Educa-
tors, trainers, and clinical supervisors
must integrate training in ethical practice
into psychotherapy education, training,
and clinical supervision.

Educators and supervisors should see
themselves as ethics role models. The
training environment provides numer-
ous ongoing opportunities to model eth-
ical practice to include respecting
confidentiality, maintaining appropriate
boundaries, practicing within (and only
within) one’s areas of competence, and
openly discussing one’s approach to ad-
dressing ethical dilemmas that are expe-
rienced. Additionally, training in ethics
can be integrated into all classroom and
supervision experiences. 

Graduate students by and large are an
intelligent and literate group. They
therefore will do very well at reading
and familiarizing themselves with the
Code of Ethics of their profession. It is
the application of the Code of Ethics to
the myriad dilemmas they will face,
however, that will prove most vexing.
An initial challenge faced by psy-
chotherapists-in-training is to navigate
the boundary between their personal
values and beliefs and the principles
and standards of the Code of Ethics.
Psychotherapy clients will not be well
served by psychotherapists who either
follow their own values and beliefs or
who rigidly adhere to the standards of
the Code of Ethics regardless of the situ-
ation or circumstances. As Handlesman,
Gottlieb, and Knapp (2005) explain, the
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goal for each psychotherapist-in-
training is to come to integrate their per-
sonal values with the values and
standards of the profession as articu-
lated in the Code of Ethics. Assisting
trainees in accomplishing this will help
them to develop a more nuanced and
thoughtful approach to ethical practice. 

In addition to modeling ethical conduct,
clinical supervisors can raise ethics issues
within classroom and supervision envi-
ronments and then promote open discus-
sion of these issues and how to most
appropriately respond to them. The use
of an ethical decision making model
should be encouraged, and a process that
leads to the best possible course of action
under the circumstances should be
sought. Rather than asking: “What is the
right thing to do in this situation?” or
“What is the right answer to this question
or dilemma?”, students should be encour-
aged to engage in a deliberative process
that seeks to maximize benefits to the
client while minimizing risks of harm or
exploitation. When faced with an ethical
dilemma, students should be encouraged
to ask questions such as: “What are my
motivations here and am I thinking of my
client’s best interests?”, “What are my ob-
ligations to my client and to others and
will taking this intended course of action
be consistent with them?”, “Will this ac-
tion be likely to be helpful to my client
and not result in causing harm?”, “What
options and alternatives are reasonably
available to me and what are their relative
risks and benefits?”, “Will acting in this
manner be consistent with the informed
consent agreement, the agreed upon treat-
ment plan, and my client’s best inter-
ests?”, and “ Would I be comfortable with
my colleagues learning of these actions on
my behalf or would I prefer if they be
kept secret?”

Trainees must learn that the goal of ethi-
cal practice is not to do the “right” thing
and the goal of ethical decision making is
not to find the one right answer. Rather,

the goal is to engage in a thoughtful de-
liberative process that helps us to make
the best possible decision under the pres-
ent circumstance, with the information
available at the time. Further, trainees
must learn that ethical dilemmas are an
accepted part of the practice of psy-
chotherapy. They are not to be avoided or
feared. Instead, they should be planned
for, anticipated, discussed, and then ad-
dressed utilizing consultation and the ap-
plication of a decision making process.

It is essential for trainees to understand
that being an ethical psychotherapist
does not happen by accident and it does
not occur in isolation. It results from an
active deliberative process that involves
the ongoing use of colleagues. Johnson
et al. (2012) describe this as creating a
competent community; that is, a group
of colleagues who speak openly with
each other and who support each other
in the ongoing pursuit of ethical prac-
tice. Each of the actions described above
can be modeled by educators and super-
visors to encourage the development of
the habits consistent with a career-long
approach for promoting the ethical prac-
tice of psychotherapy.

Conclusion
A vision of three essential elements of
being an effective psychotherapist has
briefly been shared. This vision includes
a focus on the treatment relationship over
an emphasis on the application of tech-
niques to achieve symptom reduction or
relief, the use of clinical supervision as an
incubator in which the supervisee can ex-
periment and grow professionally, and
an emphasis on integrating an active ap-
proach to ethical decision making and
practice in all the psychotherapist does.
It is hoped that psychotherapists-in-
training and those providing the training
will consider these recommendations
and utilize them in their pursuit of pro-
fessional excellence. 
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Response to Instilling in
Trainees the Essence of 
Being a Psychotherapist: 
A Student Perspective

Margaret R. Tobias
Loyola University, Maryland

As I sat down to read Dr. Jeffrey Bar-
nett’s writings about some of the key is-
sues and challenges involved in training
psychotherapists, all three areas he de-
scribed fit well with my experiences
thus far as a clinical psychology gradu-
ate student. His comments about the im-
portance of the therapeutic relationship
in the treatment of symptoms, the effec-
tive use of the supervisory relationship,
and the integration of ethics into our ed-
ucation and work as psychotherapists
made perfect sense to me as some of the
key issues on which to focus attention in
a training environment, although of
course there are many other pivotal is-
sues as well. As I read each section of
Barnett’s paper, my thoughts turned to
several personal experiences I have had
over the last two and a half years of my
clinical training. Sometimes, these expe-
riences fit cleanly with the issues Barnett
discussed. Other times, Barnett’s writ-
ings drew my attention to areas where
my experience has differed slightly from
his recommendations and led me to re-
flect on personal changes and improve-
ments I can make in my training. 

After engaging in some of these initial re-
flections on my own experiences in train-
ing, I decided to take a step back from
Barnett’s list of important issues, and
come up with a list of my own, attempt-
ing to define a few of what I currently feel
are some of the most relevant elements of
psychotherapist training as a trainee. I
was interested in discovering whether
my own thoughts on these issues as a
trainee would differ in any great way
from the thoughts of a seasoned profes-

sional so actively involved in training
new clinicians. A few key phrases arose
in my mind during this process of reflec-
tion. These included “trial by fire,” the
role of ethics in early training, and the im-
portance of self-challenge. What I real-
ized as I thought further about these
phrases is that they fell much more
closely in line with the issues Barnett had
discussed than I expected. 

Trial by Fire
Trial by fire. This is a phrase that has re-
peated in my mind since I began my
graduate studies at Loyola University
Maryland in 2010. It is a word that I
have consistently felt describes several
aspects of my clinical training, although
the meaning behind the phrase has
evolved as I have advanced through my
graduate program. The phrase “trial by
fire” sounds daunting, and that is ini-
tially how I felt about our clinical work
at Loyola. During the first week of our
program, we began our practicum
placement at the Loyola Clinical Centers
in Baltimore. Although many of us had
little to no hands-on experience working
with clients, we were immediately ex-
pected to conduct in-depth intake inter-
views with real clients who had real
problems and needed real help. Trial by
fire. I myself had come straight from my
undergraduate studies, where the clos-
est thing to clinical experience had been
an introductory psychopathology class.
Trial by fire. Despite my reservations
and insecurities, something possessed
me to volunteer myself to conduct the
first intake interview. During week one.
With hardly any graduate training
through coursework or supervision
under my belt. And with my new super-
visor and several classmates watching
behind the one-way mirror. Trial by fire.
And so my clinical training began, and
several “trial by fire” experiences fol-
lowed. Our second year began with the
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expectation that we immediately start
seeing psychotherapy clients at the Loy-
ola Clinical Centers. Granted, we had a
year of training and practice with intake
interviews under our belts, but being in
the room with a client we were sup-
posed to directly help? Without a super-
visor in the room with us in case we did
something wrong? Trial by fire. What I
have realized over the course of training,
however, is that, while our anxious reac-
tions told us, “You’re not ready for this.
You’re going to make a mistake. You
have no idea how to help this person,”
the faculty and supervisory staff knew
we were ready to be “in the room” with
clients. They knew we were capable 
of relating to them, demonstrating
warmth, reflecting on their feelings.
They knew that even though we felt that
we were largely unprepared, we were
already capable of providing a key piece
of what our clients needed: a therapeutic
relationship. I also learned over those
first two years that I was becoming both
less anxious, and, more importantly to
me, more comfortable with feeling anx-
ious. I grew accustomed to the “trial by
fire” feeling and grew to appreciate how
beneficial it had been to me. Despite the
initial anxiety that trainees inevitably
feel, the faculty and supervisors in my
program held in high regard the benefit
of providing trainees immediately with
experience being “in the room” with
clients and building healing relation-
ships with them. And it paid off.

As I reflected on these experiences, I real-
ized that they fit closely with Barnett’s
discussion of the focus on the therapeutic
relationship being more important than
an overreliance on the use of technique in
treatment. As a great deal of research
strongly suggests that the therapeutic al-
liance is a consistent predictor of treat-
ment success (see Martin, Garske, &
Davis, 2000 for a review), I feel that the
most effective training of psychothera-

pists should begin with this sort of “trial
by fire” experience of learning to build
this kind of relationship before much
technique is taught. Although we learned
many elements of technique and theory
during our initial year at Loyola, we were
first exposed to the basic relationship
with clients. I believe this was hugely
beneficial to me and my classmates in
demonstrating how the therapeutic rela-
tionship lays the foundation for the treat-
ment of symptoms and the later use of
technique. Especially considering what
Barnett described as the tendency for
new trainees to rely heavily on the use of
technique-driven treatment strategies,
like skill-building and homework assign-
ments, in an effort to produce immediate
and tangible improvement in treatment, I
feel it is beneficial to preempt those ten-
dencies in trainees by placing early focus
on the relationship itself and delaying the
teaching of specific techniques. Although
“trial by fire” might be a bit of an extreme
phrase and maybe one more likely to be
used by an anxious trainee than a clinical
supervisor or faculty member, I do feel
that there are tangible benefits to “throw-
ing trainees in” to clinical experience
with a focus on relationship building.

The Role of Ethics During and After
the “Trial by Fire”
In line with Barnett’s argument, one el-
ement that must be specifically taught
and monitored during the “trial by fire”
period of early clinical experience is eth-
ical decision making. Barnett brought
up the excellent point that understand-
ing and effectively utilizing knowledge
of ethics is not based simply on a mem-
orization of the Code of Ethics. Instead,
it must be a continual active learning
process in which trainees and profes-
sionals develop an ability to consider
many elements in an ethical decision-
making process. These elements include
the Code of Ethics, personal value sys-
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tems, the well-being and best interests of
our clients, and consultation with other
professionals. 

While I have expressed what I feel are
some great benefits to an immediate re-
lationship-based start to clinical experi-
ence, I do feel that at least a brief
introduction to ethical guidelines is es-
sential before trainees begin working di-
rectly with clients. After this point, and as
further clinical experience begins to in-
clude the integration of techniques and
more independent work, an increasingly
in-depth education in ethics is of primary
importance. As Barnett described, I agree
that the understanding of and compe-
tence in ethics truly develops as a trainee
gains experience in engaging in discus-
sions with peers, supervisors, and other
professionals to sort out the many ele-
ments that are essential to a carefully
made ethical decision. In my experience
over the past two and a half years, I have
read the Code of Ethics and taken a
course in ethics to increase my under-
standing of ethical issues, but nothing
has been more educational than those in-
stances in which I have come across eth-
ical dilemmas with my own clinical
work. Through personal contemplation,
discussion during supervision, and con-
sultation with my peers, I have engaged
in decision-making processes that affect
my work and my clients’ well being.
These experiences, with the foundation
of knowledge I have about the Code of
Ethics itself, have helped me work to-
ward solidifying my working knowledge
of the ethical decision-making process. 

The Importance of Challenge and 
Self-Challenge as a Trainee
As I continued to reflect on what I have
come to feel are essential elements of a
successful psychotherapy training expe-
rience, the concept of being challenged
and, more importantly, challenging my-
self, was a particularly salient one for

me. Through several different experi-
ences over the last two and a half years,
I have come to gain an increasing under-
standing of how strong the correlation
seems to be between being able to chal-
lenge yourself to self-reflect in an honest
way and an increase in skill and success
as a psychotherapist. 

The link between my thoughts and Bar-
nett’s points are especially clear here. He
discusses the ease with which super-
visees can fall into a comfortable yet
often unproductive pattern of reporting
what they feel their supervisor wants to
hear and sharing their successes rather
than their failures. The danger here is
that a great deal more is learned from
examining mistakes, failures, and inse-
curities than from doting on successes
and skills that have already been ac-
quired. Ronnestad and Skovhold (1993)
refer to this type of stagnation in super-
vision as “pseudo-development” (p.
398). Reflecting on my own experiences
with supervision as I have advanced
through my program, I have gradually
come to be aware that I have tended to
fall into this pattern, much as so many
other trainees do. With this awareness,
my hope is that I can continue to de-
velop in my ability to challenge myself
to examine my limitations and grow
from them. 

One example of this increase in aware-
ness for me has been the realization dur-
ing the early semesters of my training
that there are supervisors who focus on
the “tough stuff” and those who do not.
I have tended to think of the “tough
stuff” as including things like my anxi-
eties and insecurities in working with
clients, clinical cases in which I feel un-
sure about how to proceed with treat-
ment, techniques I have tried out in
sessions that have not worked as I
hoped, and my personal reactions to no-
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shows, cancellations, and drop-out
cases. I have found that the supervision
sessions in which I am pushed to talk
about the “tough stuff” make me partic-
ularly anxious, yet are those from which
I feel I am benefitting the most, as these
areas leave more room for improve-
ment. It is from those supervision ses-
sions that I leave with a great deal more
knowledge about myself and about pro-
viding effective psychotherapy. The su-
pervisors who have tended to simply
require a weekly update and provide
more objective help with deciding upon
diagnoses and creating treatment plans
make me feel much more at ease and are
of course helpful in my training, yet pro-
vide less valuable opportunities for
growth. This has demonstrated to me
the importance of being challenged by
supervisors, as Barnett has alluded to. 

As time passed during my early train-
ing, different experiences also demon-
strated to me the importance of learning
to challenge yourself, rather than relying
on others to do the challenging for you.
The value of being able to challenge
yourself, in regard to your skills, limita-
tions, well being, anxieties, insecurities,
and gaps in knowledge, lasts long after
training ends. Without supervision later
on, those who have become comfortable
with self-challenge seem likely to be
much more effective clinicians as they
are able to continue with lifelong growth
as psychotherapists. 

I came to understand this value of self-
challenge as the observations received
from my various supervisors have
evolved and changed over the semesters.
Being observed by a supervisor through
the two-way mirror during first-year in-
take interviews was nerve-wracking.
Knowing that my second-year psy-
chotherapy sessions were being recorded
for later viewing by my supervisor was
uncomfortable. My awareness this year

that my psychoeducational evaluations
are being observed is stressful. The day
this year that my psychotherapy sessions
stopped being observed in any way ini-
tially provided me with a great sense of
relief. This meant my supervisor would
no longer watch my tapes or make notes
from live observation of my limitations
or things I tried that did not work. I feel
sure that many clinical trainees would
share these sentiments. What has been a
priceless lesson for me, though, is my re-
alization when this observation ended
that I was suddenly much more respon-
sible for my own clinical learning. Super-
vision sessions felt particularly good for
a while, given that I was reporting what
was going well with my clients and what
my plans were for moving forward with
them. This much I was comfortable with,
at first. After a while, however, I became
aware that, in keeping my supervision
sessions so “safe,” I was cheating myself
out of advancing my clinical skills. My
positive reports were, in effect, leading
to a notable lack of training and learning
experiences from my supervisor. All we
were talking about were techniques and
skills I already knew about or felt per-
fectly comfortable with. I suddenly
gained a new appreciation for those su-
pervisory tools of observation.

I have learned that despite the anxiety
that being observed might create, having
someone else see and bring up your lim-
itations for discussion makes clinical
growth much more possible. Without
that, the onus rests on you as the super-
visee or psychotherapist to create the
challenge yourself. The difficulty with
self-challenge is that it goes against the
foundation of what we as students know,
as individuals who have gone through
many years of education. We have been
trained since kindergarten to prove to
others what we know, what skills we
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have acquired, and what we have accom-
plished. All of this helps us to earn good
grades and the respect of our teachers. In-
terestingly, the opposite often seems to be
true in clinical training. Yes, we are eval-
uated throughout training and must con-
tinue to prove ourselves in this way for
certain tasks, but a key in clinical training
is learning and growing from our mis-
takes and weaknesses. It seems that, con-
trary to what we are accustomed to, we
need to learn to be vulnerable and grow
accustomed instead to recognizing and
acknowledging our limitations in order
to gain the most from our education.
Thus, one of my own primary goals in
the remainder of training and in my fu-
ture practice is to strive to increase my
comfort with and ability to challenge my-
self to reflect more on the “tough stuff.” I
would encourage anyone in training or
professional practice to do the same: to
honestly examine your ability to chal-
lenge yourself and strengthen it as much
as possible. 

Conclusion
Reflecting on what I believe are key ele-
ments to an effective psychotherapy
training experience has been a reward-
ing experience for me. I truly feel that
the “trial by fire” experiences I have had,
particularly in the earliest semesters of
my training, have helped me under-
stand the value of the therapeutic rela-
tionship as the foundation of effective
psychotherapy. I also reflected on the
value of an early introduction to key eth-
ical guidelines during this “trial by fire”
period, followed by an in-depth educa-

tion about the more lengthy and ever-so-
important decision-making process re-
garding ethical dilemmas in clinical
practice. Finally, my reflections on the
importance in being challenged by su-
pervisors and, more importantly, learn-
ing to challenge one’s self throughout
training and a career in clinical work,
have helped me see just how essential a
focus on the “tough stuff” can be to ef-
fective psychotherapy. 

It has also been interesting to discover
the similarities and connections between
my own reflections as a student and Bar-
nett’s reflections as a seasoned profes-
sional who has dedicated much of his
career to the training of psychothera-
pists. While our perspectives turned out
to overlap a great deal, we are both
aware that there are many other pivotal
elements to what creates a successful
training experience and an effective psy-
chotherapist. I am also sure that many
other students and professionals might
feel differently about what items top
that list of key elements to training. Dr.
Barnett and I would be delighted to hear
from anyone interested in sharing their
thoughts on this matter. We encourage
you to voice your opinions through the
new blog in the student section of the
Division 29 website (www.divisionof-
psychotherapy.org/students) and look
forward to hearing from you!

References for this article can be found
in the on-line version of the Psy-
chotherapy Bulletin published on the
Division 29 website.
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Look ing  B a ck—A
View of the Future?
Nearly a decade and a
half ago, the President’s
Committee on Advisors
on Science and Technol-
ogy submitted the re-

port of their Panel on Educational
Technology, titled “On the Use of Tech-
nology to Strengthen K-12 Education in
the United States.” “In an era of increas-
ing international economic competition,
the quality of America’s elementary and
secondary schools could determine
whether our children hold highly com-
pensated, high-skill jobs that add signif-
icant value within the integrated global
economy of the twenty-first century or
compete with workers in developing
countries for the provision of commod-
ity products and low-value-added serv-
ices at wage rates comparable to those
received by third world laborers. More-
over, it is widely believed that workers
in the next century will require not just a
larger set of facts or a larger repertoire
of specific skills, but the capacity to
readily acquire new knowledge, to solve
new problems, and to employ creativity
and critical thinking in the design of
new approaches to existing problems….
During a period in which technology
has fundamentally transformed Amer-
ica’s offices, factories, and retail estab-
lishments, however, its impact within
our nation’s classrooms has generally
been quite modest.”

Psychologist John Bransford served on
that Panel which made several high-
level strategic recommendations that are
clearly relevant today, both for educa-

tion and for health care reform. 1.) Focus
on learning with technology, not about
technology. Although both are worthy of
attention, it is important to distinguish
between technology as a subject area
and the use of technology to facilitate
learning about any subject area. 2.) Em-
phasize content and pedagogy, and not
just hardware. Particular attention
should be given to the potential role of
technology in achieving the goals of ed-
ucational reform efforts through the use
of new pedagogic methods focusing on
the development of higher-order reason-
ing and problem-solving skills. 3.) Give
special attention to professional devel-
opment. The substantial investment in
infrastructure that is necessary will be
largely wasted if teachers (and today’s
clinicians) are not provided with the
preparation and support they will need
to effectively integrate information tech-
nologies into their teaching (and clinical
practice). At that time, only about 15
percent of the typical educational tech-
nology budget was devoted to profes-
sional development, a figure which the
Panel felt should at least be doubled.
Ongoing mentoring, consultative sup-
port, and the allocation of time are ab-
solutely necessary. 4.) Engage in realistic
budgeting. While voluntarism and cor-
porate equipment donations may be of
both direct and indirect benefit under
certain circumstances, White House pol-
icy should be based on a realistic assess-
ment of the relatively limited direct
economic contribution such efforts can
be expected to make overall. Educa-
tional technology is an unusually high-

WASHINGTON SCENE
What is Past is Prologue

Pat DeLeon, Ph.D.
Former APA President
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return investment (in both economic
and social terms) in America’s future. 
5.) Ensure equitable, universal access.
Access to knowledge-building and com-
munication tools based on computing
and networking technologies should 
be made available to all of our nation’s
students, regardless of socioeconomic
status, race, ethnicity, gender, or geo-
graphical factors, and special attention
should be given to the use of technology
by students with special needs. The rate
of home computer ownership diverges
widely for students of different racial
and ethnic groups and socioeconomic
status. 6. Initiate a major program of ex-
perimental research. A large-scale pro-
gram of rigorous, systematic research on
education in general and educational
technology in particular will ultimately
prove necessary to ensure both the effi-
cacy and cost-effectiveness of technol-
ogy use within our nation’s schools.
Funding levels for educational research
have been alarmingly low.

Health policy observers of the system-
atic implementation of President
Obama’s landmark Patient Protection
and Affordable Care Act (ACA) are
acutely aware of its investment in, and
emphasis upon, the inherent potentially
revolutionary contributions of the ad-
vances occurring in communications
and computer technology; i.e., electronic
health records, evidence-based proto-
cols, tele-health, comparative clinical ef-
fectiveness research, as well as virtual
realities. And, we would suggest, similar
evolutionary obstacles, such as getting
too far ahead of practitioners must be
expected. Change is always unsettling.

The Panel urged that in order to ensure
high standards of scientific excellence,
intellectual integrity, and independence
from political influence, a critical educa-
tion-oriented research program should
be planned and overseen by a distin-
guished independent board of outside

experts appointed by the President, and
should encompass (a) basic research in
various learning-related disciplines and
on various educationally relevant tech-
nologies; (b) early-stage research aimed
at developing new forms of educational
software, content, and technology-en-
abled pedagogy; and (c) rigorous, well-
controlled, peer-reviewed, large-scale
empirical studies designed to determine
which educational approaches are in
fact most effective in practice. Such a
program could well prove critical to the
economic security of future generations
of Americans and should thus be as-
signed a high priority in spite of current
(1997/2013) budgetary pressures.
Within the ACA, the newly authorized
Patient-Centered Outcomes Research In-
stitute (PCORI) might well serve a simi-
lar function.

The Panel further noted that if comput-
ers are destined to play an increasingly
important role in education over the
next 20 years, it is natural to ask what
roles will be played by human beings
(i.e., the Human Element). Although it
seems clear that the expanded use of
technology in education will have 
significant implications for teachers, stu-
dents, parents, and community mem-
bers, there is reason to believe that
interpersonal interactions among all
these groups will be at least as impor-
tant to the educational process of 2017 as
they are in 1997. Indeed, the changing
nature of these interactions is probably
as central to the promise of new educa-
tional technologies as the hardware,
software, and curricular elements. The
Panel also appreciated that there was a
growing consensus that technology
should be applied in such a way as 
to foster broader community-wide 
involvement in the educational process.
It was further thought that the linking 
of schools with research universities,

continued on page 52
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public libraries, and private companies
could make valuable educational re-
sources available to both students and
teachers while simultaneously building
awareness within each community of
the needs of its local schools. “Real-
world” projects initiated by outside or-
ganizations often generate considerable
enthusiasm among students and fre-
quently prove unusually effective from
an educational perspective. Some edu-
cators at that time were even discussing
the possibility of instituting “tele-ap-
prenticeship” or “tele-mentoring” pro-
grams involving brief, but relatively
frequent interactions between students
and other community members that
would be impractical in the absence of
networking technologies due to travel
time considerations.

Not surprisingly the Panel found, and
we would seriously wonder if the com-
parable data is any different today, that
the most significant disparities in socioe-
conomic status access to technology is
not found in the schools, but in the
homes of the students. As of June 1995,
computers were present in only 14% of
all households headed by adults who
had completed no more than a high-
school education, and in which annual
household income was less than $30,000;
the comparable figure for households
headed by college-educated adults hav-
ing a combined income of more than
$50,000 per year was more than five
times greater, at 73%. Similarly, on aver-
age girls and boys differed only slightly
in their use of computers at school and
at home. On a personal note, at the Uni-
formed Services University of the
Health Sciences (USUHS) graduate
school of nursing, it is impressive how
graduate students today are able to ef-
fectively utilize technology to integrate
relevant You Tube (which was created in
February, 2005) videos routinely into
their classroom presentations.

Integrated Healthcare—New Training
Models? Fundamental to the President’s
ACA vision is providing patient-cen-
tered, integrated primary health care for
all Americans in which the various dis-
ciplines will work collaboratively, rather
than competitively. Over the past sev-
eral decades, visionary health psycholo-
gist Cynthia Belar, now Executive
Director of the APA Education Direc-
torate, has been urging psychology to
appreciate the magnitude of change that
is approaching. “There is nothing new
about interprofessional education (IPE),
team based care, or integrated care.
What is new is the national recognition
of its importance for ‘Crossing the Qual-
ity Chasm’ (Institute of Medicine (IOM))
and the increasing calls for such by lead-
ers in medical education. Indeed the
“Interprofessional Competencies for
Collaborative Care” have now been en-
dorsed by a number of health profes-
sions, and will go to the Council in
February for APA’s endorsement. The
APA governance groups and the Board
of Directors have been uniformly sup-
portive to date.

“Psychologists in health settings have
often provided team based care, but
training for such has usually begun at
the internship or postdoctoral levels.
With the focus on interprofessional com-
petencies there are increased demands
for interprofessional education in the
earliest stages of training, where stu-
dents can learn with and from each
other and before stereotypes get rigidi-
fied. The IOM Global Forum on Innova-
tions in Health Professions Education, of
which APA is a sponsor, has made this
the primary topic for its first two fo-
rums. It is being clearly acknowledged
that those not trained to work together
will not know how to work together
after they graduate.

continued on page 53
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“Early involvement in IPE provides a
challenge for doctoral programs housed
in colleges of arts and sciences or univer-
sities without other health professions
students, but not one impossible to
meet. In fact the Graduate Psychology
Education program of HRSA, of which
APA was the architect, has since its in-
ception required the training of psychol-
ogists with at least two other health
professions for receipt of grand funds.
To my knowledge, other than the Bur-
dick Rural Interdisciplinary training
program which unfortunately has not
been funded for a number of years, such
requirements are not part of other Title
VII, Title VIII, or Medicare GME pro-
grams, but one wonders why not.

“We have said before how federally
qualified health centers (FQHCs) and
departments of internal medicine, pedi-
atrics, and family practice can provide
invaluable experiences in training for
team-based primary care, which is seen
as the foundation for the reformed
health care system. In my opinion, pro-
grams that want to prepare health serv-
ice providers should run, not walk, to
these settings and work to establish col-
laborative opportunities for training.
Psychology has articulated the compe-
tencies needed in the healthcare envi-
ronment, including the special needs of
primary care. Even the Patient-Centered
Primary Care Collaborative (an advo-
cacy group of employers, providers,
payors, and consumers) recognizes the
need for new models of training that re-
quire not only team-based skills but a
population-based perspective. (I am cur-
rently the co-chair with a family practi-
tioner of the Education and Training
Task Force.) Psychology has some su-
perb programs that provide relevant
training, but we need more.”

Health Insurance Exchanges: In 2014,
the ACA will ensure that health insur-
ance exchanges will be available in

every state with all plans providing the
same package of essential health bene-
fits, although they will vary by four 
different levels of “actuarial value” (per-
centage of costs that a plan pays on av-
erage). The individual States can decide
whether they will set up their own 
exchanges, or rely upon the federal gov-
ernment. At the last APA State Leader-
ship conference, Practice Directorate
Executive Director Katherine Nordal
strongly urged the attendees to get per-
sonally involved at the state level.
“We’re facing uncharted territory with
proposed new models of care. Change is
inevitable…. We’re going to have to ad-
dress health insurance exchanges. These
are exchanges that provide health plans
for individuals and small businesses
that will be set up at the state level.” The
State of Hawaii was the first in the na-
tion to declare its intent to establish a
state-certified exchange. Governor Neil
Abercrombie: “The successful establish-
ment of the Hawaii Health Connector is
part of our New Day Plan in transform-
ing healthcare in Hawaii.”

Coral Andrews is executive director of
the  Hawaii Health Connector whose aim
is to provide an online marketplace that
is of Hawaii-for-Hawaii, effectively tak-
ing into account the state’s unique cul-
ture and its Prepaid Health Care Act, an
employer health mandate in effect since
1974 and incorporated into the ACA. “We
are socializing our vision to the Board
and stakeholders-at-large, focused on a
community investment model. Our
brand/logo will be built on the host cul-
ture’s teachings and values. We are work-
ing on it. If we remain grounded in what
we value and the Native Hawaiian cul-
tural ideals, then it will act as a guidepost
as we seek to navigate these new blended
public-private models.

“Our proposed sustainability plan
continued on page 54
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would draw like-minded community
leaders together around the opportunity
to improve the overall health and well-
being of the population. We don’t just
want to teach consumers how to come
to an exchange to buy. We want to focus
on the longer term opportunity of social
change. If we can, in that consumer 
encounter, provide the education and
critical thinking tools to them, then we
have a greater opportunity of effecting
change overall. If we truly believe in the
core values of our host culture, then that
should be the basis by which we de-
velop our plan. Internationally, these
ideas of social transformation have been
applied to impoverished societies. The
true intent of the ACA is what we’re fo-
cused on; not just building an IT system.

“We have recruited a development offi-
cer from the Hawaii Community Foun-
dation to assist us with strategy and
sustainability. We believe that there are
philanthropists and like-minded organ-
izations in  Hawaii who will join us in
gaining momentum around the idea of
a community investment model. There
are also very cool theories and analyses
that have emerged from the Stanford So-
cial Innovation Center and a non-profit
called Code for America. Applying
some of these ideas in this market could
be interesting. When all is said and
done, we want to be able to look back
and know that we have invested time in
something that improves the health and
well-being of our population and sup-
ports a more prosperous  Hawaii. The
end opportunity is a stimulated econ-
omy via indirect efforts.”

The NMSU/SIAP Interdisciplinary
RxP Program: “The New Mexico State
University/Southwest Institute for the
Advancement of Psychotherapy Inter-
disciplinary Master’s Degree Program
in Clinical Psychopharmacology stands
out from other APA “designated train-
ing programs” (i.e., meets the APA

model curriculum) in many important
ways. We are the only program located
in a state with prescriptive authority so
we frequently have program alumni and
working prescribing psychologists at-
tend our classes for continuing educa-
tion, enriching class discussion with
perspectives from the prescriptive 
practice world. We are the only program
that offers live in-person instruction
throughout the course, fostering more
student interaction with our instructors
as well as strong collegial relationships
among students during breaks, lunches,
and before and after class.

“The centerpiece of our program is the
nine class integrated Advanced Patho-
physiology and Physical Health Assess-
ment module where students are
instructed by family practice physicians
using a systems-problem based learning
approach. The first day of the weekend
is a lecture followed by a day of hands-
on assessment skills practice in a real
world family practice clinic setting. The
curriculum for this module, though
challenging, uses the same texts and in-
struction methods as the New Mexico
State University Nurse Practitioner
graduate program, giving our program
added clinical rigor. New this iteration,
we have added a section on clinical pri-
mary care psychology to each class,
helping equip psychologists for work in
primary care or other medical settings,
with and without a prescription pad.
Another unique experience is our neu-
roanatomy/brain dissection lab taught
by a prescribing neuropsychologist. If
you have never had the opportunity 
to see exactly what a choroid plexus
looks like in person, you should con-
sider our program. We are also the only
program directed by a practicing pre-
scribing/medical psychologist (myself),
who became the first prescribing psy-
chologist working at the New Mexico

continued on page 55
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Behavioral Health Institute (the State
Psychiatric Hospital) in 2008.

“In 2012, our program established an
ongoing part-time residency program
for psychologists to do the required
physician supervised practicum hours
in a primary care clinic setting serving
families in southern New Mexico in a
partnership with La Clinica de Familia,
a Federally Qualified Health Center
(FQHC). Two psychologists are presently
doing their practicum hours there and
several more are currently being creden-
tialed and plan to begin in 2013. Another
exciting new option is shadowing a pre-
scribing psychologist the day before or
the day after the class weekend. Stu-
dents sign up to accompany a working
prescriber at his/her practice setting on
the Friday or Monday around the class
weekend, combining the practical and
academic in one trip to New Mexico.
Our website for further information is
http://education.nmsu.edu/cep/siap
[Christina Vento].”

The Commonwealth Fund’s 2012 An-
nual Report: This year was a dramatic
one for health care reform and, for sev-
eral months around the Supreme
Court’s decision on the constitutionality
of the Affordable Care Act (ACA), a time
in which an unusually large number of
Americans were closely following fed-
eral health policy. As we learned last
summer, the Supreme Court ultimately
upheld the law, enabling vital health
care delivery and health insurance re-

forms to continue and an estimated 30
million Americans to gain health insur-
ance coverage by the end of the decade.
The United States is finally on the path
to join all other major industrialized
countries in ensuring near-universal
health insurance coverage. This accom-
plishment in one that U.S. presidents
have struggled to achieve over the past
hundred years. Thanks to the health re-
form law, we as a nation will no longer
have a health care system that allows so
many Americans to suffer from treatable
diseases because they cannot afford
health care – or to lose their savings to
pay for treatment.

In many ways, the ACA has been the
fruition of work that The Common-
wealth Fund and others have conducted
over the past 20 years. The law’s princi-
ples were articulated a decade ago.
Today, a number of these principles and
recommendations are beginning to real-
ize their promise. There has already
been substantial progress in the first two
years of ACA’s implementation. After 12
years of increases in the uninsured, the
number of people without coverage
dropped by 1.3 million in 2011. Nearly
all states have taken legislative or regu-
latory steps to implement the law’s early
insurance market reforms and coverage
of preventive care services without cost-
sharing. We may be witnessing new
models of health care delivery, im-
proved quality and safety, health infor-
mation technology, and preventive care.
Aloha.

The Psychotherapy Bulletin 
is Going Green: 
Click on 
www.divisionofpsychotherapy.org/members/gogreen/
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Peebles’s book is a tour
de force not because it
tells you or reminds 
you how to start a psy-
chotherapy, which it does,
but because it explains
why the beginning is so

important. With clear prose that reveals
her clinical wisdom, she emphasizes the
importance of developing a working al-
liance. Too often these days, the alliance
stands for unrelenting niceness and 
rapport, which can lead to a social rela-
tionship that, far from setting the stage
for taking off masks, reminds clients of
other social relationships where masks
are required. But Peebles keeps her foot-
ing and explains why the alliance has to
be around doing the work of therapy.
She discusses the development of treat-
ment goals, a case formulation, and a
focus for work in collaboration with the
patient, and she shows beyond any
doubt how this leads to a formulation
that is unique to the particular patient
(and therefore engrossing), and how its
collaborative roots sustain the alliance
through the inevitable trials of change.

A large portion of the book is devoted to
a categorization of concerns that is noth-
ing short of brilliant. She divides psy-
chotherapy foci into deficit, trauma,
character pathology, and conflict, an eas-
ily recognizable set of concepts that she
selected because each implies a different
approach. She provides theoretical foun-
dations and treatment implications 
for each.

Peebles is a psychoanalyst who also sees
families and does hypnosis. She goes
out of her way to welcome readers of
other theoretical orientations by largely
avoiding psychoanalytic jargon and by
explaining herself in plain English. This
parallels and models her insistence on
including patients in her thinking, and
she’s very good at it. 

The book is aimed at beginners, but the
clinical wisdom is so pervasive that any-
one can enjoy it. I’ve been asking
trainees since I read it what their case
formulation and focus are, and it has
been an immediate boon as we discover
that they are often not on the same page
as their patients about what they are
doing together. Beginnings is full of ideas
about what therapy is, and these are
fleshed out in ways that remind the
reader of therapy at its best. For exam-
ple, she starts with an extended discus-
sion of slowing things down in therapy
and taking time to understand psycho-
logically important moments and inter-
actions. Anyone can drift without
supervision or consultation, and Peebles
is the best kind of consultant; she re-
minds you of who you are when you are
at your best (a leitmotif of the book is
doing this for patients). As a practitioner
for almost 40 years, I was delighted to
find what felt like an old friend and col-
league, someone who sees the world as
I do, but with more clarity.

BOOK REVIEW
Book Review of Peebles, M.J. (2012). Beginnings: The art
and science of planning psychotherapy. 2nd ed. New York:
Routledge.
Michael Karson, Ph.D., J.D., A.B.P.P. (Clinical)
University of Denver-Graduate School of Professional Psychology
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The Diversity Research Grant for pre-
doctoral candidates was established to
foster the promotion of diversity within
Division 29 and within the profession of
psychotherapy.  

The Division may award annually a
$2,000 Diversity Research Grant to a pre-
doctoral candidate (enrolled in a clinical
or counseling psychology doctoral pro-
gram) who is currently conducting 
dissertation research that promotes 
diversity, as outlined by the American
Psychological Association (APA). Ac-
cording to the APA, diversity is defined
as individual and role differences, in-
cluding those based on age, gender, sex-
ual orientation, gender identity, race,
ethnicity, culture, national origin, reli-
gion, disability, language, and socioeco-
nomic status.

The Diversity Research Grant is ex-
pected to be used to support the comple-
tion of a pre-doctoral candidate’s
dissertation work. The grant may be
used to fund: (1) supplies used to con-
duct the research; (2) training needed for
completion of the research; and/or (3)
travel to present the research (such as at
a professional conference). The appli-
cant must be a member of Division 29.
The recipient of the grant will be ex-
pected to present his or her research 
results in a scholarly forum (e.g., pres-
entation at an APA Annual Convention,
the Division 29 Journal, Psychotherapy, or
other refereed professional journal).

One annual grant of $2,000 will be paid
in one lump sum to the researcher, to his
or her university’s grants and contracts
office, or to an incorporated company.
Individuals who receive the funds could

incur tax liabilities. All grant recipients
will be required to complete an IRS form
W-9 before funds are issued.

A complete application must be 
submitted by email to both
Diversity Domain Representatives:

Caryn Rodgers, Ph.D.
(caryn.rodgers@einstein.yu.edu) & 

Beverly Greene, Ph.D.
(bgreene203@aol.com) 

by midnight, April 1, 2013. Incomplete
or late application packets will not be
considered.

The application must include:
• A 1-2 page cover letter describing
how the applicant’s work embodies
the Division’s interest in promoting
diversity in the profession of psy-
chotherapy and how the funding 
will be used to support the appli-
cant’s dissertation work;

• A 1-page document outlining a 
detailed budget;

• A 5-10 page research proposal (alter-
natively, a Dissertation Proposal may
be submitted, regardless of length);

• 1 letter of recommendation from the
applicant’s current direct supervisor
or advisor; and

• 1 letter from the applicant’s disserta-
tion advisor or director of clinical
training certifying that the applicant
is currently in the process of complet-
ing research for the dissertation.

AMERICAN PSYCHOLOGICAL ASSOCIATION 
DIVISION OF PSYCHOTHERAPY (DIVISION 29)
Diversity Research Grant for Pre-Doctoral Candidates

continued on page 58
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Once a complete application has been
received (on or before the deadline), se-
lections will be made using the follow-
ing criteria:
• Consistency with the Diversity Re-
search Grant’s stated purposes;

• Clarity of the written proposal;
• Scientific quality and feasibility of
the proposed research project;

• Budgetary needs for data collection
and completion and presentation of
the project;

• Potential for new and valuable con-
tributions to the field of psychother-
apy; and

• Potential for final publication or like-
lihood of furthering successful re-
search in topic area.

Additional Information
• After the project is complete, a full
accounting of the project’s income
and expenses must be submitted
within six months of completion.

• Grant funds that are not spent on the
project within two years must be re-
turned.

• When the resulting research is pub-
lished, the grant must be acknowl-
edged.

• All individuals who directly receive
funds from the division will be re-
quired to complete an IRS w-9 form
prior to the release of funds, and will
be sent a 1099 after the end of the fis-
cal year (December 31st).
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NOTICE TO READERS
References for articles appearing in this issue can be found
in the on-line version of Psychotherapy Bulletin published

on the Division 29 website.
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Rodney Goodyear, Ph.D.
I am honored to be a
candidate on this Presi-
dential slate. I have been
a Division member for
more than three decades
and many of my heroes
and heroines in the field

have been prominent members of the
Division. As well, I have enjoyed my op-
portunities to serve the Division in sev-
eral roles (currently as Program Chair).

My work has focused primarily on
teaching and supervising psychother-
apy.  This is evident in my scholarship
(e.g., Bernard and Goodyear is arguably
the best known and most widely used
supervision book worldwide) which
also has extended to psychotherapy
processes. I have had the opportunity to
serve as an editorial board member of
several psychotherapy journals (e.g.,
Psychotherapy Research).

Supervision and training also has been
the center of my professional work. For
example, I directed USC’s APA accred-
ited counseling psychology program for
20 years, have served on both APA’s
Continuing Education Committee and
the Commission on Accreditation, and
currently am a member of APA’s super-
vision guidelines task group. I have re-
ceived the Council of Counseling
Psychology Training Programs Award for
Lifetime Contributions to Education and
Training. in Counseling Psychology.

Whoever is Division President will need
to maintain a focus on both internal and
external focus. Internally, we must con-
tinue to address the attrition that all APA
divisions are encountering (e.g., more
than 60% of APA members now belong
to no division), with a consequent grey-
ing of our membership (the Division’s
mean age now stands at 63, per John
Norcross’s latest survey). 

Psychotherapy is the single most fre-
quent activity of both clinical and coun-
seling psychologists, an advantage for
our Division which is developing initia-
tives to (a) draw in new members and
then (b) retain them by providing bene-
fits that members perceive as sufficiently
valuable to stay. These important efforts
must continue—and as we do, we also
need to find ways to increase our per-
ceived relevance to psychologists of
color, who currently comprise only a
small portion of our membership.

Externally, we have an important re-
sponsibility to promote effective psy-
chotherapy practice. Certainly our
journal, Psychotherapy, does this with its
impact that extends well beyond the Di-
vision.  But through leadership and ad-
vocacy, our Division has shaped—and
should continue to do so—opinion and
practice. The Resolution on the Effec-
tiveness of Psychotherapy is one impor-
tant recent example of an initiative in
which our leadership played a role and
which we should continue to promote. 

My Fulbright Distinguished Lecturer
appointment last year at Yonsei Univer-
sity heightened my interest in psy-
chotherapy practice worldwide. I would
like our Division to be more deliberate
in the attention it gives to members and
affiliates in other countries and to the
work they do. 

I would bring to this position adminis-
trative skills developed as both program
and Division Chair at USC and then an
Associate Dean. But any President also
will have the important advantage of
being a member of the strong leadership
team that Division 29’s talented Execu-
tive Board provides. It would be my
privilege to work with them and for the
Division in the role of President. �

CANDIDATE STATEMENTS President-elect
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Thank you for the op-
portunity to serve Divi-
sion 29. I would be
honored to be your Pres-
ident. I am currently
serving as the Division’s
Finance Committee

Chair. Last year, I completed my second
three-year term as the Division’s Treas-
urer and was pleased to report that even
during the economic downturn, the Di-
vision is in very good financial shape.
As Treasurer, I have worked with six Di-
vision Presidents and served on the Ex-
ecutive Council. I believe that I have a
good sense for where the Division has
been and what challenges we face in a
rapidly changing environment. In my
multiple roles I have served as CE Chair,
chair of the technology committee, and
as a member on the Finance Committee.
You will see that my past experiences
and commitment to the Division have
provided me with a strong foundation
to lead us through rapid changes in
health care reform, practice, science, and
technology.

My professional life has dealt with two
worlds—psychology and corporate
America. Psychologists have not always
been able to operate within the corpo-
rate environment because we often lack
the skills or knowledge necessary for
running organizations effectively. I will
try to bring a strong history of organiza-
tional experience and entrepreneurial
leadership to the role of President.

I have spent many years teaching, prac-
ticing, and advocating for psychology
where I have enjoyed various leadership
positions. I served as President, APA Di-
vision 49 and also served as President of
the Maryland Psychological Association.
I currently serve as the Chair, Maryland
Board of Examiners of Psychologists. I

also maintain a private psychotherapy
practice and was a fulltime faculty mem-
ber and director of graduate programs in
psychology at Loyola University (Mary-
land). I was founder and clinical director
of a large private mental health facility in
the Baltimore Metropolitan area. I have a
breath of experience in both the public
and private sector from which I can draw
as your President. 

Before we sold our company last year, I
was the CEO of a mid-sized, IT com-
pany specializing in Electronic Medical
Records. I’ve had significant experience
with investor relations and venture cap-
ital exploration and have learned fiscal
responsibility. This experience has been
invaluable to me in the role as the Divi-
sion 29 Treasurer.

As your President, I will continue to
bring a vigilant and progressive ap-
proach to maintaining a strong Divi-
sional presence within APA and the
professional community. I propose 
the following initiatives: (1) create a
more streamlined and fiscally responsi-
ble organizational structure; (2) provide
fiscal responsibility to the membership;
(3) explore approaches for increasing
non-dues revenue, e.g., online CE work-
shops; (4) increase member and student
scholarships and awards; (5) explore in-
centives for value added services to the
membership; and (6) reach out to the
membership to find ways to make your
dues worthwhile. 

I strongly believe that if you want to get
something done, you give it to a busy
person with a track record of effective
leadership. I am willing to be that busy
person with a track record of achieving
results and effective leadership. Thank
you for your consideration and I wel-
come and appreciate your vote. �

Steven A. Sobelman, Ph.D.
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Jean Carter, Ph.D.
Division 29 elects APA
Council representatives
who demonstrate lead-
ership in the Division
and APA and who are
committed scientist-prac-
titioners. I promise to

serve you well and continue the tradition.

Leadership in Division 29
Member-at-large and president. As pres-
ident, led the reorganization that created
domain representatives, broadening and
deepening our focus. Energized the
committees and actively encouraged di-
versity throughout the Division.  Stabi-
lized the Division financially. Member
and Chair of the Publication Board, re-
turning to the Pub Board in 2012.

Leadership in APA
I know APA! I served previously in
Council and as a member of the APA
Board of Directors.  I served as member
and chair of two APA Committees (CAPP
and CODAPAR) and member and Vice
Chair of the APA Finance Committee, as
well as on numerous task forces.

Commitment to Science and Practice
As a full time independent practitioner
in Washington, DC, for over 30 years, I
know the rewards and challenges inti-
mately. I deeply value the central core of
science in psychology, and have served
as an ad-hoc reviewer and on editorial
boards of several journals, including
Psychotherapy. I have just completed 6
years as an associate editor of Profes-
sional Psychology:  Research and Practice. I
was honored to serve on the APA Task
Force on Evidence Based Practice in Psy-
chology, where we developed the APA
policy statement on EBPP.

Me, Personally
I strive for consensus building and col-
laboration based on shared goals and
values, while also understanding and
recognizing differences. I take the trust
placed in me seriously, and work tire-
lessly at things I am committed to. I re-
member that decisions made on behalf
of APA affect individuals, and that 
impact must not be minimized. I laugh 
easily, like people a lot, and care 
passionately about psychology! �

CANDIDATE STATEMENTS
Representative to APA Council

Jennifer Erickson Cornish, Ph.D., ABPP
It is a tremendous
honor to be nominated
by our Division of Psy-
chotherapy for a Coun-
cil of Representatives
seat.  The chance to rep-
resent psychotherapy

issues during this challenging time for
psychology and for APA would be an
immense privilege.

I am currently associate professor and di-
rector of clinical training and internship
consortium at the University of Denver

Graduate School of Professional Psychol-
ogy.  I previously served on the Council
of Representatives for the Colorado Psy-
chological Association and during that
time co-founded and was the first chair
of the Education and Training Caucus.
For Division 29, I had the pleasure to be
editor of the Psychotherapy Bulletinwhere
I continue as contributing editor for
Ethics in Psychotherapy.  I have been par-
ticularly pleased to encourage students
to publish in the Bulletin and thus be-
come more involved in our Division.

continued on page 62
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Other national service includes the APA
Ethics Committee, secretary of Division
17, and the APPIC Board.

Current issues facing Council include
the Good Governance Project (and our
need to ensure that the voice of psy-
chotherapy continues to be heard in
whatever new governance configuration
is established); the continued relation-
ships between practice, science, educa-
tion, and the public interest; advocating
for funding for psychotherapy and for
psychotherapy education and training;

and promoting psychotherapy (by psy-
chologists) within the Affordable Health
Care for America Act and within inte-
grated and interprofessional models of
healthcare. When I was previously on
Council, I shared the agenda overview
prior to meetings and asked for input,
and then following meetings sent out
notes with more request for input.  If
elected, I would endeavor to continue
such open communication.  I am asking
for your vote, and hope that I have the
opportunity to serve our Division well
on the Council of Representatives. �

John C. Norcross, Ph.D.
I am honored to be
nominated for another
term as your APA
Council Representative
for the Division of Psy-
chotherapy. Division 29
is my natural profes-

sional home in that my daily responsi-
bilities entail teaching, supervising,
practicing, and researching psychother-
apy as a university professor and as an
independent practitioner.

My service to the Division traverses a
variety of activities and a number of
years. I have served as President, Coun-
cil Representative, chair of the Educa-
tion & Training Committee, and chair of
our Publications Committee. I have ed-
ited several special issues of Psychother-
apy, contributed regularly to our
Psychotherapy Bulletin, and conducted
comprehensive studies of the Division
29 membership. In addition, with Drs.
Don Freedheim and Gary VandenBos, I
codeveloped the APA Psychotherapy
Videotape Series and coedited the sec-
ond edition of History of Psychotherapy. 

Recent books include Psychotherapy Re-

lationships That Work, Psychologists’ Desk
Reference (with Gerry Koocher and Bev-
erly Greene), Self-Care that Works (with
Linda Campbell and others), Handbook
of Psychotherapy Integration (with Marv
Goldfried), and Systems of Psychotherapy:
A Transtheoretical Analysis (with Jim Pro-
chaska), now in its eight edition. I also
edited the Journal of Clinical Psychology:
In Session for 10 years. All of this is to say
that my primary commitment is to ad-
vance psychology and psychotherapy.

Succinctly stated, my priorities as your
Council Representative will be to: main-
tain the quality and integrity of psy-
chotherapy in the face of health care
industrialization; enhance the integra-
tion of practice and research in psy-
chotherapy; advocate for the centrality
of psychological treatment in daily life;
and expand services for the Division 29
membership. Perhaps most importantly,
I will strive for an open mind, a respon-
sive ear, and an active stance toward the
interests of the membership.

I welcome your continued support and
collaboration. �

continued on page 54



63

Abe Wolf, Ph.D.
I am honored to be
nominated as Council
Representative for the
Division of Psychother-
apy. I am deeply com-
mitted to building
bridges between psy-

chotherapy practitioners and re-
searchers and will work to give our field
a strong voice in a body that represents
the entire field of psychology.

I have practiced, taught, and researched
psychotherapy. After 30 years of practic-
ing and teaching psychotherapy at a
major metropolitan county hospital, I
am now in full time private practice. I
know the challenges of delivering serv-
ices to the needy and how private prac-
titioners are challenged by decreasing
compensation from insurance compa-
nies. As a Professor of Psychology at the
Case Western Reserve University School
of Medicine with over 50 published arti-
cles in psychotherapy and health psy-
chology, I am aware of the challenges of
translating research into practice.

I have served on the board of the Divi-
sion of Psychotherapy for 15 years. I was

president of the division in 2006. My
service also included terms as Secretary,
Chair of the Student Development Com-
mittee, Publication Board member,
Member-at-Large, Mid-Winter Conven-
tion coordinator, and editorial consult-
ant to the journal Psychotherapy. In
1996, I was honored by the Division
with the Jack Krasner Early Career
Award. As founding Internet editor of
our Division, I understand the impor-
tance of this medium and how we can 
to use it to further the mission of our 
organization.

This year I coedited Transforming nega-
tive reactions to clients: From frustration
to compassion. I have also remained ac-
tive with the Society of Clinical Psychol-
ogy and the Division of Psychotherapy
in a collaborative initiative to provide
practicing therapists with a way of dis-
seminating their clinical experiences in
using empirically supported treatments
to the research community.  

The field of psychotherapy needs strong
representation. I will strive to provide
that representation on the APA Council.
�

From APA’s Online Academy
Taking Care of the Hated and Hateful Patient

CE Credit: 4

This course brings together four experienced 
psychotherapists to discuss the theoretical 
aspects of countertransference anger and hatred
and its management in practice.

Instructors: 
Chris Muran, PhD; Dorothy Holmes, PhD; 
Jean Carter, PhD; Karen Maroda, PhD; 
Abe Wolf, PhD
http://advance.captus.com/apa/catalog.aspx
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Jean Birbilis, Ph.D., L.P., B.C.B.
Division 29 is inclusive.
Contributing to this in-
clusiveness as the Di-
versity Domain
Representative would
be an honor. I previ-
ously served as Educa-

tion and Training Committee Chair and
currently serve as Membership Commit-
tee Chair and a member of the Diversity
Committee. The opportunity to create
joint initiatives to achieve goals of multi-
ple committees is an exciting prospect.
For example, the Membership and Early
Career Psychologist Committees  worked
together to create a proposal for initiating
mentorship through Division 29; this will
also create a venue for cultivating future
leaders of Division 29 from diverse back-
grounds. What an excellent example of
the Division motto, “Be connected”!

The Diversity Committee has created
awards and resources that pertain to di-
versity and psychotherapy. The Commit-
tee can also engage the Division in
reflection regarding what diversity
means and how it can be addressed most
fully by the Division. As a professor in a

Psy.D. program that addresses compe-
tency in diversity in the most inclusive
manner possible and a practitioner my-
self, I offer three examples of emerging,
diverse populations who need the atten-
tion of psychotherapists. (1) The military
has a unique culture, and veterans often
face challenges during reintegration.
How can Division 29 encourage attention
to military culture as an aspect of diver-
sity in psychotherapy research and prac-
tice? (2) As approximately 30 million
previously uninsured citizens obtain
healthcare insurance, how can Division
29 help assure adequate inclusion of psy-
chotherapy in the healthcare system in
the future? (3) As baby boomers continue
to age, how can Division 29 assist psy-
chotherapists in addressing the needs of
the elderly?

Finally, I would like to see Division 29
actively pursue members from diverse
training backgrounds. Less than 10% of
current Division 29 members have
Psy.D.s, yet more students are graduat-
ing from Psy.D. programs, which focus
on training practitioner scholars, than
from Ph.D. programs each year. �

CANDIDATE STATEMENTS
Diversity Domain Representative

Jairo N. Fuertes, Ph.D., ABPP, LMHC
Dear Colleagues I have
been nominated for
the position of Domain
Representative for Di-
versity within Division
29. I appreciate the
nomination and agreed

to run for the position. I have conducted
research in the area of diversity for
many years now, in areas that pertain to
therapist multicultural competence, ac-
culturation stress, and Universal-Di-

verse Orientation. I believe with sincere
interest in addressing the importance of
diversity in the field of psychotherapy,
given the rapidly changing demograph-
ics in the country, the evidence which
points to disparities in outcome against
ethnic and racial diverse clients and pa-
tients, and the unfortunate reality of bias
and oppression that negatively effect the
well-being, advancement, and mental

continued on page 65
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health of many minority, immigrant,
and historically oppressed groups in the
United States. I do have some experi-
ence in advocating for diversity. For ex-
ample, I currently serve as Chair of the
Diversity Committee within the Derner
Institute of Advanced Psychological
Studies at Adelphi University. I also
have experience within Division 29,
where I currently serve (and in Decem-
ber 2013 will end) a three-year run as
Chair of the Education and Training

Committee. If elected as Domain repre-
sentative for Diversity, I will work with
my colleagues in D29 to advocate for di-
versity-related needs and opportunities,
including promoting the importance 
of multicultural competence for psy-
chotherapists, promoting research to 
diminish and eliminate outcome dispar-
ities in mental health care, and greater
awareness and inclusion of diversity re-
lated factors in all aspects of Division 29
governance. Thank you. Gracias! �

The 
Psychotherapy Bulletin
is Going Green: 

Click on 
www.divisionofpsychotherapy.org/members/gogreen/

NOTICE TO READERS
References for articles appearing in this issue can be found
in the on-line version of Psychotherapy Bulletin published

on the Division 29 website.
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Rayna Markin, Ph.D.
I am honored to be
nominated to run for
Early Career Domain
Representative. I re-
ceived my doctorate in
Counseling Psychology
in ‘07 from the Univer-

sity of Maryland, College Park, and I 
am an assistant professor at Villanova
University. I am currently serving in 
Division 29 as the Chair of the Re-
search Committee. There are a number
of reasons I would like to serve as the
Early Career Domain Representative.
First, as someone who identifies as both
a psychotherapist and a psychotherapy
researcher, I welcome the opportunity to
represent other ECPs who also identify
as clinicians and/or researchers.   I want
to provide a way for the next generation
of psychotherapists and psychotherapy
researchers to have a voice in Division
29, facilitate involvement of early ca-
reer psychologists in Division activities,

and help early career psychologists tap
into the support that is available
through Division 29.  As someone who
studies the psychotherapy relationship,
I feel it is essential to build bridges and
establish connections between ECPs
themselves, but also between experi-
enced members of the Division and
ECPs.  For example, during my time as
Chair of the Research Committee,
I planned the Luncheon with the Mas-
ters series and helped to develop a Men-
torship program for the Division. As an
ECP myself, I understand the unique
challenges that ECPs face, but also their
unique strengths that can add to the Di-
vision. Whether advocating to support a
new investigator’s research, or a clini-
cian starting a practice, or an instructor
teaching a psychotherapy course for the
first time, I would be honored to repre-
sent other ECPs with diverse back-
grounds and experiences. �

CANDIDATE STATEMENTS
Early Career Psychologist Domain Representative

Amit Shahane, Ph.D.
I am honored to be a
nominee for Division
29’s Early Career 
Domain Representa-
tive. As an early career,
licensed psychologist
practicing in Atlanta,

GA, I have a strong commitment to or-
ganizational service and involvement in
developing innovations within the field
of psychology. 

Currently, I am a full time Assistant Pro-
fessor in Emory University School of
Medicine’s Department of Psychiatry
and Behavioral Sciences. As a faculty
member, I am involved in psychother-

apy training and supervision of
practicum students, interns, medical
students, and psychiatry residents. 
In addition, I participate in various 
committees ensuring professional and
collaborative relationships across uni-
versity and hospital settings. 

Within Division 29, I enjoy serving as
the current committee chair for the Di-
versity Domain. As committee chair, I
have worked to build collaborative rela-
tionships with other Division 29 do-
mains, and advance the values and
mission of the Diversity Domain. I hope

continued on page 67
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to further build my relationship with Di-
vision 29 and expand my role as the
Early Career Domain Representative. 

In addition to my service in Division 29,
I have been fortunate to participate in
multiple APA divisions and other pro-
fessional psychology organizations that
further the needs of early career psy-
chologists. Currently, I serve on Early
Career Professionals (ECP) Council (Div.
38), and have provided an early career
voice within ASPPB’s (Association of
State and Provincial Psychology Boards)
standard setting study. Through these

experiences, I have had the good fortune
to gain leadership, organizational, and
communication skills that I hope will
enrich my work as the Early Career 
Domain Representative. 

If elected, I would work to further en-
hance awareness of early career issues
across all Division 29 domains, as well
as advocate for early career perspectives
in all APA and Division 29 initiatives.
Thank you for your consideration and I
would greatly appreciate the opportu-
nity to serve as the Early Career Domain
Representative. �

Find Division 29 on the Internet. Visit our site at
www.divisionofpsychotherapy.org
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Bernard S. Gorman, Ph.D.
Bernard Gorman re-
ceived his Ph.D. (1971)
in Personality and 
Social Psychology from
the City University of
New York, and com-
pleted postdoctoral

studies in psychotherapy at the Institute
for Rational Emotive Therapy. He has
written numerous articles and presented
many convention papers in the areas of
personality assessment, multivariate
analysis, and relationships between cog-
nition and affect. He co-authored the
textbook, Developmental Psychology
(Van Nostrand, 1980) with Theron
Alexander and Paul Roodin, and co-
edited the research monograph, The
Personal Experience of Time (Plenum,
1977) with Alden Wessman. He is the
author of several instructional computer
packages published by Random House
and McGraw-Hill. His book, Design
and Analysis of Single Case Research,
with Ronald Franklin and David Alli-
son, focuses on the intensive study of in-
dividuals over time.

Gorman is SUNY Distinguished Teach-
ing Professor of Psychology and State
University of New York Faculty Ex-
change Scholar at Nassau Community
College/SUNY, where he teaches
courses in general psychology, abnormal
psychology, child and adult develop-
ment. He holds an adjunct professorship
in Hofstra University’s Graduate Psy-
chology and Gerontology Programs,

where he teaches courses in gerontology,
multivariate statistical analysis, qualita-
tive analysis, computer applications in
psychology, and psychometrics. He re-
ceived the State University of New York
Chancellor’s Award for Excellence in
College Teaching. For more than 15
years, he combined his interests in meas-
urement research, clinical issues, and
teaching as a psychologist in the New
York State Office of Mental Health. 
He served as vice-president of the Met-
ropolitan New York Chapter of the
American Statistical Association from
1993-1998. He is a Senior Research Sci-
entist in the Department of Psychiatry at
Beth Israel Medical Center, New York,
where here is part of a research team in-
vestigating the efficacy of psychother-
apy. He is a Fellow of Division 1 of the
American Psychological Association. He
served as a member of the National Sci-
ence Foundation Research Coordination
Network on DNA microarray technol-
ogy, where he developed multivariate
statistical analysis methods for studying
gene expression.

He is on the Editorial Boards of the jour-
nals: Psychotherapy: Research and Practice;
The Journal of Psychotherapy Research; Psy-
chology and Marketing, and  Psychody-
namic Psychiatry, the Journal of the
American Academy of Psychoanalysis and
Dynamic Psychiatry. He also conducts
site visits as a member of the American
Psychological Association’s Commis-
sion on Accreditation. �

CANDIDATE STATEMENTS
Science and Scholarship Domain Representative

continued on page 60
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Susan S. Woodhouse, Ph.D.
I am honored to be
nominated to run for
Science and Scholarship
Domain Representa-
tive. Division 29 has
been a key intellectual
home for me within

APA. I would enthusiastically spearhead
research-related initiatives for Division
29. I am a psychotherapy researcher, in-
cluding research on psychotherapy
process, the psychotherapy relationship,
and research on preventive interventions
for families with young children. I am
the PI on a $2.9 million NIH-funded
study that focuses on basic science ques-
tions relevant to psychotherapy with di-
verse, low-income, underserved families
with young children (and includes an
applied component). I am involved in a
number of additional research projects
and NIH grant applications that focus on
psychotherapy and prevention work
with diverse, low-income, underserved
families. I strongly believe that that the
work we do on the psychotherapy rela-
tionship, process, outcomes, client
strengths, and culturally appropriate

psychotherapy is important; and that the
science of psychotherapy is relevant to
the public good. I would like to be a part
of supporting psychotherapy research
and the dissemination of psychotherapy
research findings. In my own commu-
nity-based psychotherapy research, I
have had to think hard about how to
build trust with community stakehold-
ers, engage the community in the re-
search, and bring the results of the
research back to the community. I believe
those skills translate well to serving as
the Science and Scholarship Domain
Representative.

I received my doctorate in Counseling
Psychology in 2003 from the University of
Maryland, College Park, and I am an As-
sociate Professor at Lehigh University. I
am currently in my final year of a 3-year
term as the Division 29 Early Career Do-
main Representative. Prior to that, I
served for two years as the Chair of the
Research Committee in Division 29. These
experiences have prepared me well to
serve the Division as the Science and
Scholarship Domain Representative. �

Bulletin ADVERTISING RATES

Full Page (4.5" x 7.5") $300 per issue
Half Page (4.5" x 3.5") $200 per issue
Quarter Page (2.185" x 3.5") $100 per issue

Send your camera ready advertisement, 
along with a check made payable to 
Division 29, to:
Division of Psychotherapy (29)
6557 E. Riverdale
Mesa, AZ 85215

Deadlines for Submission
February 1 for First Issue
May 1 for Second Issue
August 1 for Third Issue

November 1 for Fourth Issue

All APA Divisions and Subsidiaries (Task Forces,
Standing and Ad Hoc Committees, Liaison and
Repre sentative Roles) materials will be published at
no charge as space allows.
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When My Integrative Treatment Fails
Dimidjian, S., & Hollon, S.D. (2011). In-
troduction: What can be learned
when empirically supported treat-
ments fail? Cognitive and Behavioral
Practice, 18, 413-420.

Gold, J. & Stricker, G. (2011). Failures in
psychodynamic therapy. Journal of
Clinical Psychology: In Session. 67,
(11), 1096-1105.

Hopko, D. R., Magidson, J. F., &
Lejuez, C. W. (2011). Treatment fail-
ure in behavior therapy: Focus on be-
havioral activation for depression.
Journal of Clinical Psychology: In Ses-
sion. 67, (11), 1106-1116.

Lampropoulos, G. K. (2011). Failure in
psychotherapy: An introduction.
Journal of Clinical Psychology: In Ses-
sion. 67, (11), 1093-1095.

Watson, J. C. (2011). Treatment failure
in humanistic and experiential psy-
chotherapy. Journal of Clinical Psy-
chology: In Session. 67, (11), 1117-1128.

Wolfe, B.E. (1992) Integrative psy-
chotherapy of the anxiety disorders.
In J.C. Norcross and M.R. Goldfried
(Eds.) Handbook of Psychotherapy Inte-
gration, 2nd Edition, Chapter 11, pp.
373-401. New York: Basic Books

Wolfe, B.E. (2001) The integrative expe-
rience of psychotherapy integration.
In M.R. Goldfried (Ed) How therapists
change: Personal and professional reflec-
tions, (pp. 289-312). Washington, DC:
American Psychological Association.

Wolfe, B. E. (2005). Understanding and
treating anxiety disorders: An integra-
tive approach to healing the wounded
self.Washington, DC: American Psy-
chological Association.

Wolfe, B. E. (2006a). An integrative per-
spective on the anxiety disorders.
Psychotherapy Bulletin, 41 (1), 30-35.

Wolfe, B. E. (2006b). An integrative per-
spective on the anxiety disorders. In
G. Stricker & J. Gold (Eds.). A case-
book of psychotherapy integration. (pp.
65-77). Washington DC: American
Psychological Association.

Wolfe, B. E. (2011). The case of Rachel:
An integrative psychotherapy for
panic disorder. Psychotherapy Bul-
letin, 46, (1), 8-13.

Religiosity and Psychosis: Clinical
and Cultural Consideration
Alcock, J. E. (2009). Prejudice or propa-
ganda. Journal of Theoretical and Philo-
sophical Psychology, 29(2), 80-84.

American Psychiatric Association
(2000). Diagnostic and statistical man-
ual of mental disorders (4th ed., text revi-
sion). Washington, DC: Author. 

American Psychological Association.
(2002). Guidelines on multicultural edu-
cation, training, research, practice, and
organization change for psychologists.
Washington, DC: Author.

Cummings, J. L., & Cummings, N. A.
(2009). The proliferation of faith-
based counseling: Booming while
psychotherapy declines. In N. C.
Cummings, W. O’Donohue, & J.
Cummings (Eds.), Psychology’s war of
religion (p.313-333). Phoenix, AZ:
Zeig, Tucker & Theisen, Inc.

Huguelet, P., Mohr, S., Betrisey, C., Bor-
ras, L., Gilliéron, C., Marie, A.
M.,…Brandt, P.-Y. (2011). A random-
ized trial of spiritual assessment of
outpatients with schizophrenia: Pa-
tients’ and clinicians’ experience.
Psychiatric Services, 62(1), 79-86.

Koltko, M. E. (1990). How religious be-
liefs affect psychotherapy: The exam-
ple of Mormonism. Psychotherapy,
27(1), 132-141.

Lukeoff, D. (2005). Spiritual and
transpersonal approaches to psy-
chotic disorders. In S. G. Mijares, &
G. S. Khalsa (Eds.), The psychospiri-
tual clinician’s handbook: Alternative
methods for understanding and treating
mental disorders (233-257). Bingham-
ton, NY: Hawthorne Reference Press.

May, C. A. (1997) Psychopathology and
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of Psychiatry, 11(1), 14-20.

REFERENCES



74

Moreira-Almeida, A., & Cardeña, E.,
(2011). Differential diagnosis between
non-pathological psychotic and spiri-
tual experiences and mental disorders:
A contribution from Latin America
studies to the ICD-11. Revista
Brasileira de Psiquiatria, 33(1), 529-536.

Mohr, S., Borras, L., Betrisey, C., Brandt,
P. Y., Gilliéron, C., & Huguelet, P.
(2010). Delusions with religious con-
tent in patient psychosis: How they
interact with spiritual coping. Psychi-
atry, 73(2), 158-172. 

Ng, F. (2007). The interface between re-
ligion and psychosis. Australasian
Psychiatry, 15(1), 62-66.

Pierre, J. M. (2001). Faith or delusion?
At the crossroads of religion and
psychosis. Journal of Psychiatric Prac-
tice, 7, 163-172.

Richarson, F. C. (2009) Biases against
theism in psychology? Journal of The-
oretical and Philosophical Psychology,
29(2), 122-127.

Slife, B. D., Reber, J. S. (2009). Is there a
pervasive implicit bias against the-
ism in psychology? Journal of Theoret-
ical and Philosophical Psychology, 29(2),
63-79.

The Internship as a Scarce Resource:
What Will Students and Our 
Profession Do?
Association of Psychology Postdoctoral
and Internship Centers. (2012). 2012
APPIC match statistics combined re-
sults: Phase 1 and phase II. Retrieved
December 23, 2012, from
http://www.appic.org/Match/Matc
hStatistics/MatchStatistics2012Com-
bined.aspx

Association of Psychology Postdoctoral
and Internship Centers. (2011). 2011
APPIC Match: Survey of internship ap-
plicants. Retrieved December 26,
2012, from
http://www.appic.org/Match/Matc
hStatistics/ApplicantSurvey2011Part
1.aspx Baker, J., McCutcheon, S., &
Keilin, W.G. (2007). The internship
supply-demand imbalance: The
APPIC perspective. Training and Edu-

cation in Professional Psychology, 1(4),
287-293.

Cornish, J., Smith-Acuña, S., Nadkarni,
L. (2005). Developing an Exclusively
Affiliated Psychology Internship
Consortium: A Novel Approach to
Internship Training. Professional Psy-
chology: Research and Practice, 36(1), 9-15.

Dingfelder, S. (2012). APA invests $3
million to help create more accredited in-
ternships. Retrieved January 18, 2013
from
http://www.apa.org/gradpsych/20
12/11/apa-invests.aspx

Ginkel, R., Davis, S., Michael, P. (2010).
An examination of inclusion and ex-
clusion criteria in the predoctoral in-
ternship selection process. Training
and Education in Professional Psychol-
ogy, 4(4): 213-218.

Grus, C., McCutcheon, S., Berry, S.
(2011). Actions by professional psy-
chology education and training
groups to mitigate the internship im-
balance. Training and Education in
Professional Psychology, 5(4): 193-201.

Hatcher, R.L. (2011). The internship sup-
ply as a common-pool resource: A path-
way to managing the imbalance problem.
Training and Education in Professional
Psychology, 5(3): 126-140.

Keilin, W.G., Baker, J., McCutcheon, S.,
& Peranson, E. (2007). A growing
bottleneck: The internship supply-
demand imbalance in 2007 and its
impact on psychology training.
Training and Education in Professional
Psychology, 1(4), 229-237.

Kohout, J., Pate, W.E., Finno, A.A., Ja-
cobsen, T., Michaski, D., & Hart, B.
(2008). Debt, salary, and career data in
psychology: What you need to know. Re-
trieved December 26, 2012 from,
http://www.apa.org/workforce/pre
sentations/2008-debt-salaries.pdf

Madson, M.B., Hasan, N.T., Williams-
Nickelson, C., Kettmann, J.J. (2007).
The internship supply and demand
issue: Graduate student’s perspec-
tive. Training and Education in Profes-
sional Psychology, 1(4), 249-257.

McCutcheon, S.R. (2011). The intern-



75

ship crisis: An uncommon urgency
to build a common solution. Training
and Education in Professional Psychol-
ogy, 5(3), 144-148.

Mulvey, T.A. (2011). Debt, salaries, & ca-
reers in psychology: What you need to
know. Retrieved December 21, 2012,
from http://www.apa.org/work-
force/presentations/2011/rmpa-
handout.pdf

Parent, M.C., & Willamson, J.B. (2010).
Program disparities in unmatched
internship applicants. Training and
Education in Professional Psychology,
4(2), 116-120.

Peterson, R. & Rodolfa, E. (2000). Too
many psychologists? Worrying about
Robiner and Crew and worrying
with them. Professional Psychology:
Research and Practice, 31(3), 272-275.

Robiner, W. and Crew, D. (2000). Right-
sizing the workforce of psychologists
in healthcare: Trends from licensing
boards, training programs and man-
aged care. Professional Psychology: Re-
search and Practice, 31(3), 245-263.

Rodolfa, E., Vielle, R., Russell, P., Nijjer,
S., Nguyen, D., Mendoza, M., Perrin,
L. (1999). Internship selection: Inclu-
sion and exclusion criteria. Profes-
sional Psychology: Research and
Practice, 30(4), 415-419.

Rodolfa, E., Bell, D., Bieschke, K.,
Davis, C., Peterson, R. (2007). The in-
ternship match: Understanding the
problem – seeking solutions. Training
and Education in Professional Psychol-
ogy, 1(4): 225-228.

Rozensky, R., Grus, C., Belar, C., Nel-
son, P., Kohout, J. (2007). Using
workforce analysis to answer ques-
tions related to the internship imbal-
ance and career pipeline in
professional psychology. Training and
Education in Professional Psychology,
1(4): 238-248.

Schaefer, M.R., Newman, G.H., et al.
(2011). Shifting the Paradigm: Alter-
nate Perspectives and solutions to in-
creasing the availability of quality
internships. Training and Education in
Professional Psychology, 5(4): 209-212.

Ethical Considerations of Trauma-
Focused Cognitive Behavioral Therapy
American Psychiatric Association
(APA). (2004). Practice guidelines for
the treatment of patients with acute
stress disorder and posttraumatic stress
disorder. Arlington, VA: American
Psychiatric Association.

American Psychological Association
(APA). (2010). Ethical Principles of
Psychologists and Code of Conduct.
Washington, DC: American Psycho-
logical Association.

Ariga, M., Uehara, T., Takeuchi, K.,
Ishige, Y., Nakano, R., & Mikuni, M.
(2008). Trauma exposure and post-
traumatic stress disorder in delin-
quent female adolescents. Journal of
Child Psychology and Psychiatry, 49(1),
79-87. doi:10.1111/j.1469-
7610.2007.01817.x

Cohen, J. A., & Mannarino, A. P. (2008).
Trauma-focused cognitive behavioral
therapy for children and parents.
Child and Adolescent Mental Health,
13, 158-162.

Cohen, J. A., Mannarino, A. P., & De-
blinger, E. (2006). Treating trauma and
traumatic grief in children and adoles-
cents. New York: Guilford Press.

Cohen, J. A., & Mannarino, A. P. (2008).
Trauma-focused cognitive behavioral
therapy for children and parents.
Child and Adolescent Mental Health,
13, 158-162.

Grasso, D. J., Joselow, B., Marquez, Y.,
& Webb, C. (2011). Trauma-focused
cognitive behavioral therapy of a
child with posttraumatic stress disor-
der. Psychotherapy, 48(2), 188-197.

Lang, J. M., Ford, J. D., & Fitzgerald,
M. M. (2010). An algorithm for deter-
mining use of trauma-focused cogni-
tive-behavioral therapy.
Psychotherapy Theory, Research, Prac-
tice, Training, 47(4), 554-569.

Mayor, S. (2005). Psychological therapy
is better than debriefing for PTSD.
British Medical Journal, 330(7493), 689.

Newman, E. (2007). Summary of 
empirical questions pertaining to
trauma research. Journal of Empirical



76

Research on Human Research Ethics:
An International Journal, 2(1), 57-59. 

Van der Kolk, B. A. (2007). Trauma and
memory. In B. A. van der Kolk, A. C.
McFarlane, & L. Weisaeth (Eds.)
Traumatic stress: The effects of over-
whelming experience on mind, body, and
society (pp. 279-302). New York: The
Guilford Press.

Clinical Psychology Ph.D. Program
Admissions: Implications of the 
Mentor-Model Approach
American Psychological Association,
Ethics Office. (2002). Ethical principles
of psychologists and code of conduct. 
Retrieved from
http://www.apa.org/ethics/code/i
ndex.aspx#

American Psychological Association,
Committee on Accreditation. (2009,
May 21). Accredited programs in clini-
cal psychology. Retrieved from
http://www.apa.org/ed/accredita-
tion/clinpsyal.html. 

Belar, C. D. (2006). Graduate education
in clinical psychology: “We’re not in
Kansas anymore.” Training and Edu-
cation in Professional Psychology, S, 69-
79.

Clark, R. A., Harden, S. L., & Johnson,
W. B. (2000). Mentor relationships in
clinical psychology doctoral training:
Results of a national survey. Teaching
of Psychology, 27, 262-268.

Craighead, L. W., & Craighead, W. E.
(2006). Ph.D. Training in clinical psy-
chology: Fix it before it breaks. Clini-
cal Psychology: Science and Practice, 13,
235-241.

Fauber, R. L. (2006). Graduate admis-
sions in clinical psychology: Obser-
vations on the present and thoughts
on the future. Clinical Psychology: Sci-
ence and Practice, 13, 227-234.

Gelso, C. J. (2006). On the making of a
scientist-practitioner: A theory of re-
search training in professional psy-
chology. Training and Education in
Professional Psychology, 1, 3-16.

Johnson, W. B., Koch, C., Fallow, G. O.,
& Huwe, J. M. (2000). Prevalence of

mentoring in clinical versus experi-
mental doctoral programs: Survey
findings, implications and recom-
mendations. Psychotherapy, 37, 325-
334.

Karon, B. P. (1995). Becoming a first-
rate professional psychologist de-
spite graduate education. Professional
Psychology: Research and Practice, 26,
211-217.

Keith-Spiegel, P., Tabachnick, B. G., &
Spiegel, G. B. (1994). When demand
exceeds supply: Second-order crite-
ria used by graduate school selection
committees. Teaching of Psychology,
21, 79-81.

Keith-Spiegel, P., & Wiederman, M. W.
(2000). The complete guide to graduate
school admission: Psychology, counsel-
ing, and related professions (2nd ed.).
Mahwah, NJ: Lawrence Erlbaum.

Landrum, R. E., Jeglum, E. B., & Cashin,
J. R. (1994). The decision-making
processes of graduate admissions
committees in psychology. Journal of
Social Behavior and Personality, 9, 239-
248.

Ponce, A. N., Williams, M. K., & Allen,
G. J. (2005). Toward promoting gen-
erative cultures of intentional men-
toring within academic settings. Journal
of Clinical Psychology, 61, 1159-1163.

Does Language Matter? On Switching
Languages in Psychotherapy
Berry, J., Phinney, J., Sam, D., & Vedder,
P. (2006). Immigrant youth in cultural
transition: Acculturation, identity, and
adaptation across national contexts.
Mahwah, NJ: Erlbaum.

Corrigan, J., & Schmidt, L. (1983). De-
velopment and validation of revi-
sions in the Counselor Rating Form.
Journal of Counseling Psychology,
30(1), 64-75. doi:10.1037/0022-
0167.30.1.64.

Heredia, R.R., & Altarriba, J. (2001).
Bilingual language mixing: Why do
bilinguals code switch? Current Di-
rections in Psychological Science, 10,
164-168. doi:10.1111/1467-
8721.00140.



77

Horvath, A., & Greenberg, L. (1989).
Development and validation of the
Working Alliance Inventory. Journal
of Counseling Psychology, 36(2), 223-
233. doi:10.1037/0022-0167.36.2.223.

LaFromboise, T., Coleman, H., & Her-
nandez, A. (1991). Development and
factor structure of the Cross-Cultural
Counseling Inventory—Revised. 
Professional Psychology: Research and
Practice, 22(5), 380-388. doi:10.1037/
0735-7028.22.5.380

Marcos, L.R. & Urcuyo, L. (1979). Dy-
namic psychotherapy with the bilin-
gual patient. American Journal of
Psychotherapy, 33(3), 331-338.
PMid:495826

Paulhus, D.L. (1991). Measurement 
and control of response bias. In J.P.
Robinson, P.R. Shaver, & L.S.
Wrightsman (Eds.), Measures of 
personality and social psychological 
attitudes (pp.17-59). San Diego: 
Academic Press.

Phinney, J., & Devich-Navarro, M.
(1997). Variations in bicultural identi-
fication among African American
and Mexican American adolescents.
Journal of Research on Adolescence,
7(1), 3-32. doi:10.1207/
s15327795jra0701_2.

Phinney, J., & Ong, A. (2007). Concep-
tualization and measurement of 
ethnic identity: Currentstatus and fu-
ture directions. Journal of Counseling
Psychology, 54(3), 271-281.
doi:10.1037/0022-0167.54.3.271.

Pitta, P ., Marcos, L.R., & Alpert, M.
(1978). Language switching as a
treatment strategy with bilingual pa-
tients. The American Journal of Psycho-
analysis, 38, 255-258. doi:10.1007/
BF01252975

Ramos-Sánchez, L. (2009). Counselor
bilingual ability, counselor ethnicity,
acculturation, and Mexican Ameri-
cans’ perceived counselor credibility.
Journal of Counseling & Development,
87(3), 311-318.

Ramos-Sánchez, L., Atkinson, D. R., &
Fraga, E. (1999). Mexican Americans’

bilingual ability, counselor bilingual-
ism cues, counselor ethnicity, and
perceived counselor credibility. Jour-
nal of Counseling Psychology, 46, 125-
131. doi:10.1037/0022-0167.46.1.125.

Rozensky, R.H., & Gomez, M.Y. (1983).
Language switching in psychotherapy
with bilinguals: Two problems, two
models, and case examples. Psycho -
therapy: Theory, Research, and Practice,
20(2), 152-160. doi:10.1037/h0088486.

Santiago-Rivera, A. L., & Altarriba, J.
(2002). The role of language in ther-
apy with the Spanish English bilin-
gual client. Professional Psychology:
Research and Practice, 33, 30-38.
doi:10.1037/0735-7028.33.1.30

Santiago-Rivera, A., Altarriba, J., Poll,
N., Gonzalez-Miller, N., & Cragun,
C. (2009). Therapists’ views on work-
ing with bilingual Spanish–English
speaking clients: A qualitative inves-
tigation. Professional Psychology: Re-
search and Practice, 40(5), 436-443.
doi:10.1037/a0015933

Tong, Y., Hong, Y., Lee, S., & Chiu, C.
(1999). Language use as a carrier of
social identity. International Journal of
Intercultural Relations, 23(2), 281-296.
doi:10.1016/S0147-1767(98)00039-X.

U.S. Census Bureau (2011). Language
spoken at home. In 2011 American
Community Survey 1-Year-Estimates.
Retrieved from http://factfinder2.
census.gov/faces/tableservices/jsf/
pages/productview.xhtml?pid=ACS
_11_1YR_S1601&prodType=table

Instilling in Trainees the Essence of
Being a Psychotherapist
Martin, D. J., Garske, J. P., & Davis, M.
K. (2000). Relation of the therapeutic
alliance with outcome and other
variables: A meta-analytic review.
Journal of Consulting and Clinical Psy-
chology, 68, 438-450.

Ronnestad, M. H., & Skovholt, T. M.
(1993). Supervision of beginning and
advanced students of counseling and
psychotherapy. Journal of Counseling
and Development, 71, 396-405.



THE DIVISION OF PSYCHOTHERAPY
The only APA division solely dedicated to advancing psychotherapy

MEMBERSHIP APPLICATION
Division 29 meets the unique needs of psychologists interested in psychotherapy.

By joining the Division of Psychotherapy, you become part of a family of practitioners, scholars, 
and students who exchange ideas in order to advance psychotherapy.

Division 29 is comprised of psychologists and students who are interested in psychotherapy. Although Division 29 is a division of the American
Psychological Association (APA), APA membership is not required for membership in the Division.

JOIN DIVISION 29 AND GET THESE BENEFITS!

Name ____________________________________________ Degree ____________________

Address _____________________________________________________________________

City _______________________________________ State ________ ZIP________________

Phone _________________________________ FAX ________________________________

Email _______________________________________________

Member Type: � Regular � Fellow � Associate 

� Non-APA Psychologist Affiliate � Student ($29)

� Check � Visa � MasterCard

Card # ________________________________________________ Exp Date _____/_____

Signature ___________________________________________

Please return the completed application along with 
payment of $40 by credit card or check to:

Division 29 Central Office, 6557 E. Riverdale St., Mesa, AZ 85215
You can also join the Division online at: www.divisionofpsychotherapy.org

FREE SUBSCRIPTIONS TO:
Psychotherapy
This quarterly journal features up-to-date
articles on psychotherapy. Contributors
include researchers, practitioners, and 
educators with diverse approaches.
Psychotherapy Bulletin
Quarterly newsletter contains the latest news
about division activities, helpful articles on
training, research, and practice. Available
to members only.

EARN CE CREDITS
Journal Learning
You can earn Continuing Education (CE)
credit from the comfort of your home or
office—at your own pace—when it’s con-
venient for you. Members earn CE credit
by reading specific articles published in
Psychotherapy and completing quizzes. 

DIVISION 29 PROGRAMS
We offer exceptional programs at the APA 
convention featuring leaders in the field of
psychotherapy. Learn from the experts in 
personal settings and earn CE credits at
reduced rates.

DIVISION 29 INITIATIVES
Profit from Division 29 initiatives such as
the APA Psychotherapy Videotape Series,
History of Psychotherapy book, and 
Psychotherapy Relationships that Work. 

NETWORKING & REFERRAL SOURCES
Connect with other psychotherapists so
that you may network, make or receive 
referrals, and hear the latest important 
information that affects the profession.

OPPORTUNITIES FOR LEADERSHIP
Expand your influence and contributions.
Join us in helping to shape the direction of
our chosen field. There are many opportu-
nities to serve on a wide range of Division
committees and task forces.

DIVISION 29 LISTSERV
As a member, you have access to our 
Division listserv, where you can exchange
information with other professionals.

VISIT OUR WEBSITE
www.divisionofpsychotherapy.org

29

O F  P S Y C H O T

A
P

Y

A
S

S
N

.

N  P S Y C H O L O G I

A
M

E
R

D
IV

IS
IO

N

I

CA CA
L

H ER

MMEEMMBBEERRSSHHIIPP RREEQQUUIIRREEMMEENNTTSS:: Doctorate in psychology • Payment of dues • Interest in advancing psychotherapy

If APA member, please 
provide membership # 



DIVISION OF PSYCHOTHERAPY (29)
Central Office, 6557 E. Riverdale Street, Mesa, AZ 85215

Ofc: (602) 363-9211 • Fax: (480) 854-8966 • E-mail: assnmgmt1@cox.net
www.divisionofpsychotherapy.org

PSYCHOTHERAPY BULLETIN
Psychotherapy Bulletin is the official newsletter of Division 29 (Psychotherapy) of the American Psychological
Association. Published four times each year (spring, summer, fall, winter), Psychotherapy Bulletin is designed
to: 1) inform the membership of Division 29 about relevant events, awards, and professional opportunities;
2) provide articles and commentary regarding the range of issues that are of interest to psychotherapy the-
orists, researchers, practitioners, and trainers; 3) establish a forum for students and new members to offer
their contributions; and, 4) facilitate opportunities for dialogue and collaboration among the diverse mem-
bers of our association.
Contributors are invited to send articles (up to 2,250 words), interviews, commentaries, letters to the
editor, and announcements to Lavita Nadkarni, PhD, Editor, Psychotherapy Bulletin. Please note that Psy-
chotherapy Bulletin does not publish book reviews (these are published in Psychotherapy, the official journal
of Division 29). All submissions for Psychotherapy Bulletin should be sent electronically to lnadkarn@du.edu
with the subject header line Psychotherapy Bulletin; please ensure that articles conform to APA style. Dead-
lines for submission are as follows: February 1 (#1); May 1 (#2); August 1 (#3); November 1 (#4). Past 
issues of Psychotherapy Bulletinmay be viewed at our website: www.divisionofpsychotherapy.org. Other
inquiries regarding Psychotherapy Bulletin (e.g., advertising) or Division 29 should be directed to Tracey
Martin at the Division 29 Central Office (assnmgmt1@cox.net or 602-363-9211). 

PUBLICATIONS BOARD
Chair: Jeffrey E. Barnett, Psy.D., ABPP
Department of Psychology
Loyola University Maryland
4501 N. Charles Street
Baltimore, MD 21210
(410)-617-5382
Email: jbarnett@loyola.edu

Laura Brown, Ph.D., 2008-2013
Independent Practice
3429 Fremont Place N #319
Seattle, WA 98103
Ofc: (206) 633-2405 Fax: (206) 632-1793
Email: Lsbrownphd@cs.com

Jean Carter, Ph.D., 2009-2014
5225 Wisconsin Ave., N.W. #513
Washington DC 20015
Ofc: 202–244-3505  
Email: jcarterphd@aol.com

Lillian Comas-Diaz, Ph.D., 2013-2017
908 New Hampshire Ave, NW, Suite 700
Washington, DC 20037
Phone 202-775-1938
Email: lilliancomasdiaz@gmail.com

Steve Gold, Ph.D., 2013-2017
Center for Psychological Studies 
Nova Southeastern University
3301 College Ave 
Fort Lauderdale , FL 33314 
Ofc: 954-262-5714   Fax: 954-262-3857
Email:  gold@nova.edu  

Bradley Brenner, Ph.D., 2013-2017
District Psychotherapy Associates
1633 Q Street NW, Suite 200
Washington, DC 20009
Ofc: (202) 986-5941
Email: bradbrenner@districtpsychotherapy.com

\EDITORS
Psychotherapy Journal Editor
Mark J. Hilsenroth
Derner Institute of Advanced
Psychological Studies
220 Weinberg Bldg.
158 Cambridge Ave.
Adelphi University
Garden City, NY 11530
Email: hilsenro@adelphi.edu
Ofc: (516) 877-4748 / Fax (516) 877-4805

Psychotherapy Bulletin Editor
Lavita Nadkarni, Ph.D.
Director of Forensic Studies
University of Denver-GSPP
2460 South Vine Street
Denver, CO 80208
Ofc: 303-871-3877
Email: lnadkarn@du.edu

Associate Editor
Lynett Henderson Metzger, Psy.D.
University of Denver GSPP
2460 S. Vine St.
Denver, CO 80208
Ofc: 303-871-4684
Email: lhenders@du.edu

Division of Psychotherapy Internet Editor
Ian Goncher
405 Lake Vista Circle Apt J
Cockeysville, MD
Ofc: 814-244-4486
Email: idgoncher@loyola.edu

29

O F  P S Y C H O T

A
P

Y

A
S

S
N

.

N  P S Y C H O L O G I

A
M

E
R

D
IV

IS
IO

N

I

CA CA
L

H ER



29

O
F

 P
S

Y
C

H
O

T

A P Y

ASSN.

N
 P

S
Y

C
H

O
L

O
G

I

A M E R

DIVISIO
N

I C
A

C
AL

H
ER

DDII
VVII

SSII
OONN

 OO
FF 

PPSS
YYCC

HHOO
TTHH

EERR
AAPP

YY 
Am

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n

65
57

 E
. R

iv
er

da
le

 S
t.

M
es

a,
 A

Z 
85

21
5

w
w

w
.d

iv
is

io
n

o
fp

sy
ch

o
th

er
ap

y.
o

rg


