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PRESIDENT’S COLUmN

Welcome to the Society for the Advancement Psychotherapy!

Ray DiGiuseppe, PhD
St. John’s University, New York

This year our division of-
ficially changed our
name from the Division of
Psychotherapy to the Soci-
ety for the Advancement of
Psychotherapy.  Over the
years many APA Divi-

sion have changed their names to in-
clude the word Society and avoid the
title Division. With our name change, we
join 34 of the 54 APA divisions that have
incorporated the term Society into their
name. So, we have joined the majority.
Perhaps as APA Divisions mature, their
leadership and members want to see
themselves as representing a unique mis-
sion or specialized area of knowledge or
professional activity beyond that of Psy-
chology in general. However, even Divi-
sion 1 calls itself the Society of General
Psychology.  Its special mission is to in-
crease the awareness of generalized 
psychological knowledge among all psy-
chologists. The leadership of Division 29
thought that the term “Society” better
represents the pursuit of our specialized
mission. So how do we remain part of
Psychology but serve our specialized
knowledge area and professional activity
of psychotherapy? Our Board and mem-
bership want us to be the primary organ-
ization that people think of when they
think of psychotherapy. Perhaps that
might seem a bit grandiose, but we are
up to the task. We have incredibly tal-
ented members. Some organizations con-
sider psychotherapy research as their
mission, and some organizations state
their mission as integrating the diverse
theories, techniques, and interventions in
psychotherapy.  However, we are the or-
ganization that strives to promote and
advance psychotherapy in all areas.  We
would like mental health practitioners

around the world to think of the Society
for the Advancement of Psychotherapy as the
primary organization to represent and
promote research, training, and practice
in psychotherapy. We think that the name
change to Society will encourage psy-
chologists who are not members of APA
or are not eligible to be members of APA
to see us this way and consider joining
the Society. 

This fall we re-wrote the description 
of our Division that APA sends to all its
members to recruit members to join divi-
sions.  This year we widened the descrip-
tion to emphasize all of the characteristics
mentioned above. It reads as follows:

The Division of Psychotherapy aims
to advance the practice, science, and
teaching of psychotherapy. The 
Division is a diverse international
community of practitioners, scholars,
researchers, teachers, supervisors,
and students devoted to the ad-
vancement of the science and the
practice of psychotherapy. The Divi-
sion is committed to advancing the
access to the benefits of psychother-
apy to all people, expanding the 
evidence-base for psychotherapy and
psychotherapeutic relationships, re-
ducing human suffering, and pro-
moting human growth across the
diversity of humanity. 

The first thing that we emphasize is the
practice of psychotherapy. Many if not
the majority of our members practice
psychotherapy and have dedicated their
career to helping through this interven-
tion. To help our members improve their
practices, we have ensured that our jour-
nal dedicates significant space to manu-
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scripts that would be if interest to practi-
tioners. This is a deliberate focus. In ad-
dition, our Board voted to increase our
focus on practice by including more
skills-based programs during the time al-
lotted to us at the APA convention. Start-
ing with the 2016 APA convention, you
will see an increase in skills-based pro-
graming in our Society’s APA program-
ing. Please start thinking now about what
skills you would like to see taught and
what skills-based training you might
have to offer in future conventions. 

The Division has also revamped our
web page under the direction of Brad
Brenner and our Chair of the Publication
Board Jeff Barnett. This role out of the
new web page has been an almost
decade-long project of our Publications
Board. The new web page is much more
attractive and easier to maneuver that
our past attempts. Once again, the con-
tent of the web site is different and fo-
cuses on information that practitioners
can use. To borrow a phrase from past
president Jeff Barnett’s column we want
to highlight “news you can use” on our
web page. So please visit our web page
often. Also, please think of topics or con-
tent that you want to see there and let us
know. Better yet, please think of things
that you discovered through your work
and submit them to the web editor to be
posted on the Society’s web. 

There is one other aspect about practice
that we included in our description. We
believe in the effectiveness of our craft.
We believe that we have something to
offer to reduce human suffering. We
want to expand the access to psy-
chotherapy for everyone so that more
people can benefit from it. Thus, part of
our Society’s mission is promoting psy-
chotherapy. Members of our Division
were instrumental in writing the APA’s
resolution on the effectiveness of Psy-
chotherapy. The hardest part of advanc-
ing this resolution was the political
efforts to get it passed by the APA Coun-

cil. Once again, our members played a
pivotal role in getting this accomplished.
This recognition of the scientific evi-
dence of psychotherapy is a significant
step in promoting our field. However,
more can be and needs to be done to
promote the availability of psychother-
apy to people everywhere. Please think
of the educational and political issues
the Society can address to achieve this
part of our mission.

Our Society is home to many researchers.
Research in psychotherapy is by its nature
a two-way street. Researchers in this area
do this work because they want to in-
crease the efficacy, effectiveness, and effi-
ciency of psychotherapy. Researchers
want to be heard, but most of all they
want to influence the way we practice.
However, practitioners often resist the ad-
vice of researchers because we see their
findings as impractical. An old friend of
mine always said that psychotherapy is a
humbling profession. There is so much
we do not know. There are so many issues
that practitioners want researchers to an-
swer. During his presidency of our Divi-
sion, Marv Goldfried started a system for
practitioners to inform researches about
what they needed to know in applying
psychotherapy to treating specific disor-
ders. We want to continue this dialogue
between practitioners and researchers.
That means that practitioners have to par-
ticipate in the conversation. Let our soci-
ety be the place where practitioners and
researchers both set the agenda for future
research. You can help us serve this mis-
sion by starting and participating in dis-
cussions about this topic through our
listserv, web page, or other venues. 

The description of our society purpose-
fully uses the terms diverse and interna-
tional at the beginning and end of the
above statement. The “talking cure” was
originally developed in Europe, and the
majority of theorists, researchers, and

continued on page 4
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practitioners now work in North Amer-
ica. Thus, our field has a distinctly West-
ern cultural influence. The challenge for
all psychology today and for psychother-
apy in particular is to develop a truly
comprehensive understanding of human
behavior and suffering and to develop
strategies that can help people in all cul-
tures diminish that suffering. To do this
we need to understand the nature of
human behaviors and problems within all
groups in our own countries and among
people throughout the world. As the 
Division of Psychotherapy, our identity has
been as a specialty with in the American
Psychological Association. I think the shift
in our name to the term Society reflects a
desire on the part of our leadership to be
a more culturally-inclusive, international,
and global organization. This requires us
to involve psychologists from all groups
within our country and from all countries.
We clearly seek to increase our member-
ship to include members from more di-
verse groups within North America and
across the globe. As a member of the 
Society, please encourage everyone you
know to join our Society with the goal of
representing all of humankind. 

Another challenge for our Society is to re-
main relevant to the next generation of
psychologist psychotherapists. As you
may know, the membership in all APA
divisions has been dropping for a num-
ber or years. At least half of APA mem-
bers do not belong to any division. APA
and the leaders of the divisions have dis-
cussed the reasons for this, and we do not
seem to have a clear understanding of the
reason for the decline in divisional mem-
bership. So how do we remain relevant
to the next generation of psychologist
psychotherapists? The division leader-
ship continues to work to increase the
number of members among students and
early career psychologists. One way we
do this is to focus on training as a psy-
chotherapist. The Training Domain is an
important area for our Society and we

ask all of our senior members to reach out
and mentor the next generation.

This December marks the end of my term
as president of the Society. I would like to
take a few words to share a personal re-
action to what I think is the strength of
our Society. Before I became active in Di-
vision 29 at the urging of John Norcross, I
had spent most of my professional career
interacting with people who shared my
theoretical orientation and worldview of
psychotherapy. I was a bit reticent to con-
verse and share ideas with people who
had such different ideas from me. Inter-
acting on the Publications Board, the Ex-
ecutive Committee, and the Board has
exposed me to people with a wide diver-
sity of opinions concerning psychother-
apy. This has provided a tremendous
growth opportunity for me. My interac-
tions with the member of this Society ex-
panded my ideas, and allowed me to see
things from so many perspectives. One of
our strengths lies in the diversity of theo-
retical perspectives that make up our So-
ciety. I have developed a much boarder
framework for considering how humans
change. This has affected my practice, my
supervision, and my classroom teaching.
I now include so many more points of
view in my professional work. In fact,
Jacques Barber even called me an integra-
tionist. There was a time that I would
have found that upsetting. Now I feel a
little pride in Jacques’ accusations. Look-
ing at the world through one lens is easier.
Considering alternatives points of view is
much more confusing and creates so
much more dissonance. I wish to thank all
the people of Society with whom I have
worked for their positive influence on me.
If I could offer one piece of advice to other
psychologists based on what I learned
from being involved in this Society, it is to
speak to someone who thinks differently
from you. There is a lot you can learn. 

Thank you.
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This marks the final
issue for this year’s
Psychotherapy Bulletin.
We want to thank the
many Domain Repre-
sentatives, Contributing
Editors, practitioners,
and students who have
written or solicited 
articles over the past
several months. In par-
ticular, we thank Dr.
Raymond DiGiuseppe
for his leadership dur-

ing a time of major changes for the
newly-christened Society for the Ad-
vancement of Psychotherapy (see this
issue’s President’s Column for more de-
tails). We would also like to extend our
appreciation to our Internet Editor and
our Associate Editor for Website Con-
tent, Dr. Bradley Brenner and Dr. Amy
Ellis, for their work on our fantastic
website redesign. You can learn more
about the website’s purpose and fea-
tures in the Internet Editors’ Column in
this issue of the Bulletin (and make sure
and check out the website itself at
http://societyforpsychotherapy.org). 

In keeping with the theme of changes
and improvements, we have introduced
a new Letters section in this issue of the
Bulletin. We welcome feedback and in-
vite thoughtful discourse around topics
of interest to Society membership.
Please note that letters must adhere to

our editorial policies and may be edited
for length; inclusion is at the sole discre-
tion of the Psychotherapy Bulletin Editor. 

As always, this issue features a diverse
array of content, including the second 
in a series of Education and Training ar-
ticles on supervision, this one focused
on process-oriented supervision; explo-
rations of what it means to be a person-
centered psychotherapist and what it
means to be a mid-career psychologist;
and student pieces on the ethics of self-
disclosure, creating meaning in psy-
chotherapy, and the clinical implications
of traumatic brain injury—from the per-
spective of a clinician in training.  

We look forward to exciting new contri-
butions and content in 2015. Our next
deadline is February 1, so get those key-
boards fired up, and feel free to contact
us with any comments, questions, sug-
gestions, or submissions.

Wishing you all a safe and joyful end of
the year and a wonderful start to 2015.

Lynett Henderson Metzger, JD, PsyD
Psychotherapy Bulletin Editor
email: lhenders@du.edu
office: (303) 871-4684

Ian Goncher, PsyD
Psychotherapy Bulletin Associate Editor 
email: idgoncher@loyola.edu
office: (814) 244-4486

Lynett Henderson Metzger, PsyD, JD
University of Denver-Graduate School of Professional Psychology

Ian Goncher, PsyD
Pediatric Care Specialists 
Division of Behavioral Health Services
Johnstown, PA 

EDITORS’ COLUmN
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A year ago we asked the
members of Division 29
to give us their opinions
about our website. Al-
though respondents told
us that they saw promise
in our efforts to date, we

heard loud and clear that we could de-
sign a more effective and engaging site
for our Society. Growing out of that
feedback came a new mission for the 
Society’s website. 

Our mission
Through our website, societyforpsy-
chotherapy.org, we aim to make the 
Society’s thought-provoking scholarly
contributions, shared wisdom, and ded-
ication to advancing psychotherapy
available to the widest possible audi-
ences of psychotherapists and psycho -
therapy researchers, educators, supervisors,
and trainees.

As the digital arm of the Society, we cre-
ate online community, invigorate dis-
cussion, and foster the growth of
knowledge of psychotherapy. Here are
the three major ways that we attempt to
make good on that goal.

1 - The Society’s Website is a 
Publishing Partner 

We partner with Psychotherapy and Psy-
chotherapy Bulletin to showcase scholarly
contributions, commentary, and profes-
sional collaborations made to the field
of psychotherapy. On our site you’ll find
free Psychotherapy articles available for
download. You’ll also find recent Psy-
chotherapy Bulletin articles on the site, in
addition to an ever-growing archive of
previous editions of the Bulletin.

2 - The Society’s Website is an Online
Publisher

We publish online-only Special Features
from thought leaders and frontline prac-
titioners of psychotherapy. Our Special
Features aim to provide additional con-
text to recent scholarly publications,
serve as resources for enduring aspects
of our field, and bring fresh and
thoughtful perspectives to our Society. 

3 - The Society’s Website Creates a
Home for Those Dedicated to 
Psychotherapy 

We build bridges and connection
through our website and social media.
From student members to luminary
award-winning members in our Society,
we are home for those who champion
all aspects of psychotherapy. You’ll find
news and announcements about our So-
ciety on our website, as well as on our
Facebook and Twitter accounts. 

Become Involved in Our Online Society
We have much planned for our new
website. For now, we invite you to be-
come a part of its success. Share it with
colleagues and students, and consider
getting involved with the Society. And,
as always, let us know how we are doing.
Amy Ellis, PhD, the Associate Editor for
Website Content for Division 29, and I
welcome your thoughts and ideas.

Don’t forget to Like us on Facebook
here: facebook.com/Psychotherapy29
Follow us on Twitter here:
twitter.com/psychotherapy29

Contact:  
bradbrenner@therapygroupdc.com
office:  (202) 986-5941
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Internet Editor



I applaud and enjoyed the article by Mili
Thomas, MA, “Poetry as Self Care,” in
the Fall 2014 Psychotherapy Bulletin. Shar-
ing of creative sparks by psychologists
with other psychologists occurs too sel-
dom, except perhaps in academic circles!

May I share my own experiences? I have
written poetry since I was in high school
at very irregular intervals. I found my-
self writing in response to clinical expe-
riences from time to time over the past
twenty-five years. For example, I wrote
a short story after working with several
“Borderline Personality” patients about
ten years ago.  It’s too long to share here.

From time to time I have written poems
in response to clients or in concert with
them. Here is an example: About five
years ago, I was working with a woman
whose mother had died recently. My
new client was grieving in pain. She
thinks about her mother every day, al-
ways feels sad.  I suggested a customary
homework assignment: write something
about or to your Mom—poem, letter,
whatever. At the next two appoint-
ments, she advised me that she “could
not” do this, writing about her feelings
was so alien to her. 

We spoke about her Mother at some
length in these sessions: she described
her Mother and her feelings about los-
ing her so suddenly.

One evening, I guess I was musing
about that client and her feelings, and I
wound up writing a poem myself. I
brought it to the next session and read it
to her.  She said that it captured how she

felt. I wrote her Mother’s name on it and
at her request, I gave a couple of copies
to her.

Here is that poem (minus the name, of
course):

To mom
You know how,
When you have an accident,
You fall down or hit your arm,
And there is a hole in your arm or your leg,
And it just HURTS like blazes?
There is a hole in my heart,
The size of you, Mom,
Just about your height and weight,
A painful emptiness
That just HURTS – and hurts, like blazes
I keep looking for you

To fill that hole
But instead of finding you
I just find the hole;
Whoever knew that love could hurt so
much.

So I see this as a creation that I used to
help a client with her situation; putting
my writing at the service of this client’s
brief psychotherapy. The value of it’s in
the communication of feelings and the
feedback that (I think) I got where she
was at. A sharing moment in psy-
chotherapy: This poem helped her in the
process of sharing her feelings.

Myron Bud Stern, PhD, is a retired Clin-
ical and Family Psychologist and former
Clinical Director of the Family Guidance
Center in Euclid, OH. He may be
reached at docbud406@sbcglobal.net

LETTERS

Using Creative Writing in Psychotherapy

Myron Bud Stern,  PhD
Cleveland, OH
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After examining the difficulties in deter-
mining expertise in psychotherapy in
their April American Psychologist article
(“Expertise in psychotherapy: An elu-
sive goal?”), Tracey, Wampold, Lichten-
berg, and Goodyear (2014) conclude
that there is little relation between expe-
rience and gains in professional skill.
They point out that defining expertise in
terms of performance, reputation, and
client outcomes all fall short of the mark
in identifying expertise, and adopt
Shanteau’s (1992) definition, focusing on
expertise as “improved performance
that results from greater experience”
(Tracey et al., 2014, p. 2).

Unfortunately, in addition to setting up
formidable barriers to practical meas-
urement, this definition, as the authors
admit, does not adequately reveal ex-
pertise. I want to briefly touch on one as-
pect in the definition of expertise—what
the authors term “treatment implemen-
tation”—that has been undervalued but
may help reveal expertise. But before I
do, first I want to comment on what it
implies about experienced psychothera-
pists that psychology research has been
unable to even adequately define ex-
pertise, let alone find or measure it.

For those of us who have dedicated our
careers to the practice of psychotherapy,
it is counter-intuitive, incredible, and
even insulting to accept research that tells
us we are no more skilled after decades
of practice than a student or early career
psychotherapist, nor do we get any more
proficient in our skills over time, let alone
become experts. While it is certainly pos-
sible that this is true for some who never

grow, it flies in the face of common sense
when applied to the whole profession of
those psychologists who spend their lives
practicing psychotherapy. 

How do we accept, for example, that
across the board in other professions
(sports, music, financial investing, and 
almost every other important and mun-
dane endeavor) that “correct” practice
and experience make for better perform-
ance and yet somehow this wouldn’t hold
true for the practice of psychotherapy?

How do we account for the popular dic-
tum that it requires at least ten thousand
hours of practice to reach the level of ex-
pert in one’s chosen discipline? Is the
practice of psychotherapy exempt from
this?

The crux of the matter is this: The inabil-
ity of researchers to find suitable definitions
or methods or reveal psychotherapeutic ex-
pertise does not mean it doesn’t exist or can’t
be deciphered.

Psychotherapy, by its very nature, will al-
ways be difficult to measure in any mean-
ingful way. One reason is because, unless
one uses a prescriptive cookie-cutter man-
ual that outlines each step in response to
clients, as popularized by some in the
cognitive-behavioral camp, the tech-
niques and methods applied by therapists
will always be varied. The individuality
of the therapist is also a factor that com-
plicates the uniform assessment of ex-
pertise. A third factor is that some are
good at diagnosing but not at psy-
chotherapy, while others are not experts

continued on page 10
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at diagnosing but have a way of being
very effective in helping clients. It can be
difficult to measure competence across di-
agnoses. And a fourth factor is the issue
of teasing out the difference between ther-
apeutic competence versus true expertise
that stands out from the norm.

Perhaps there is a better way to reveal
expertise, one that does not focus on
client outcomes. Although the “publish
or perish” pressure of academic research
grants discourages academics from get-
ting involved in lengthy longitudinal
studies that may take years, compar-
isons over time may be necessary if we
wish to ferret out the gradual develop-
ment of expertise. 

In other words, if we could observe a be-
ginning therapist and watch her pro-
gression over time from student to
early-career, to mid-career, and then to
the fullness of skill after decades of ex-
perience, it wouldn’t be so difficult to
see how her skill matures over time. But,
of course, we don’t have the luxury of
time or methodology to do that. 

As blasphemous as it may sound to
those fixated on long-term outcomes
and follow-up data, we might instead
look for expertise in the therapeutic
process itself, and especially in the actual
interventions of the therapist. Much like
how we used to learn psychotherapy by
watching and participating with experts
of a particular approach, we might have
a panel of experienced psychothera-
pist/researchers who view and rate psy-
chotherapy session videos of those we
believe are experts. We might study
these videos across approaches, trying
to decipher how experts of each ap-
proach are different in their responses
than those who are beginning or in their
early years of practice.

We might discover the difference be-
tween proficiency and expertise by

closely examining the immediate cogni-
tive or emotional impact of interventions
on the patient, and use these “mini-out-
comes” as a measure of expertise. For 
example, the therapeutic use of silence,
confrontation, empathic listening,
boundary setting, ability to elicit emo-
tion, interpretation, re-framing, reflect-
ing, staying present-centered, and other
techniques all may be measured with
available technology and methodology.

If we want to find expertise, I submit
that the careful observance and study of
the interventions of the psychotherapist
is where we will best find it. And once
we find it, it will not be so difficult to
define it.

There is one other factor related to the
development of expertise over time that
must be mentioned. And that is the role
of what is called “clinical wisdom.”
Over years of practice, the experienced
psychotherapist develops not only a
varied skill set but also the wisdom to
know how to approach and deal with
certain types of clients with certain types
of problems. 

They draw from their vast reservoir of
experience in being able to predict with
reasonably good results what will hap-
pen when they respond to a client who
is much like previous clients with similar
issues. They know how to make room
for individual differences between
clients. They have learned to trust what
works and what does not, with whom
they can work, and who they should
refer out. And they have also learned to
trust their own intuition about when and
how to intervene and when to stay silent.

There is no question that clinical wis-
dom is going to impact one’s work with
clients. But it is not something that a 
student or early-career psychotherapist
can possibly have accumulated. All the

continued on page 11



11

textbook reading, internship training,
seminars, experiential workshops, and
personal psychotherapy can’t imbue one
with clinical wisdom. It comes only with
the ripeness of time and experience.

Finally, while the research of Tracey et
al. may be well-meaning in its search for
expertise, we need to be mindful that the
inability to determine expertise or even
show that experience leads to improved
performance only ends up aiding and
abetting the medical/insurance complex
in its justification for paying sub-doc-
toral level therapists the same as li-
censed psychologists. As if there are not
plenty of other good reasons, this alone
may be sufficient cause for us to uncover

expertise where it is hiding: in the
process of psychotherapy itself.

Steven Hendlin, PhD, is a Fellow of
Divs. 29, 32, and 42. He has been in pri-
vate practice for over 35 years, currently
in Newport Beach, CA. He may be
reached @ www.hendlin.net

References for this article can be found
in the online version of the Bulletin
published on the Society for the Ad-
vancement of Psychotherapy website.

Editor’s Note: Dr. Tracey will be dis-
cussing the topic of psychotherapeutic
expertise in the next issue of the Psy-
chotherapy Bulletin, Volume 50, Number
1, available in early 2015.
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It has long been as-
sumed that asking a su-
pervisee to explore her
conscious and uncon-
scious feelings toward
a client will help her
work with that client,
understand herself bet-
ter, and ultimately fa-
cilitate her professional
development  (e .g . ,  
Ekstein & Wallerstein,
1972; Kagan, 1984).
Underlying this  as-
sumption is an appreci-
ation for the therapist

as the instrument of cure, an apprecia-
tion that was rooted in early psychoan-
alytic writings (Kramer, 1995) and
subsequently developed into a focus on
the therapeutic relationship by Carl
Rogers and other humanistic and exis-
tential psychologists. Based on this rea-
soning, the concept of process-oriented
supervision found its way into the field,
with psychoanalytic and humanistic su-
pervisors, in particular, focusing their ef-
forts on helping trainees become more
self-aware and more conscious of the
unfolding process of change in their 
relations with clients.

In this article, we describe our view of
effective interpersonal, or process-ori-
ented, supervision, by discussing how
supervisors can bring about meaningful
change in their supervisees through the
use of specific relational strategies.  As
our view evolved from earlier theoreti-
cal and empirical literature on the su-

pervision process, we begin our com-
ments with a brief mention of some of
this literature and then move to a more
focused discussion of my (Friedlander)
perspective on supervisor responsiveness,
which I believe is at the heart of effective
supervision. The article concludes with
my (Shaffer) reflections on becoming a
clinical supervisor, having researched
relationally-oriented supervision for my
dissertation.

Need for Understanding Precisely How
Process-Oriented Supervision “Works” 
Beginning in the 1980s, scholars began
pointing out that good psychotherapists
do not always make good supervisors,
that the evaluative, gatekeeping func-
tion of supervision distinguishes the su-
pervision process from the therapeutic
process (Holloway & Wampold, 1983),
and that supervisees are likely to strate-
gically manage their self-presentations
in supervision so as to be perceived 
favorably by their supervisors (Ward,
Friedlander, Schoen, & Klein, 1985).  
Accompanying this perspective came 
research evidence about what can go
wrong in supervision—that is, how fre-
quently supervisees withhold vital clin-
ical information from their supervisors
(Ladany & Hill, 1996); how often super-
visees experience role conflict and role
ambiguity in supervision (e.g., Olk &
Friedlander, 1992); and how vulnerable
supervisees feel, given the non-volun-
tary nature of clinical supervision, when
working with supervisors they view as
ineffective, harmful, even abusive (Ellis,

EDUCATION AND TRAINING

It’s (Still) All About the Relationship:  
Relational Strategies in Clinical Supervision

Myrna L. Friedlander, PhD
Katharine S. Shaffer, MS
University at Albany/State University of New York
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Berger, Hanus, Ayala, Swords, & Siem-
bor, 2014; Nelson & Friedlander, 2001).
These findings, alongside a fair amount
of evidence for the importance of a
strong supervisory working alliance
(e.g., Ladany & Friedlander, 1995; Patton
& Kivlighan, 1997; Ramos-Sanchez et al.,
2002; Tracey, Bludworth & Glidden-
Tracey, 2012), suggest a need for identi-
fying specific in-session strategies that
characterize responsive supervision
(Friedlander, 2014).

Working Through Critical Events in
Supervision
About 10 years ago I (Friedlander), with
co-authors Nicolas Ladany and Mary
Lee Nelson (Ladany, Friedlander, & Nel-
son, 2005), published Critical Events in
Psychotherapy Supervision: An Interper-
sonal Approach, a book that introduced a
task analytic model for understanding
and researching in-session supervision
processes.  Based on the extant literature
and our own experience as clinical su-
pervisors, we wanted to draw attention
to the complex reciprocity of the super-
visory and therapeutic relationships.
For instance, in helping a supervisee un-
derstand her difficulty with a client
based on a lack of cultural competence
(i.e., what we called a multicultural criti-
cal event), the supervisor needs to pay
close attention to the supervision rela-
tionship when exploring the super-
visee’s awareness of her racist, sexist, or
homophobic attitudes. When a strain
arises within supervision itself, such as
the supervisee becoming defensive
when asked to explore his feelings to-
ward a minority group client, the super-
visor needs to attend not only to what is
occurring in the supervision process but
also to what may possibly reverberate
into the supervisee’s work with clients. 

This dual awareness, which requires
strategic shifting between a focus on the
supervisee’s relation with a client(s) and
the evolving relationship within super-

vision, is at the heart of supervisor re-
sponsiveness (Friedlander, 2012; 2014).
Indeed, responsiveness is the primary
teaching function of clinical supervision.
That is, as supervision is essential to
help entry-level therapists become opti-
mally responsive to clients, supervisors
must be attuned to their supervisees’ de-
veloping needs, both in relation to their
clients and in relation to their personal
and professional growth. Supervisors
teach responsiveness to trainees explic-
itly (e.g., “Next time she comes in, be
sure to take a sexual history”) as well as
implicitly, by modeling it in the supervi-
sion relationship (Friedlander, 2012).

Examples of Responsiveness Within
Critical Events
To illustrate our critical events model 
of supervision practice, we described
seven critical events that are common
occurrences in the course of clinical su-
pervision: remediating skill difficulties
and deficits, heightening multicultural
awareness, negotiating role conflicts,
working through countertransference,
managing sexual attraction, repairing
gender-related misunderstandings, and
addressing problematic attitudes and
behavior (Ladany et al., 2005).  To work
productively toward a resolution of
these critical events, we further identi-
fied 11 interactional sequences: normal-
izing experience, exploration of feelings,
focus on evaluation in supervision,
focus on self-efficacy, focus on skill,
focus on the therapeutic process, attend
to parallel processes, assessing knowl-
edge, focus on countertransference,
focus on the supervisory alliance, and
focus on multicultural awareness. 

According to our model, a critical event
begins with a marker, defined as a “su-
pervisee’s statement, series of state-
ments, or behavior signaling the need
for a specific kind of help” (Ladany et

14
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al., 2005, p. 14). Once a supervisor un-
derstands the supervisee’s need, the crit-
ical event shifts to the task environment,
which is comprised of a set of interac-
tional sequences (described above) to
help the supervisee work through the
event and come to a resolution, or the
outcome of the supervisory task. Tasks
may be accomplished and resolved suc-
cessfully, such as when a rupture to the
supervisory alliance is repaired. Alter-
natively, tasks may be partially resolved
or unresolved. Those that remain unre-
solved can damage the supervisory re-
lationship.  

To illustrate, consider one kind of criti-
cal event, a culturally based misunder-
standing with a client. The marker
might be the supervisee’s comment,
“My client, Ahmed, asked me point-
blank how I felt working with a Muslim,
and I didn’t know how to answer be-
cause, really, I don’t feel prepared to
work with Muslims.” The task in this sit-
uation is to help the trainee explore his
feelings about working with Muslims in
general and with this client in particular
and then to identify ways in which he
may become more competent to work
with this population. The critical event
ends successfully if the task is accom-
plished—if, for example, the supervisee
becomes more aware of the basis for his
feelings about working with Muslim
clients and proposes a course of action
to become more culturally sensitive in
this regard.  On the other hand, the task
would be considered unresolved if the
conversation drifted into a discussion of
the client’s presenting problem without
returning to an exploration of the super-
visee’s feelings about working with
Muslim clients.

Relational Behavior  
Recently, we (Shaffer, 2015; Shaffer &
Friedlander, 2012) set out to closely ex-
amine Ladany et al.’s (2005) interac-
tional sequences in the critical events

model in order to determine which of the
11 sequences epitomize a relational focus
in supervision (i.e., “process-oriented su-
pervision”) and whether greater use of
these sequences would predict a rela-
tively stronger supervisory alliance. To
do so, we used the feedback from expert
supervision researchers to identify which
interactional sequences are most clearly
interpersonal; subsequently we created a
measure, the Relational Behavior Scale
(RBS; Shaffer & Friedlander, 2012), using
Ladany et al.’s operational definitions of
the 11 sequences.

For my (Shaffer) dissertation, I con-
ducted a confirmatory factor analysis
(CFA) with 262 trainees who rated on a
5-point scale the extent to which their
primary supervisor used each interac-
tional sequence in their most recent 
supervisory session. Results indicated
that the 5 behaviors that the experts had
identified as most clearly relational 
(Exploration of Feelings, Focus on the
Therapeutic Process, Attend to Parallel
Process, Focus on Countertransference,
and Focus on the Supervisory Alliance)
constituted a single factor. Moreover,
as hypothesized, RBS scores were posi-
tively associated with trainees’ percep-
tions of the supervisory working
alliance (Shaffer, 2015). 

Relational Supervision From 
the Perspective of a Novice  
Being a responsive supervisor develops
with time. Just as therapists learn how
to conceptualize clients, respond with
interventions, and attend to the rela-
tionship in therapy, supervisors learn to
think about trainees’ needs, respond
with attention toward trainees’ growth
as therapists, and use the therapeutic
and supervisory relationships as grist
for the supervision mill.

For me (Shaffer), the process of becom-
ing a clinical supervisor felt oddly 
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familiar. In my first experience as a 
supervisor, I provided supplementary
supervision to a practicum student,
“Jamie,” who was receiving her primary
supervision on site. There was fear, on
my part, about setting up appropriate
expectations and boundaries and about
balancing my relative power in the rela-
tionship: How was I supposed to be a
supervisor, a position imbued with eval-
uative authority, while still encouraging
Jamie to feel safe and willing to share
herself with me? 

Not surprisingly, I felt awkward and un-
sure of myself in the role of supervisor.
I’m sure that my early interventions
were stiff; I tried to remain genuine with
Jamie, even though every word I spoke
was heavily weighed regarding its “ap-
propriateness” in the context of supervi-
sion. Suffice it to say, I was genuine in
my fear and uncertainty in this new role.

At the outset of our work together, Jamie
also seemed uncertain in her role with
me, speaking in vague terms about her
work with clients. Although confident in
her role as a therapist, she was obvi-
ously ambivalent about the need for our
supplementary supervisory arrange-
ment. I became frustrated and felt that
Jamie’s hesitance to engage with me was
perhaps well-founded. Was I doing any-
thing useful here? As I couldn’t tell what
Jamie needed, I felt stuck.

In reviewing the video of our second 
supervisory session, my “sup of sup”
group pointed out that a power struggle
seemed to be occurring. I felt deflated.
In the video, I saw that at one point,
rather than respond to my questions
about her practicum site, Jamie aired her
frustration with what her primary su-
pervisor expected of her. Although dur-
ing our session I had been vaguely
aware of the struggle between us (I was
trying to focus on what she was doing
in practicum, whereas she wanted to

vent her feelings about her experience at
her site), I kept doing more of the same.
Reviewing the video, I realized I had
missed a marker! Jamie’s remarks were
signaling a critical role conflict event—we
each had expectations for our work 
together, but these expectations didn’t
match. The “task” for our next meeting
would be to re-align our alliance to be
more responsive to Jamie’s needs. 

In the next supervision session, Jamie re-
turned to airing frustration over the
policies and politics at her practicum
site, which she saw as interfering with
her work with her clients, as well as her
clients’ ability to make meaningful
change. This time I did recognize the
marker! Her frustration signaled a need
to talk about and figure out how best to
handle the experience at her site. In
order to be more responsive to Jamie, I
initiated exploration of feelings I said
something like “I hear how upset you
are and how you feel stymied in your
work. From what I’ve seen so far, you
have really excellent therapeutic and
conceptualization skills and it seems as
though you feel you’re getting no sup-
port or encouragement for the hard
work you do, and that must be demor-
alizing.” Jamie welled up with tears as I
spoke. She heaved a sigh of relief and
cried for a long time. 

The task for this supervision session was
now clear—we were on the same page
about our respective roles in this 
supplementary supervision. She wanted
and needed my help to process what she
was experiencing on site, and I was fine
with that. For the rest of the session Jamie
spoke about her nine months’ experience
of feeling undermined in her work and
unsupported by her site supervisor.

From a critical events perspective, I used
various relational sequences: (exploration
of emotions and normalizing experience) to

continued on page 17
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help Jamie clarify her negative feelings
about the site, while remaining open to
her clients (focus on the therapeutic
process). Having “resolved” the “task” of
reducing our role conflict, I found it in-
credibly easy to empathize and convey
genuineness in my work with Jamie. I
shared with her my beliefs about the 
importance of trust and genuineness in
supervision (focus on the supervisory 
alliance), which apparently had become
obscured at her site in favor of institu-
tional policy. 

Reviewing recordings of Jamie’s work
with clients, I noticed a shift in her re-
sponsiveness to clients. Whereas earlier
she had colluded with her adolescent
clients in protesting the “draconian
rules” at the site, Jamie was now able to
explore her clients’ feelings about these
rules and use them as points of inter-
vention to talk about responsibility, 
maturity, healthy confrontation, and self-
acceptance. Jamie was eventually able to
confront her site supervisor about feeling
unsupported and about her discomfort
with specific site policies that were nega-
tively affecting her clients. It occurred to
me that Jamie’s growing ability to be au-
thentic with her clients and with her site
supervisor may have been facilitated by a

parallel process in our work together.  

My experience with Jamie taught me a
lot about relational supervision and re-
sponsiveness. I learned how to relax and
use the listening skills of therapy to
identify critical events for supervisory
intervention. In addition, I came to un-
derstand how the foci of supervision
shift constantly among the supervisee,
the therapeutic relationship, the super-
visory relationship, the institution, and
the interaction among all of these.   

Relational supervision cannot take place
without the use of the same basic listen-
ing and reflection skills we learn as ther-
apists. In my experience with Jamie,
clinical intuition facilitated insight into
the supervisory process, which encour-
aged me to be responsive as a supervi-
sor toward a supervisee’s emotional
needs in training. This responsiveness
shifted my focus in supervision toward
relational behavior, and ultimately to-
ward a rich and rewarding experience
for Jamie, for her clients, and for me.

References for this article can be found
in the online version of the Bulletin
published on the Society for the Ad-
vancement of Psychotherapy website.
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I was recently asked to
be part of panel of psy-
chotherapists who use
the theories of Carl
Rogers in their prac-
tice. I had to take a few
minutes to really think
about it. Am I a person-
centered therapist?
Upon reflection, I real-
ized that some of the
best ways I am a thera-
pist, I am a person-
centered therapist.   

The Rogers’ quote, “the
curious paradox is that when I accept myself
as I am, then I change” (1961, p. 17) was
one that resonated with me when I took
my first counseling skills class as an un-
dergraduate. It is a statement that con-
tinues to echo in my mind these many
years later. Specifically, I feel person-cen-
tered theory defines my overall thera-
peutic approach, provides aspiration and
an ethical boundary around the poten-
tial to impose my own values on clients,
and provides an underlying framework
for developing the working alliance.  

As an approach or attitude, the Roger-
ian concepts of being genuine, having a
positive regard for and seeing clients as
having basic goodness and an internal
capacity for self-growth, guides my en-
counters with clients. To me, being gen-
uine means finding the balance between
being a professional and being just an-
other human being. That might mean
admitting mistakes when I make them

(which I do) and not hiding behind a
rigid therapeutic stance.  This is similar
to the notion of the “Real” relationship
as described by Gelso (2009)—the gen-
uine, non-transferential relationship be-
tween two people. Rogers discussed
genuineness as the ability to be aware of
one’s own feelings and not present a
façade. He further described genuine-
ness as the willingness to express and
behave in ways consistent with the var-
ious feelings and attitudes that one is 
actually experiencing.   

At the best of times, I feel I am able to
achieve this by sharing my reactions of
caring to client expressions of loneliness,
delight in their accomplishments, and
sadness when things are not working
out well. Feelings and reactions are not
always positive, and yet at times it
seems genuine or “real” to share them.
Although sometimes difficult, this 
sharing invariably leads to a deeper ex-
ploration of the relationship and under-
lying client issues. 

In addition to seeking to be authentic or
genuine, I also work toward nurturing
within myself a strong sense of positive
regard toward clients. To me, having
positive regard means seeing clients as
much more than their symptoms or their
current struggles. It means seeing each
person as having intrinsic value and the
capacity for self-growth. With some
clients this is easy. Their struggles and
personalities are comfortable to connect
with. This can be more difficult with

PSYCHOTHERAPY PRACTICE

Am I a Person-Centered Therapist?

Barbara J. Thompson, PhD
Ellicott City, MD

Barbara L. Vivino, PhD
Berkeley, CA 

continued on page 19



19

other clients who engage in activities
that seem unfair or hurt others, or those
who push me and others in their life
away through their anger and bitterness.
With these clients, I remind myself that
they have a backstory that led them to
where they are now. Ultimately, I believe
that each person has a basic goodness; if
I can see that good behind the façade,
behind the defensiveness and pain, then
maybe the person can begin to see that
good as well. This helps me maintain
compassion and empathy for clients,
even the difficult ones.

Rogers talked about seeing each client 
as having value and being prized as a
person of “unconditional self worth” 
regardless of condition, behavior, or
feelings. Believing this translates into
recognizing that what is important and
of value to me may be different from
what is important and of value to the
client.  No matter how much I may want
a client to change, I know that the client
must progress at a pace that works for
that individual. Clients have the ulti-
mate choice to live their lives in the way
that works for them. This may mean
staying in a relationship that seems un-
healthy or deciding to not take a risk
that might be beneficial. As disappoint-
ing as this may be for me at times, it is
the client’s choice, not mine.   

One of the more straightforward ways
that person-centered theory is manifest
in my work with clients is in the devel-
opment and maintenance of a good
working alliance. It is easy to see how
the person-centered attitudes of warmth
and non-judgmental, positive regard fa-
cilitate the emotional bond. Agreement
on tasks and goals draws on the impor-
tance of being able to flexibly match my
therapeutic style and approach to clients
based on their preferences.  Allowing
the client’s needs and wants to direct
therapy, versus therapy being directed
by me, is a way of reaching agreement

with the client on tasks and goals. 

One area of person-centered theory that
is somewhat controversial, at least in
how Rogers has been interpreted over
the years, relates to the use of specific
techniques. If one is truly person-cen-
tered and the client wants or needs spe-
cific strategies or skills to manage, for
example, panic attacks, can the therapist
provide those strategies or skills and still
be “person-centered”? Yes, of course
they can! By doing this within the frame-
work of being person-centered, the ther-
apist is able to maintain a good working
alliance and stay attuned to the client’s
experience. The combination can be
powerful!

In my clinical work, I feel I can honor the
client’s expressed needs in a person cen-
tered way by responding to requests for
finding new ways of thinking about
things or wanting to know how to “be”
different. It seems that not using some of
these interventions for clients who are
desperately wanting help would be un-
person centered. Let me give an example. 

Jackie (not real name) came to me suffering
from debilitating anxiety that was making
her life unbearable. She was married to a
man she loved, was working at a profession
that she liked, and had a one–year-old
daughter she adored. Yet she would find her-
self obsessing about how clean the house
was, worrying constantly about getting the
laundry done, and worrying something ter-
rible would happen if her daughter didn’t get
her nap “on time.” 

How did I use a person-centered approach
with Jackie? First and foremost I was non-
judgmental of her and more specifically of
her behavior, which seemed to counter her
own strong self criticalness and foster self
acceptance of where she was at this moment
of her life. We explored the level of suffering
she was experiencing as a result of her 

continued on page 20



anxiety. I presented strategies as things that
have “sometimes helped others” but also en-
couraged her to tell me what would “fit” for
her. She chose progressive relaxation and
mindfulness as two of the offered techniques
she wanted to practice.  

She wanted to know where her anxieties
originated, so we also explored her history.
She grew up in the house of an alcoholic par-
ent and, as the oldest, felt she had to protect
her younger siblings. As we empathized
with and began to understand her inner
(overwhelmed) 7 year old together, it became
clear why she so desperately tried to have
some control in her life and was frightened if
she wasn’t able to make it happen.  

Jackie was the type of client who wanted to
“do” something in between session. This taps
into the client’s own healing potential and re-
inforces the idea that the client has the ability
to choose what will be most helpful.  Jackie
wrote a letter to her mother about how her
drinking had affected her. She increasingly
practiced being more in the moment with her
daughter; this in itself became reinforcing, es-
pecially as I encouraged her to stay with and
savor those special moments. She also set up
tasks for herself around not cleaning her
house as much, purposefully changing her
routines to be more flexible. Jackie valued her
life with her family and wanted to be free of
the anxieties that kept her apart from them.
To do that, she needed to accept all that she
was, to acknowledge what was most impor-
tant to her, and to have some basic tools she
could practice that would open up her expe-
rience to “be” in a different way.  

There are times when a person-centered
style seems particularly effective. As the
developers of Motivational Interviewing
discovered, a person-centered approach
is helpful when first starting a thera-
peutic relationship with the client (Het-
tema, Steele, & Miller, 2005).  How better
to develop trust and motivate than to
demonstrate a deep understanding of
the client through active listening and

showing sincere interest in the client’s
world? Motivational Interviewing also
is person-centered in the focus on meet-
ing the client wherever the client is—if
ambivalent, reflect and explore that am-
bivalence; if frightened of change, meet
the client there. 

The person-centered approach is also
beneficial when dealing with difficult
client emotions.  Shame stands out in
my mind as one of the client experiences
that can only be met with non-judgment
and quiet acceptance. It is the offering of
facilitative conditions that provides an
environment where clients can finally
open up to those debilitating feelings of
shame, accept them, and let them go.

As explored in a previous Bulletin article
(Vivino & Thompson, 2013) the person-
centered approach blends well with 
the current influx of Eastern thought into
mainstream psychotherapy such as mind-
fulness. The definitions of mindfulness
such as  “awareness of present experience
with acceptance” (Germer, 2005, p. 7)
seem very close to what Rogers described
when talking about the fully functioning
person as having an “increasing openness
to experience” (Rogers, 1961, p. 187) and
“an increasing tendency to live fully in
each moment” (p. 188). 

The concept of mindfulness is part of
other therapy approaches I have inte-
grated into my own, such as Linehan’s
Dialectal Behavioral Therapy (1993) and
Hayes’ Acceptance and Commitment
Therapy (Luoma, Hayes,& Walser,
2007). These theories build on the basic
foundation of person-centered ther-
apy—accepting the client non-judgmen-
tally and promoting here and now
experiencing.  For example, Dialectical
Behavioral Therapy  (Linehan, 1993)  fo-
cuses on the importance of the therapist
accepting clients’ experiences and vali-
dating their emotional pain and suffer-
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ing. Two of the Core therapeutic
processes of Acceptance and Commit-
ment Therapy are Acceptance of private
events and Being Present or “promoting
ongoing, nonjudgmental contact with
psychological and environmental events
as they occur” to promote “present 
moment awareness” (Luoma, Hayes,
Walser, 2007, p.19).  

Thanks to the work by Neff (2011), Ger-
mer (2008), and others, another “new”
concept being integrated into main-
stream psychotherapy that I find help-
ful and aligned with a person-centered
approach is Self Compassion.  Self-Com-
passion consists of three components:
Self kindness (being understanding to-
wards ourselves without self-criticism),
Common humanity (recognizing we are
all a part of a shared human experience),
and Mindfulness (being non-judgmen-
tal) (Neff 2011).

Positive regard, empathy, and accept-
ance by the therapist provide the envi-
ronment for clients to begin to approach
themselves similarly, with positive 
regard, empathy, and acceptance. This
seems very consistent with what Neff
(2011) describes as having Self Compas-
sion. I have also found that practicing
Self Compassion helps me be more fa-
cilitative and genuine. 

There are aspects of my practice that do
not seem so person-centered or Roger-

ian. I do conduct an intake and diag-
nose—an inevitable byproduct of taking
insurance.  I believe that my intakes do
help me better understand my clients
and their worlds, despite my leading
(yet open-ended) questions.  And while
I need to ask some questions about
symptoms, I ask as many or more about
client strengths and resources.

As I mentioned earlier, I do utilize psy-
choeducation and share strategies and
skills with my clients when appropriate.
I believe this can be done in a person-
centered way—e.g., in response to spe-
cific things the client has asked for and
by exploring the client’s experience of
practicing the skills. Although I aspire 
to this, I am not always able to be as
non-judgmental as I would like, nor 
do I always have positive regard and
genuineness with clients all the time.  

In conclusion, being person-centered is
how I approach or aspire to approach
clients. It is in how I am with my clients.
It is in what I say and in how I say it. I
imagine, should you examine your own
practice, you might be surprised at how
basic this approach is to what you do, at
your best.  

References for this article can be found
in the online version of the Bulletin
published on the Society for the Ad-
vancement of Psychotherapy website.

NOTICE TO READERS

References for articles appearing in this issue 

can be found on the Division’s website 

under “Publications,” the “Bulletin.”



22

I was recently at a lec-
ture where an audience
member asked the
speaker, psychologist
Dr. Richard Schwartz,
about his stance on the
role of therapist self-
disclosure Dr. Schwartz

paused for a moment before responding
that he often urges supervisees to bring
to mind the acronym WAIT before en-
gaging in self-disclosure in a session
(personal communication, September
18, 2014). Short for “Why Am I Telling?”
he explained that this self-directed 
question is aimed at getting clinicians to 
consider whether they would be self-
disclosing expressly for the client’s ben-
efit, or if they would be doing so to
fulfill a personal need. In the event that
the therapist is inclined to self-disclose
to gratify her own need, she is advised
to abstain from self-disclosing in order
to prioritize the client’s needs within the
therapeutic relationship.

The question of what constitutes ethical
and useful self-disclosure is one that
comes up regularly during my training
as a psychologist. Though I found the
“WAIT” rule-of-thumb helpful in gener-
ally guiding my decision making, I was
left wondering about how, as psycho -
therapists, we can assess whether or not
our clients are likely to benefit from our
self-disclosure in a given situation. Are
there certain types of disclosure that, as
a rule, are more useful than others?
What are the client variables worthy 
of consideration? As psychotherapists,
what do we need to know about in-ses-

sion self-disclosure to make decisions
that uphold the general ethical princi-
ples, particularly beneficence and non-
maleficence (APA, 2010)?

The present paper aims to address these
questions and in so doing, puts forth a
number of considerations to stimulate
productive thinking about ethical thera-
pist self-disclosure (TSD). The concept
of TSD will be clearly defined and two
distinct types of disclosure will be iden-
tified. Both research studies and theory
will be presented to inform this analysis
of potential advantages and drawbacks
of TSD. Finally, a number of unique cir-
cumstances that may warrant special at-
tention to the issue of TSD will be briefly
discussed.

For many, the term “therapist self-dis-
closure” tends to evoke an image of a
psychotherapist revealing some deeply
personal fact about himself during a
therapy session. In truth, therapist self-
disclosure refers to a wide range of psy-
chotherapist behaviors, which may be
verbal or nonverbal in nature (Gibson,
2012). A verbal disclosure can be an ex-
plicit disclosure of fact, or a style of
speaking that suggests membership to a
particular culture. Examples of non-ver-
bal disclosure include religious attire, of-
fice decoration, and public participation
in political events within the community.

In her conceptualization, Audet (2011)
identifies two distinct categories of TSD.
Immediate self-disclosure, which is also
known as self-involving or interpersonal
self-disclosure, refers to the revelation of
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the therapist’s feelings about the client,
the therapeutic relationship, or an in-
session event. An example of such a dis-
closure would be a therapist telling his
client that when she is regularly late to
sessions, he is left wondering if she val-
ues her time in therapy. This kind of dis-
closure is generally used to address a
process issue within therapy, and in so
doing, bring the client’s attention to her
potential impact on others. In contrast,
non-immediate or intrapersonal self-dis-
closure refers to disclosed information
about the therapist’s personal life and
tends to shift the focus from the client. A
therapist who shares having had a sim-
ilar traumatic experience to that of the
client can be said to be engaging in non-
immediate self-disclosure. This type of
TSD is often intended to promote client-
therapist rapport, convey the fallibility
of the therapist, and make the client-
therapist relationship more egalitarian.

We turn now from the definition of ther-
apist self-disclosure to a summary of the
research done in the field. Historically,
research on therapist self-discolsure has
yielded mixed results about the desir-
ability of self-disclosure (Gibson, 2012).
One  finding is that therapist self-disclo-
sure likely impacts the therapist’s level
of perceived professionalism and com-
petence (cited in Audet, 2011). This issue
may be  especially pertinent  for thera-
pists in training who are still establish-
ing their professional identity. Most of
the research reviewed in Audet’s 2011
study demonstrated that low-disclosing
therapists were generally rated by
clients to be more competent than their
high-disclosing peers. Yet one study
found no substantial evidence that dis-
closing therapists were viewed as less
competent and still another showed that
clients perceived their disclosing thera-
pist positively because they viewed
them as being more real, human, and
imperfect (Audet, 2011).

To better parse out the factors that dif-
ferentiate between positively and nega-
tively received disclosure, Audet (2011)
conducted a qualitative study in which
nine participants were asked to talk
about a time when their therapist used
non-immediate self-disclosure (that is, re-
vealed information about his or her own
personal life). As expected, the partici-
pants had mixed reactions to the disclos-
ing instances. However, certain patterns
of responding emerged. Participants
were more likely to have positive experi-
ences of self-disclosure when the disclo-
sure was “infrequent, low- to-moderately
intimate, similar to their experiences, or
responsive to their needs and the emerg-
ing therapeutic relationship” (p. 92). Con-
versely, disclosures that led to negative
experiences were described as “too fre-
quent, repetitive, lengthy with superflu-
ous detail, incongruent with their issue
or personal values, or poorly attuned to
their needs or the therapeutic context” (p.
92). Thus these findings suggest that
amount and type of self-disclosure are im-
portant factors to consider when decid-
ing on whether or not to disclose in a
given situation.

Audet (2011) also discovered that her
participants appeared to have predeter-
mined notions of therapeutic bound-
aries and believed those boundaries to
be important. Even so, most perceived
therapist self-disclosure as generally
helpful as long as it did not violate those
boundaries. In summarizing this idea,
one participant stated that “‘the profes-
sional boundary is there, but you’re still
connecting as human beings and a little
personal sharing enhances the experi-
ence” (p. 94). On the other hand, two
participants stated that though their
therapist’s self-disclosure humanized
the therapist, it did so at the cost of vio-
lating their own personal boundaries.
One participant expressed feeling dis-
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appointed by a piece of disclosure as it
led her to feel critical of a personal deci-
sion that her therapist had made. The
study also suggested that self-disclosure
influenced the clients’ judgments of the
therapist competence and credibility, as
two participants reported that they ini-
tially questioned their therapist’s age,
experience level, and professionalism 
as a result of the self-disclosure. Com-
pelling though these findings are, it is
important to generalize with caution,
both due to the small sample size and
due to the fact that the data relies exclu-
sively on the clients’ potentially inaccu-
rate memories of past events 

Gibson’s 2012 study adopted a different
perspective, instead considering the
qualities of therapists who use more
self-disclosure as well as the timing and
manner in which they do so. Findings
suggest that newer therapists are less
likely to disclose than more seasoned
therapists. The therapist’s theoretical
orientation is a significant factor in de-
termining whether he would generally
regard disclosure to be helpful or harm-
ful, as therapists who believe it to be
helpful use it more often. Generally
speaking, therapists tend to disclose less
to more symptomatic clients. Further,
timing appears to matter, as toward the
end of the treatment episode, the thera-
pist is likely to disclose more frequently.
The context of the therapeutic relation-
ship also matters, as clients who have
strong alliances with their therapists are
more likely to rate disclosing therapists
as warmer. And, corroborating Audet’s
(2011) findings, Gibson demonstrated
that so called “self-involving” disclo-
sures that focused on the therapists’
thoughts and feelings about the client
tended to be received more positively
than disclosures of information about
the therapist’s life outside of the thera-
peutic relationship. Disclosures of inti-
macy, which emphasize the therapist’s

emotional reactions and thoughts within
the present moment of the session, are
most valuable to the client.

Mixed empirical data notwithstanding,
the issue of therapist self-disclosure is
controversial in large part owing to dif-
ferences in theoretical orientation. In-
deed, Irvin Yalom has opined that “more
than any other single characteristic, the
nature and degree of therapist self-dis-
closure differentiates the various schools
of . . . therapy” (Peterson, 2002, p. 22).
Thus from an ethical perspective, what
is considered beneficial from one clini-
cian’s viewpoint may be deemed clearly
harmful for another. Thus a brief dis-
cussion of the theoretical implications of
TSD is in order.

In classical psychoanalytic theory, 
self-disclosure was considered unequiv-
ocally counterproductive as it was be-
lieved to distort the client’s transference
and so preclude its resolution (Peterson,
2002). Sigmund Freud articulated this
notion when he stated that “[t]he doctor
should be opaque to his patients, and
like a mirror, should show them nothing
but what is shown to him” (Gibson,
2012, p. 288). Notably, however, Freud
regularly engaged in self-disclosure
with his clients and was known to share
his own dreams and memories with
them. That the father of psychoanalytic
theory was unable to completely refrain
from disclosing may support the idea
that total therapist anonymity is neither
possible nor desirable. Accordingly,
with the rise of more contemporary psy-
chodynamic schools, the therapist-client
relationship became increasingly impor-
tant. Therapist “opaqueness” was no
longer the ideal, as it comprised a warm
therapeutic relationship, so psychody-
namic practitioners became more flexi-
ble about their use of self-disclosure
(Gibson, 2012). That being said, modern
psychodynamic therapists are still
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among the most judicious about the use
of self-disclosure, as they believe that it
can compromise the transferential field
of therapy.

The discourse about self-disclosure
abounds with conversations about the
concept of “boundaries.” Defined as
“the ground rules of the professional
[therapeutic] relationship,” (Barnett,
2011, p. 316), boundaries are in place to
provide a sense of safety and pre-
dictability for the client, and reinforce
the belief that the therapist will act in the
client’s best interests. Some examples of
common boundaries in therapeutic rela-
tionships include starting and ending
each session on-time and abstaining
from engaging in romantic or social re-
lationships with one another. Many con-
tend that non-immediate self-disclosure
violates therapeutic boundaries in that it
blurs the roles of the therapist and the
client, and puts the client in a position
where he feels impelled to take care of
the therapist’s perceived needs (Audet,
2011). This role-reversal would be bur-
densome to the client who would feel
pulled to subjugate his needs to that of
the therapist. Alternately, therapist self-
disclosure may put the client in a posi-
tion where he or she censors important
information in an effort to not offend the
therapist. For example, a staunchly athe-
istic client may choose to not share in-
tense feelings of anger toward her
devoutly Christian family members if
she knows that her therapist is deeply
religious. This, of course, would rob the
client of the opportunity to process these
complex and perhaps problematic feel-
ings in the context of therapy.

Starting with Carl Rogers’ client-cen-
tered model, humanistic psychothera-
pies have taken a considerably
divergent stance on the issue of therapist
self-disclosure. Humanistic theory holds
the genuine connection between thera-
pist and client as a singularly important

agent of therapeutic change (Gibson,
2012). Authenticity and genuineness in
the therapeutic relationship are consid-
ered “a necessary prerequisite for 
patient openness, trust, self-knowledge,
the enhancement of the capacity for 
intimacy, and personality change” (in
Peterson, 2002, p. 23). To that end, 
humanistic therapists often use TSD to
facilitate honest connection and so self-
disclosure becomes an indispensable
tool of the therapy.

Similarly, feminist psychologists have
historically regarded self-disclosure as a
critical component of successful psy-
chotherapy. From the point of view of
this orientation, therapist self-disclosure
is used as a mean of maintaining a pro-
ductive “egalitarian relationship,” and 
a “method of forming connections 
between personal and political issues”
(Peterson, 2002, p. 22). Thus self-disclo-
sure is consistent with the feminist ther-
apeutic goals of neutralizing the power
differential between therapist and client
and in so doing, “decreas[es] the client’s
feelings of shame, and transmit[s] femi-
nist values from the therapist to the
client” (Peterson, 2002, p. 22).

Other theoretical orientations that gen-
erally view therapist self-disclosure in a
favorable light include cognitive behav-
ioral therapy (CBT) and rational emotive
therapy (RET). Within the CBT frame-
work, TSD is conceptualized as a way to
model and reinforce new perspectives
for the client (Audet, 2011). Similarly, an
RET practitioner may self-disclose a 
personal experience as a memorable
demonstration of how the ABC (activat-
ing events-beliefs-consequences) model
may lead to emotional difficulties 
(Peterson, 2002).

Hence, a basic understanding of the fun-
damentally different theoretical stances
on self-disclosure illuminates why an 
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instance of self-disclosure that is consid-
ered therapeutic by one clinician may be
thought of as harmful by another. Theo-
retical variations aside, certain factors
require special consideration from 
therapists deliberating self-disclosure.
One such factor is the client’s culture.
Though a client from the United States
is likely to regard lack of therapist self-
disclosure as a sign of professionalism,
a client from some other culture may
view a non-disclosing therapist as aloof
or impersonal (Barnett, 2011). Thus re-
gardless of theoretical leaning, inflexible
adherence to therapeutic boundaries
without regard to the client’s unique 
cultural circumstances may result in
“recreating shaming, oppressive experi-
ences for racially and ethnically diverse
clients, most of whom may have histo-
ries of discriminatory, shaming, and op-
pressive experiences” (Barnett, 2011, p.
407). Culture may also become a salient
factor for therapists considering disclo-
sure of a marginalized identity. Peterson
(2002) describes an example of this in
which a gay therapist may choose to dis-
close his sexual orientation as a way of
assuming the position of “role model”
for a gay client who may otherwise be
hard-pressed to find such a model. In
this instance, the potential benefit of
non-immediate self-disclosure may out-
weigh the risk for harm.

A second significant consideration is
that of the client’s age. In treating 
children and adolescents, total non-dis-
closure could seriously compromise nec-
essary rapport between the client and
therapist (Gibson, 2012). In more ex-
treme cases, avoiding self-disclosure in
response to personal questions from a
child client can interfere with their abil-
ity to master reality (Peterson, 2002).
Conversely, when a therapist uses im-
mediate self-disclosure to express her
feelings about a child client, she in-
creases the child’s trust in her and shows
that transient problems that arise during

the therapeutic relationship do not
weaken the therapeutic relationship. In
the case of newly autonomous and po-
tentially guarded adolescents, the use of
thoughtful self-disclosure can serve to
model openness and authenticity. Age is
also a concern worthy of consideration
when disclosing with elderly clients (Pe-
terson, 2002). Therapist self-disclosure
with elderly clients is ill-advised in situ-
ations in which they are socially iso-
lated. The rationale is that such clients
are at a high risk for using the therapist
to fill the role of an intimate friend, and
by doing so, can blur professional
boundaries.

The client’s personality traits should
also inform the therapist’s assessment 
of potential benefit and harm. Barnett
(2011) urges clinicians to be wary of 
disclosing to clients who are especially
self-absorbed and likely to see their ther-
apists as an extension of themselves.
This can become especially problematic
if, as a result, the therapist becomes re-
sentful of the client for not recognizing
his separateness. Similarly, Goldstein
(1994) suggests that the following kinds
of clients are likely to be harmed by ther-
apist self-disclosure: those who focus on
the needs of others, those who fear close-
ness with the therapist, those with poor
reality testing capacities, and those with
poor boundaries. Clients possessing the
latter two traits may feel inclined to take
on the characteristics of the therapist.

Special life circumstances pose a unique
challenge to clinicians who are mindful
about their use of self-disclosure. Be-
reavement and serious illness are partic-
ularly difficult issues for therapists to
negotiate when weighing the possible
benefits and harms of disclosing per-
sonal information. Peterson (2002) shares
an anecdote in which a therapist opted
not to tell her clients about her hus-
band’s recent death and her process of
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bereavement. Ultimately, several of her
clients found out in other ways and
were emotionally harmed by what they
perceived to be the lack of the therapist’s
confidence in them. In such a case, the
therapist is put in a difficult position
where she must simultaneously con-
sider her own need for privacy, the po-
tential risk of putting the client in a
caretaking role by disclosing, and the
possibility of hurting or alienating a
client by withholding the information.

Therapist illness is another instance in
which the therapist must weigh her con-
siderable need for privacy against the
client’s need for therapeutically perti-
nent information (Peterson, 2002). To
fulfill the ethical principle of autonomy,
the therapist must disclose serious ill-
ness so that the client is in a position to
make informed consent about continu-
ing treatment. However, doing so can
negatively impact the therapy if the
client feels pressured to hide feelings of
anger toward the therapist, or if such a
disclosure inhibits the client from voic-
ing her own needs.

The practice of ethically-sound self-dis-
closure is far from being a simple,
straight-forward, or even intuitive mat-
ter for the thoughtful clinician. Instead,
it is an art that depends on the psy-
chotherapist’s ability to integrate theory,
research, and self-awareness. The pres-
ent paper has provided some considera-
tions for psychotherapists assessing the
potential harm or good that may come
out of a given piece of self-disclosure.
Gleaned from the above discussion, the
following questions are intended to
guide decision-making about using ef-
fective and beneficial self-disclosure in
psychotherapeutic practice: a) Is this
piece of self-disclosure intended prima-
rily to help the client or to a gratify a

personal need (of, for example, valida-
tion or support from the client)? If it is
the latter case, the therapist may benefit
from addressing the issue at hand in su-
pervision, consultation, or personal ther-
apy. b) Does the client need to know this
piece of information to make informed
consent about his or her treatment? c)
Might this disclosure negatively impact
the client’s perception of the therapist’s
competence and professionalism? d)
How much and how often is the thera-
pist disclosing with a particular
client?  Might the amount of disclosure
be excessive and thus distract from
focus on the client? e) What type of self-
disclosure is being used? Immediate or
non-immediate? What does the research
say about this kind of disclosure? f)
How does the therapist conceptualize
self-disclosure from his or her chosen
theoretical orientation? That is, what
kind of self-disclosure, if any, is consis-
tent with what he or she believes is the
agent of change in psychotherapy? g) Is
the decision to disclose informed by the
client’s cultural context?  h) Is the deci-
sion to disclose informed by the client’s
developmental age or stage?  i) Does the
client display personality traits that
make it more likely that he or she would
be harmed by the therapist’s disclosure?
j) Might the therapist’s desire for keep-
ing certain personal information private
negatively impact the client? If so, how
can the therapist utilize supervision to
minimize harm to both the client and
her or himself? By regularly contem-
plating these questions, a psychothera-
pist may come to develop his or her
capacity to use self-disclosure in an op-
timally beneficial and ethical manner.

References for this article can be found
in the online version of the Bulletin
published on the Society for the Ad-
vancement of Psychotherapy website.
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As the oldest child in
my family, I do not
have a lot of experience
with what it is like to
be in the middle. How-
ever, as I transition
from an early-career to
mid-career psycholo-

gist, I find that I am quickly learning.
Whether the middle child or a mid-
career psychologist, you are no longer
the “baby” who is free to make mistakes
and learn, applauded for every novel ef-
fort, nor are you the older, high-achiev-
ing, responsible, and admired “sibling.”
Rather, you now occupy a relatively un-
defined and amorphous transitional
space. Until recently, I never gave much
thought to what it is like to be in the
middle of anything. Now, as I prepare to
welcome our second child into our fam-
ily of all oldest children, while simulta-
neously preparing myself to enter into
what they call mid-career status, I keep
asking: What is it like to be stuck in the
middle?

The popular expression “stuck in the
middle” suggests that “middle-hood” is
associated with feeling trapped, para-
lyzed, and as if one got the short-end of
the stick. After all, the legacy of the mid-
dle child is that he or she is perpetually
overlooked (a legacy that my easy-going
middle brother would ardently deny).
Perhaps it is not by accident that while
we often read about the unique needs
and developmental challenges of early
career psychologists, develop profes-
sional programs and grants targeted for
early-career psychologists, and even

specially appoint early career psycholo-
gists to APA committees (all things I am
personally in favor of), there is generally
far less attention to mid-career psychol-
ogists, or, moreover, to the transition
from early-career to mid-career status.
Like middle children in popular belief,
mid-career psychologists seem to go rel-
atively unnoticed. It is as if mid-career
psychologists suddenly have it all fig-
ured out and do not require much atten-
tion or support. What does a mid-career
psychologist need? I am about to be one
and I don’t even know. 

The experience of what it is like to be 
a mid-career psychologist is largely a
black-hole to me and I cannot help but
wonder if this is partly due to my oldest
child status and partly because, as a col-
lective, we tend to gloss over those in
the middle and focus on those on the ex-
tremes (i.e., the very new to the profes-
sion and the very successful and
established). However, now that I am
personally inching away from the ex-
tremes to the middle of the career status
continuum, I am acutely aware that
more dialogue is needed on how to tran-
sition from early-career to mid-career
status and what one is supposed to do
when stuck in the middle.

From my limited experience, I have
found that the transition from early-
career to mid-career psychologist has
several defining challenges or develop-
mental tasks: Turning inward, asserting
one’s power, dealing with success and
competition, balancing freedom and 

EARLY CAREER

Stuck in the middle: Transitioning From 
Early-Career to mid-Career Psychologist

Rayna D. Markin, PhD
Villanova University
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responsibility, and defining one’s future.

Turning Inward: Defining the Profes-
sional Self on One’s Own Terms
For the past seven years, I have been
running the tenure track, right up to the
finish line, where I was at last awarded
with rank and tenure. Throughout the
race, I tried not to get distracted by the
voices from the sidelines, all with their
own ideas and opinions of me and my
work. The secret to winning a race is to
keep your eye on the finish line in the
face of the many distractions along the
way. For me, the finish line always rep-
resented producing personally mean-
ingful work of which I felt proud. That
said, when you are on the tenure track
you are constantly being evaluated by
others—some of whom have your best
interest at heart and some of whom have
their own personal agendas, but all of
whom have power over you and your
future. The evaluation process naturally
pulls you to look to others for approval,
acceptance, and even self –definition (Q:
Who am I? A: I am the person you want
me to be to get tenure!). Looking outside
the self for approval and self-direction is
not unique to tenure-track academics,
but likely in any situation in which we
feel new and vulnerable, and certainly
common among early-career psycholo-
gists in a variety of professional settings.
When you are an early-career psycholo-
gist, it is hard not to feel tension (real 
or imagined) between the pressure to
please others and the need to be true to
one’s self.  

Now that I am transitioning from early-
to middle-career status, I find it easier to
look within myself for approval and
self-definition. It’s not that I have
stopped caring about what others think
of me and my work; I’m just tired of
thinking about it so much. I define who
I am professionally, and, at the end of
the day, I need to approve of the work

that I do and the direction I take. There
is a sort of existential crisis (in the best
sense) when one transitions from look-
ing outward for direction and approval
to within the self, but, if successfully re-
solved, the mid-career psychologist has
earned a clearer, internally derived and
directed sense of professional identity
and self-confidence. 

Asserting One’s Power
I remember the day my middle brother
realized he had some sort of power
over my youngest brother. My middle

brother is and has always been very
easy-going. On the other hand, my
youngest brother has always been a bit
more strong-willed. When he became
more mobile, he started to grab my mid-
dle brother’s toys, and each time my
middle brother let him have them. But
one day he reached for my middle
brother’s Lego pirate boat and the earth
shifted, because, at that moment, older
brother confronted younger brother,
saying with all the authority in the
world, “that is my toy.” Middle brother
had found his voice and asserted his
power.

As an early career psychologist, it is easy
to feel as if you do not possess much
power. Your confidence vacillates.
You’re constantly being evaluated on the
job. It’s hard to speak up in a group of
more experienced colleagues. It’s gener-
ally hard to find your voice and project
it. An important internal shift when
transitioning from early career to mid-
career status is the ability to recognize
and assert one’s power. Power is self-
confidence. It is knowing one’s worth. It
is knowing your mind and speaking it
when it feels important to do so. Power
is looking out for those around you with
less power. Power is knowing that once
in a while it is okay to hold on to your
own toys. This is a struggle for me, but
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every day I get a little bit closer to that
Lego pirate boat (that, for the record, I
was never allowed to play with).

Dealing With Success and Competition
Please do not stop reading when I use
the word “Oedipal,” because there is in
fact something “Oedipal-ish” that can
occur when, as you progress from early
to mid-career, you achieve a little bit of
professional success and become the re-
cipient of unwanted envy. When you are
new to the field, you generally do not
pose much of a threat to those around
you. You start out with a shorter vitae
and are generally more dependent and
deferential. Then, you slowly start to
build up your vitae, your professional
reputation, and your self-confidence and
autonomy. To some, albeit perhaps a se-
lect few, your success will ignite their
feelings of competition, as they fear you
will take their place or surpass them.
Most people in our field, I believe, gen-
uinely want to mentor the next genera-
tion of psychologists and are secure
enough to be happy for whatever suc-
cess a relative newcomer achieves. How-
ever, it was a shock to me to learn that
there are those who, consciously or not,
will suddenly direct hostile feelings your
way as you slowly start to advance your
career. I reluctantly admit that my per-
sonal reaction to competition and envy
is to feel guilty and to downplay my ac-
complishments, something I am trying
to stop and replace with some “healthy
narcissism.” Perhaps part of the transi-
tion from early to mid-career involves
learning to deal with the “successes” we
have accrued and the competitive feel-
ings that these “successes” sometimes
stir in others. As Erikson (1950) might
say, are we going to gain a sense of in-
dustry from successfully undertaking
new initiatives or a sense of inferiority
and guilt over our capabilities?

Balancing Freedom and Responsibil-
ity: Taking Risks vs. Playing It Safe
Now that I have tenure and am slowly
transitioning to the next stage of my ca-
reer, I have more freedom to take risks. I
have never been one to shy away from a
risky project (those are usually the most
interesting kinds); yet, earlier on in one’s
career, there is typically more pressure
to play it safe in one’s professional en-
deavors. For me, as an early career aca-
demic, the pressure was to take on more
safe research projects that had a better
chance of leading to publication. For
some of my colleagues in private prac-
tice, the pressure early on was to take on
the “safer” clients for fear of not being
able to help the more challenging pa-
tients. As early-career psychologists
transition to mid-career status, we feel
more comfortable taking on those risky
research projects or those more “chal-
lenging” patients. However, with this
newfound freedom to take more risks
comes a sense of increased responsibil-
ity. I am now freer to make my own
choices and I feel an increased responsi-
bility to choose wisely and not squander
the opportunity. I also feel more respon-
sibility to my collaborators, students,
and funders to produce quality work. 

Concluding Comments: 
Defining One’s Future
While my youngest brother and I are
more similar in temperament and per-
sonality, my middle brother is just wired
differently than the two of us. Where I
am emotional, he is logical. When I over-
react, he stays calm. When I am stub-
born, he is flexible. Whereas I lean
toward neuroticism, he is more emo-
tionally stable. I have a tendency to an-
alyze everything, whereas he thinks I
make a living making something out of
nothing. When I would take something
personally and feel wronged, he would
simply shrug his shoulders and move
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on. Whether because of genetic disposi-
tion or acquired necessity, in many
ways, he is the “ying” to me and our
youngest brothers’ “yang.” I think both
my siblings are amazing (if my youngest
brother ever reads this I promise my
next article will be about you!), but one
of the things I most admire about my
middle brother is that he is definitively
his own person and he is always consis-
tent. Learning from his example, maybe
this is what being in the middle is all
about. It is a chance to define who we
are on our own terms. You are not the
baby of the family or the newby-early-
career psychologist, nor are you the old-
est child or established late career

psychologist. You do not fit a well-de-
fined box or have a well-defined role;
rather, you are free to be you. Perhaps
the mid-career phase is the time to de-
fine who we want to be professionally
and what path we want our career to
take in the future. Maybe we are “stuck
in the middle” for good reason, because
it forces us to slow down and reflect
upon how we want to define ourselves
professionally and on what future career
path we wish to follow. 

References for this article can be found
in the online version of the Bulletin
published on the Society for the Ad-
vancement of Psychotherapy website.
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Imagine: You’ve been
in an accident. Now,
your thinking is
clouded and unclear,
you are terrified that
you have lost your
ability to reason and
think clearly and it

might never return, and you have a case-
load of clients. What would you do? If
you didn’t (or couldn’t) turn to anyone,
is there someone in your life who would
see what was happening and help you?
What, as a profession, should we do if
someone in this very situation were to
see clients and commit an ethical viola-
tion, all because they did not have the
cognitive capacity to reason a good so-
lution until it was too late? 

Halfway through the summer quarter of
my graduate training, I sustained a con-
cussion and my world fell apart. I had
clients at the student clinic, a full course
load of classes, and had just started a
new externship; yet I could not drive,
could not use a computer, could not reg-
ulate my emotions, and could not think
clearly. Injured, frightened, and vulner-
able, my instinct was to throw all my re-
sources into maintaining a façade of
competence. I knew that I needed help,
but could not figure out how to get it
and kept hearing myself tell people that
I was “fine.” Luckily, as a graduate stu-
dent I had a safety net built into my life
and clinical work in the form of my su-
pervisors and professors, and with their
help was able to cancel or postpone my
clinical and academic responsibilities. 

Ethical concerns related to competence
have been raised since the beginning of

psychotherapy. However, it was not
until 1987 that the APA regularly began
to use the term “impaired psychologist,”
and it was not until 1992 that the word
“impaired” was included in the ethics
code (APA, 2006; O’Connor, 2001).
Today, there is abundant research re-
lated to clinician impairment, or inter-
ference in the professional functioning
of psychologists, due to factors such as
burnout, vicarious trauma, and personal
stressors (O’Connor, 2001; Smith &
Moss, 2009).  However, the issue of cog-
nitive impairment has been mostly over-
looked. For example, when Members of
the APA Board of Professional Affairs’
Advisory Committee on Colleague As-
sistance (2006), examined interference in
the professional functioning of psychol-
ogists based on 12 categories or causes,
cognitive impairment and impairments
arising from injuries or illness were
never mentioned. Additionally, while
cognitive impairment certainly falls
under various standards within the APA
Ethics Code, nowhere is it directly ad-
dressed (APA, 2010). An August 2014 re-
view of the literature yielded no results
that directly address interference in the
professional functioning of psycholo-
gists due to physical causes or cognitive
impairments, and although various ma-
terials from the APA and other sources
relate to collegial assistance, no direct
guidance appears to exist regarding the
ethical management of cognitive im-
pairments (APA 2006 & 2010; O’Connor,
2001; Smith & Moss, 2009). This gap in
the literature and APA guidelines is par-
ticularly striking as a cognitive impair-
ment has the potential to interfere with

DIVERSITY AND SOCIAL JUSTICE
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the psychologist’s ability to follow the
ethics code, solve problems, and seek
appropriate assistance.

Psychologists are trained regarding the
ethical implications of many challenging
situations, ranging from what to do if
you have a personal crisis and cannot
manage your professional role to how to
handle romantic feelings for a client. But
how many are asked: What if something
happens that impairs your very ability
to navigate ethical issues? Given that an
average of 1.7 million people sustain
some form of traumatic brain injury
(TBI) annually in the United States (Cen-
ters for Disease Control, 2006), it is
worth considering how many of these
may be mental health professionals, and
what unique challenges these individuals
may face. It was almost overwhelming
how many psychologists and therapists
reached out to me with comfort and sto-
ries of their own experiences of having
had mild-moderate TBIs. Many of these
people, like me, struggled to manage
their professional and clinical responsi-
bilities as they sought to evaluate their
own competence while their ability to
complete such an evaluation was im-
paired. Now mostly healed, I continue
to think about what might have hap-
pened if I had not been a student and
did not have the network of support and
oversight upon which I relied. 

It is clear that there is a high prevalence
of TBIs and a lack of research and con-
crete guidance for how they should be
ethically managed in professional psy-
chology. However, merely understand-
ing and illuminating this problem on an
intellectual level is not enough. Facts
and concepts often fail to capture the
rich complexity of the human experi-
ence. With this in mind, I would like to
share my story in the hope it may bring
this problem to life, remain salient long
after the facts presented have been for-
gotten, and possibly help someone who

has found—or will find—themselves in
a similar situation.

It was a Saturday morning, and to revive
myself from the pressures of graduate
training I was out riding horses with my
friends. As the powerful mare I rode in-
creased her stride, accelerating to a gal-
lop, she tripped. Together, we catapulted
into the ground. I felt my head hit, saw
the horse’s body rolling over me, and
the next thing I knew the horse was
gone and I was lying on the forest floor.

After my fall, I was able to slowly get to
my feet. My friends had come back to
help me, and the horse, having landed
on a soft, squishy human, was fine. They
asked what had happened and tried to
ascertain if I was okay. I had trouble
hearing them, but, seeing the mouths
moving and being able to make a good
guess at their questions, I managed to
answer appropriately. My ears ringing
and head spinning, I clambered back
onto the horse. It took every ounce of
my concentration and ability to stay on
as I fought back my dizziness, nausea,
and disorientation, but somehow I made
it back to the trailhead. With no one
aware of how badly injured I was, and
doing everything in my power to pres-
ent myself as tough and competent, I got
in my car and drove home. 

I am still shocked that I made it home
safely. My peripheral vision had shrunk
to nothing (I had about 90° of vision),
and it took all of my focus to keep my
car on the road, following the car in
front of me. I knew that I shouldn’t
drive, but couldn’t figure out how to
avoid it. I remember thinking that I
should call someone to help me, but
couldn’t resolve the dilemma that it
would be even more dangerous to try to
talk on my phone while driving. Pulling
over to make a call simply never oc-
curred to me. 
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The first time I looked at a street sign, I
was shocked. The words were meaning-
less, indecipherable scribbles to me. It
took about 24 hours before I was able 
to decipher writing again, and weeks 
before I could reliably read a few 
sentences. 

When I got home, I stubbornly contin-
ued to push myself. I could feel my body
and mind crashing, but continued to sin-
gle-mindedly pursue the agenda I had
set out for the day. I was scared, but also
convinced that if I kept going through
the motions of my life, following the
script I had written, that I would magi-
cally heal. My symptoms continued to
increase. A few hours later, even stand-
ing had become difficult and I had be-
come abnormally irritable, picking a
fight with my roommate for no appar-
ent reason. Luckily, my roommate is a
remarkably kind person who has some
awareness of brain injuries, and as I
stood there, swaying at the effort of re-
maining on my feet and yelling mean-
inglessly at her, she responded with firm
compassion and brought me (unwill-
ingly) to the hospital. 

I impressed myself with my ability to
concisely and clearly explain to the doc-
tors what had happened. Yet, the more I
spoke the more concerned they ap-
peared (I’ve never seen a doctor turn
that white before), and I became frus-
trated that they didn’t seem to take my
side that everything was going to be
fine. When they stepped out, I turned to
my roommate, who was loudly not say-
ing anything, and irritably demanded
that she tell me what was amusing her.
Keeping a straight face—and I could tell
this took an effort—she explained that
while she could understand what I was
saying, I wasn’t conjugating any of my
verbs correctly and was randomly leav-
ing words out of my sentences. I
laughed.

I passed all the tests, miraculously had
no broken bones, and was diagnosed
with a concussion. The doctor warned
me that I needed to avoid anything men-
tally strenuous, an order I, a full-time
graduate with perfectionism issues,
fully intended to ignore and found even
more comical than my speech impair-
ment. After all, as a life-long equestrian,
I was accustomed to falls and injuries,
and had always been able to success-
fully hop, drag, and will myself back
into the saddle. 

The next morning, my thinking was still
clouded and unclear. It felt like thinking
through a dense fog.  I was beginning to
realize that I was going to need help,
and that I was in no condition to see
clients. However, I couldn’t figure out
what I needed to do or how to handle
the situation. Luckily, I had the sense to
email my supervisor and the program
director.  Interestingly, although reading
was nearly impossible, my ability to
write remained intact.  Writing those
two short emails took all day as my
computer screen sent shards of pain
through my eyes and into my brain. I
could barely think through a sentence
and couldn’t look at my computer
screen for more than a few seconds, but,
hours later and with my roommate’s as-
sistance, I’d constructed two profes-
sional-sounding emails. My supervisors
and the program director later helped
me form scripts for how to call and can-
cel clients, and guided me through dis-
cussing my injury with the supervisor at
my new externship. 

By Monday morning, just under 48
hours after my injury, I was able to pres-
ent myself relatively well. As long as I
used a small vocabulary and didn’t try
to express anything too complex, no one
could tell there was anything wrong
with me.  As such, I went to class. I
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stared at my desk to avoid the profes-
sor’s PowerPoint and my classmates’
computer screens. As the professor
spoke, my confusion mounted. I
clenched my jaw and stifled tears as I re-
alized I could not understand the con-
tent of the lecture. I spent the next three
hours fighting back the terror that I
might have lost my mind, my intelli-
gence, that piece of myself which de-
fines me more than any other.

My afternoon class was an experiential
class, and that day it started with a
guided meditation aimed to help us con-
nect with our values. It soon became ap-
parent that I couldn’t picture so much as
a leaf in my mind’s eye, much less a
whole scene and storyline. My mind, al-
ways so clear and colorful, had turned
into a badly tuned, static-filled televi-
sion screen. 

After my first somewhat adventuresome
day, I finally swallowed my pride,
reined in my stubborn streak, and took
the rest of the week off from classes. It
was the longest week of my life. I
reached a previously unexplored level of
boredom as I stared at the walls of my
basement apartment. I couldn’t watch
television, couldn’t listen to music,
couldn’t read, couldn’t understand au-
diobooks, couldn’t use my computer,
and couldn’t even daydream and be-
come lost in a fantasy world of my own
making. I was left with nothing but the
tangential and distraught thoughts of
my damaged mind. And if that wasn’t
bad enough, I was caught in riptides of
my emotions.

My emotions were erratic, and regulat-
ing them became a full-time challenge I
was only occasionally successful at.  The
slightest set-back would send me into
hysterical sobs, and then a small victory
would catapult me into the highest joy,
bouncing off the walls and singing

Hakuna Matata (John and Rice, 1994). My
poor roommate had to tolerate a socially
deprived, emotionally labile, disinhib-
ited shadow of the person she had come
to know, someone who latched onto her
for comfort, companionship, and dis-
traction the moment she got home. She
should be considered for sainthood.

I also had follow-up doctor appoint-
ments and meetings with disability serv-
ices. Our culture’s reliance on technology
became painfully clear as I struggled to
reach out to people and make arrange-
ments for my injury without using my
computer or looking at the screen of my
iPhone, and, once this was done, to get
to these appointments. It was a night-
mare, and I only succeeded with the
kindness of friends and strangers.

Eventually, my abilities began to return.
When I realized that I could understand
an audiobook and listen to it without
getting a headache, I cried for joy (I
think my roommate might have cried
for joy as well!). As I slowly returned to
my classes, I was amazed that some-
times I could understand the professor
without any trouble, while at other
times I was completely lost and con-
fused. My ability to follow a lecture did
not seem to be dependent on the com-
plexity of the ideas presented, and as I
struggled to figure out some explanation
for my incongruous confusion I became
aware of the way in which various pro-
fessors spoke, for there was something
about the cadence, rhythm, and speed of
people’s speech which made compre-
hension either infinitely easier or nearly
impossible. Finally, six weeks after my
injury, I managed to read an article for
one of my classes. It was only about five
pages and took all morning, but it gave
me hope that I might get myself back
again. A couple weeks later, I was able
to begin writing simple papers again.
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Piece by piece my abilities and intellect
slowly returned over several months.  

Over those first few weeks, I learned a
lot about empathy and about how it
feels to be unable to control your emo-
tions—to feel yourself escalating and be
powerless to stop it. It was also surpris-
ingly easy to “pass” through life by sim-
ply not calling attention to myself and
nodding in agreement when I had no
clue what someone was saying to me,
and I learned what it is like for someone
who struggles cognitively, someone who
is acting their way through life and hop-
ing no one will realize how lost and con-
fused they are. Even when I wanted to
express what I was going through, it
was easier to follow social norms than
admit my impairments and ask for help. 

I also learned about the impact of the
way we speak and use language. My in-
telligence has always afforded me the
comfort and privilege of understanding
things regardless of their delivery, and I
learned what a true privilege this is and
how much of a difference I can make in
helping others simply by being con-
scious of the way I say things. 

My inability to complete the mindful-
ness exercises also taught me a valuable
lesson. I have always loved mindfulness
work, and my mind has, for the most
part, cooperated with the various medi-
tative exercises I’ve thrown at it. Yet, for
the first couple weeks after my concus-
sion, I could no more meditate than fly,
could no more visualize a peaceful lake
than become one. I wonder how many
lower functioning and brain-injured
clients struggle with mediation and vi-
sualization, and how many times I’ve re-
sponded as a therapist by thinking they
were being resistant instead of being
compassionate to their struggle.

However, the biggest lesson from my
concussion was a lesson in ethics. In the

midst of my injury, I often could not fig-
ure out how to do the right, ethical
thing. When I did know what I should
do, I often could not do it without assis-
tance.  I managed to dodge unethical
and dangerous situations only with the
help of my friends, supervisors, and
professors. There was the professor who
told me to go home when I showed up
to her class exhausted and struggling
with a concussive headache, the super-
visor who forbade me from coming to
supervision or discussing seeing a client
again for at least three weeks, the friends
who reminded me time and again not to
push myself and who drove me to doc-
tor’s appointments and to run errands,
and so many others who kept me safe
and gave me hope.

Throughout my experience, one of the
hardest things was not knowing what I
could and couldn’t do until I collided
with a deficit, and thinking that I was
better only to find out that I was still im-
paired. Overall, I got lucky in almost
every way imaginable, from the support
I received to my brain’s ability to recover
from the trauma it sustained.  In reflect-
ing on my experience and the larger
issue of cognitive impairment among
psychologists, I am reminded that our
ethics code includes not only standards,
but principles we strive to attain.  These
principles ask us to remain aware of how
personal factors and our physical and
mental health may impact others, to es-
tablish trusting relationships with other
professionals and consult when needed,
and to help each other in our quest to be
ethical and competent (APA, 2010).  

Ethical competency is vital to becoming
a successful psychologist and is taught
in all APA-accredited programs to meet
the competency benchmarks for profes-
sional psychologists (APA, 2011).  How-
ever, it is not an easy thing to teach, for
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learning to become ethical requires not
only an understanding of the ethics
code, but ability to think critically about
challenging situations and the possession
of insight into personal factors that may
impede ethical decision making.  While
many professors try to include a wide va-
riety of ethical dilemmas and situations
in their classes, nowhere was I able to
find evidence of psychologist cognitive
impairment being presented as a concept
for students to discuss.  I would love to
see this issue illuminated in the teaching
of ethics, as well by the APA ethics board
and in empirical research.

However, I believe that change happens
largely at an individual level.  From my
own experience, it was through the
kindness of individuals, rather than in-

stitutional policies, that I received the
help I needed.  Therefore, my primary
goal is to spread awareness of this issue
so that, individually, psychologists
might be more alert to this issue and bet-
ter prepared to help themselves and
their colleagues.  I also believe that, in
holding with the ethics code, we should
both demand that psychologists have a
plan for how they would deal with a
cognitive impairment before it happens
and treat psychologists who have the
misfortune of sustaining one with as
much compassion as we possibly can. 

References for this article can be found
in the online version of the Bulletin
published on the Society for the Ad-
vancement of Psychotherapy website.
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Although not popular
or  necessar i ly  the  
easiest tool to utilize,
the significant events
approach to change
process research, as de-
scribed by Elliot (2010),
can provide explana-

tions and causal evidence that other ap-
proaches (e.g. process-outcome) may
not. Within the significant events ap-
proach literature, specific moments
within psychotherapy treatment have
been identified and analyzed to tie in-
session process with post-session and
post-treatment outcomes (Elliot, 2010).
Examples of such moments include, but
are not limited to, insight, interpretation,
empowerment, and therapeutic rup-
tures (Elliot, 2010; Safran & Muran,
2000). Within the current author’s thera-
peutic framework of cognitive therapy
(CT), cognitive processing and restruc-
turing is rooted in the client changing
his or her narrative from session to ses-
sion (or within individual sessions). This
process is often referred to in the litera-
ture as creation of meaning or meaning-
making (e.g. Anderson & Goolishian,
1992; Greenberg & Pascual-Leone, 2001).

The literature regarding the process of
creation of meaning tends to separate
global meaning from situational mean-
ing. Global meaning refers to general 
beliefs, goals, and subjective sense of
purpose, while situational meaning
refers to meaning in a specific context or
environment (Park, 2010). Global mean-
ing consists of “broad views regarding
justice, control, predictability, coherence…
as well as individual self-views” (Park,

2010, p. 258). Beck (1995) would argue
that these broad views form the schemas
from which individuals view events (sit-
uations) and the world in general. Situ-
ational meaning consists of a particular
stressful event and “describes an ongo-
ing set of processes and outcomes, in-
cluding assignment of meaning to the
event (appraised meaning), determina-
tion of discrepancies between appraised
and global meaning, meaning making,
meanings made, and adjustment to the
event” (Park, 2010, pp. 258-259). Situa-
tional meaning-making ultimately leads
to a shift in global meaning (see Figure 1,
Park, 2010, p. 258 for a graphic repre-
sentation of this dynamic). 

The creation of meaning change mecha-
nism is found across multiple theoreti-
cal orientations and therapy models.
Narrative therapy (NT) describes this
construct as clients revealing and chang-
ing their self-narrative. Mendes et al.
(2010) examined the effects of utilizing
narrative change in emotion-focused
therapy (EFT) through the innovative
moments (IM) coding system. By using
the IM coding system, Mendes and col-
leagues (2010) were able to identify “all
the events in therapy in which the client
describes or narrates him- or herself dif-
ferently than one would expect from the
perspective of the problematic self-nar-
rative that brought him or her into ther-
apy” (p. 1468). The significant events
approach of examining and analyzing
IMs throughout the process of therapy
assisted the researchers in identifying
when clients began to create new narra-
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tives (or meaning) for their lives. The
Mendes et al. study confirmed (for that
particular sample) that the IM coding
system is a reliable way to track narra-
tive change in EFT.

In examining the IM heuristic model of
change that Mendes and colleagues
(2010) utilized in their study, the current
author was able to identify similarities
between it and the meaning-making
model that Park (2010) referenced (see
Figure 2, Mendes et al., 2010, p. 695). The
heuristic model begins with clients’
problematic self-narratives and moves
through a process toward new self-nar-
ratives. Much like with the heuristic
model of change, therapists who utilize
the meaning-making model would ask
clients to work through discrepancies
between appraised and global meaning
in specific stressful situations, and to-
ward meaning made and ultimately a
shift in global meaning. It is likely that
other meaning-focused models of
change will be similar to these models. 

Greenberg and Pascual-Leone (2001) ex-
amined the creation of meaning through
the lens of dialectical constructivism.
From this perspective, personal mean-
ing is “seen as generated by cognitive
processes that construct different selves
at different times” (Greenberg & Pas-
cual-Leone, 2001, p. 165), and the most
important source of information for this
process is emotional experience. Pas-
cual-Leone’s theory of constructive op-
erators (TCO) was used in this particular
study to serve as the bedrock of the di-
alectical constructivist view. TCO posits
that people are the constructors of their
meaning. In addition, personal meaning
is the product of “self-organization and
self-explication of one’s own emotional
experiences” (Greenberg & Pascual-
Leone, 2001, p. 166). Greenberg and Pas-
cual-Leone argued that emotional
processing at different levels in addition
to being aware of schemas is necessary

for personal meaning making. Accord-
ing to the dialectical constructivist per-
spective, it is the clinician’s job to evoke
the emotions associated with clients’ in-
ternal disagreements, and to explore,
symbolize, and reflect on what those
emotions mean for the client- in the mo-
ment. Again, this model bears resem-
blance to other creation of meaning
models in the process literature; espe-
cially in the amount of choice clients
have in constructing meaning from their
in-session affective experiences.

In the early 1990’s, Anderson and Gool-
ishian (1992) spoke out against the use-
fulness of cognitive and constructivist
views due to their nature of defining
people as “information-processing ma-
chines as opposed to meaning-generat-
ing beings” (p. 26). In all fairness,
Anderson and Goolishian were proba-
bly speaking to early information pro-
cessing theorists who likened human
cognitive systems to computer systems
rather than Greenberg and colleagues’
modern constructivist theories. Due to
people being language-generating be-
ings, Anderson and Goolishian assumed
that meaning and understanding were
not created until clients engaged in
meaning-making dialogue through com-
munication with one another. In therapy,
Anderson and Goolishian described this
communication as therapeutic conver-
sation, in which therapist and client talk
with rather than to one another. Further,
Anderson and Goolishian suggested
that in order for therapists to assist
clients in meaning-making, they need to
take a “not knowing” approach, which
allows clients to be more relaxed in ther-
apy. Use of “not knowing” questions
allow clients to retell their stories in such
a way that changes the first-person nar-
rative. They indicated that clients who
feel relaxed are to experience “conversa-
tional movement” because they “no
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longer have to promote, protect, or con-
vince the therapist of their view” (1992,
p. 30). The view that clients will be more
willing to collaborate with therapists
when they feel relaxed (and comfort-
able) within the therapeutic relationship
makes sense to the current author. This
is a concept that drives the therapeutic
alliance literature (Barber, Connolly,
Crits-Cristoph, Gladis, & Siqueland,
2000; Crits-Cristoph, Gibbons, & Hearon,
2006; Friedlander, Escudero, Heather-
ington, & Diamond, 2011; Horvath &
Symonds, 1991).

Clarke (1996) referred to creation of mean-
ing as the client’s need to put emotional
experiences into words and involved
both linguistic and symbol development
(similar to Anderson & Goolishian,
1992). She also acknowledged that cre-
ation of meaning events are found across
therapeutic approaches and are of par-
ticular importance in the treatment of
various disorders. With regard to mark-
ers for creation of meaning, she argued for
three mandatory features: “(a) Strong
emotional arousal, (b) An indication of
confronted or challenged cherished be-
liefs, and (c) An indication of confusion,
surprise or lack of understanding”
(Clarke, 1992, p. 465). According to
Clarke, therapeutic interventions that
seem to be effective for “meaning sym-
bolization” (p. 465) include a metaphor
or analogy, uses feelings or symbols to
describe feelings, integrates various
thoughts and feelings, addresses the dis-
crepancy between the belief and the ex-
perience, and symbolizes the emotional
reaction to the discrepancy. One study
completed by Clarke (1996) found that
unsuccessful creation of meaning events
did not achieve exact symbolization of
the cherished belief challenged and the
emotional reaction to the challenge. In
other words, creation of meaning events
must include both cognitive and affec-
tive aspects to be successful.

Within the current author’s therapeutic
framework of cognitive theory resides
cognitive processing and restructuring
dysfunctional cognitions, which ulti-
mately leads to changing the narrative
and meaning-making. Samoilov and
Goldfried (2000) argued that utilizing
underlying emotional meanings in ad-
dition to cognitive meanings could en-
hance the long-term effects of Cognitive
Behavioral Therapy (CBT). Although
Samoilov and Goldfried do not explic-
itly describe the process as in-session
creation of meaning events, their view 
of utilizing emotion in therapy bears a
resemblance to other views of meaning-
making in therapy (Anderson & Gool-
ishian, 1992: Clarke, 1996). Evidence
from cognitive science and experimen-
tal psychology has established a link be-
tween emotion and personal meaning
(Samiolov & Goldfried). The therapist’s
job is to elicit the implicit meanings, or
the deeply rooted emotional processes,
in order to assist clients in attaching ex-
plicit, language-based meanings to their
affective experiences. This is best illus-
trated with clients coping with trauma,
which by its nature “breaks up the smooth
flow of daily life” (Tuval-Mashiach,
Freedman, Bargai, Boker, Hadar, &
Shalev, 2004). Factors that mediate the
construction of life stories (aka narra-
tives) are: coherence and continuity, 
creation of meaning, and self-evaluation.
According to Tuval-Mashiach et al.,
clients typically ask questions such as
“Why me?” “Why now?” “What can I
learn from the event?” in order to create
meaning out of the situation. It is the job
of the therapist to be in the moment with
clients, assisting them in constructing a
new narrative throughout the course of
treatment, as new meaning is created
(for a list of questions that facilitate 
narrative change, see Table 1, Tuval-
Mashiach et al., 2004, p. 284).
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In reading the literature on creation of
meaning and change processes, it is clear
that regardless of therapeutic orienta-
tion, changing the narrative by way of
processing emotional experiences seems
to be extremely beneficial for clients. Ev-
idence of successful creation of meaning
change events exists in EFT, Dialectical
Constructivist theory, CBT, and many
other therapy approaches. Creation of
meaning can be used for a plethora of di-
agnoses, including depression, anxiety,
interpersonal issues, grief, and trauma.
It is encouraging for a therapist-in-train-
ing to be privy to knowledge regarding
successful process change mechanisms,
and to be able to utilize those mecha-
nisms for the betterment of clients. Some
ways in which therapists-in-training can

acquire such knowledge are to review
relevant literature about change processes,
watch psychotherapy videos that
demonstrate in-session change, practice
in session with clients, and seek supervi-
sion. Anderson and Goolishian (1992)
resonated with the current author due to
the nature of taking a “not knowing” ap-
proach with clients (e.g., Rogers). What
results from assisting clients in feeling re-
laxed and comfortable in-session, is the
therapist being able to (hopefully) elicit
more from them, which allows for more
meaningful change in their narratives. 

References for this article can be found
in the online version of the Bulletin
published on the Society for the Ad-
vancement of Psychotherapy website.

NOTICE TO READERS

References for articles appearing in this issue 

can be found on the Division’s website 

under “Publications,” the “Bulletin.”
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The Newly Elected
114th Congress
With the Republican
Party having an out-
standing election eve,
the Grand Old Party
controls both the U.S.
House of Representa-

tives and the U.S. Senate for the first
time since 2006, when President George
W. Bush occupied the White House.
Their margin of victory in the House
takes them close to surpassing their
largest majority of the post-World War II
era. Accordingly, one must expect an 
extensive public debate regarding the
fundamental role of government in our
society through a number of different
venues, including whether Obamacare
(or critical aspects of it) should be re-
pealed. During my tenure on the U.S.
Senate staff, Bob Ax, who worked for the
federal Bureau of Prisons for 20 years
and before that for the Trenton State
Prison in New Jersey, was a frequent vis-
itor, bringing his psychology interns to
the Hill to get a firsthand glimpse of the
public policy/political process. From his
vantage point of retirement, he has been
reflecting upon whether our current fed-
eral and state health care systems (in-
cluding that of DoD and the VA) might
undergo a significant privatization evo-
lution in the foreseeable future—as he
personally experienced with the prison
system. And, if so, what might be the im-
pact on quality of care and psychology. 

“The private prison initiative began in
America three decades ago and has
grown exponentially since then. Since
2000, an increasing percentage of federal
and state inmates have been housed in

private facilities, even as the overall
prison population plateaued and then
dropped slightly. Privately owned or 
operated prisons now exist in many
first-world countries. Notwithstanding
numerous criticisms about their operations,
private prisons are less accountable than
those operated through the civil service.
More information can be legally with-
held as proprietary, a problem that led
to Representative Sheila Jackson Lee in-
troducing the Private Prison Informa-
tion Act of 2011 as a corrective measure.
The Act died in committee.

“Many of the immigrant detainee facili-
ties around the country are privately
owned and/or operated. Since 2009, 
the Department of Homeland Security’s
funding appropriations bills have in-
cluded a provision mandating that
34,000 beds in these facilities be avail-
able each day, ensuring that tax-payer
dollars continue to flow into the coffers
of for-profit corporations. In 2013, Im-
migration and Customs Enforcement
(ICE) detained almost 441,000 aliens.
About half of these were housed in pri-
vately-owned or operated facilities.

“To ensure the continuity of the revenue
streams, private prison corporations
have contributed directly to political
campaigns and otherwise funneled
money to politicians to influence the
passage of favorable legislation. They
favor states with some of the toughest
sentencing laws, particularly those that
had enacted legislation to lengthen the
sentence given to any offender who was
convicted of a felony for the third time.
Between 2000 and 2004, private-prison

WASHINGTON SCENE

Yesterday, All my Troubles Seemed So Far Away

Pat DeLeon, Ph.D.
Former APA President
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interests gave almost $2.1 million in 22
states that had a so-called ‘three strikes
law,’ compared with $1.2 million in 22
states that did not pass such legislation.
That is to say, they are actively engaged
in the public policy/political process.

“The underlying business model relies
in part on monetizing inconvenient peo-
ple: individuals whose behavior and/or
status (e.g., as a person with serious and
persistent mental illness, indigent, or a
member of racial minority group) ren-
ders them disproportionately vulnerable
to arrest and incarceration. More behav-
ior criminalized means more prisoners
and a greater return on investment. Tax
dollars follow them out of the ‘free
world’ community (where the funds
might have been spent on schools, hos-
pitals, or job programs) and into hous-
ing these men, women, and children in
the criminal justice system. Private pris-
ons seemed at first to be a necessary
stop-gap solution to the burgeoning
prison population in the 1980s and
1990s. Now they’ve become entrenched
within the so-called prison-industrial
complex.

“Under the best of circumstances, correc-
tional health care, whether delivered
through the private or public sector, is
going to be problematic. On a day-to-day
basis, treatment is inevitably a mission
subordinated to safety and security con-
cerns. Whereas health care providers are
trained to consider individual differ-
ences, the criminal justice system em-
phasizes uniformity. Too often ignored as
health care issues are the iatrogenic effects
of incarceration, both on those incarcer-
ated and on those impacted by extension:
family members and communities.

“If we want healthier inmates, we
should have fewer of them. Prevention
is good health care, but bad business for
a company that gets reimbursed for
keeping prison cells full. The public

needs to decide where it wants its tax
dollars to go: toward healthier, stronger
individuals, families and communities,
or prisons and jails. We spent the last
four decades tearing down psychiatric
hospitals and building prisons. Now the
discourse has begun to shift, with inti-
mations of a move towards reducing in-
carceration. However, the incarceration
rates – still near, if slightly below, record
highs – reflect our abiding ambivalence
toward prison reform, which would 
necessarily impact private prison com-
panies” (Bob Ax).

The Long Term Policy Contributions
of “Think Tanks”
As those currently responsible for deter-
mining the role of government (i.e., our
elected officials) engage in their ongoing
debates, it is incumbent upon healthcare
professionals and those of other disci-
plines to systematically bring to the na-
tion’s public consciousness agendas and
concerns which should be addressed. To
the extent to which the best of science 
informs this process, the nation will be
well served. The Board on Children,
Youth, and Families, directed by psy-
chologist Kimber Bogard, of the Institute
of Medicine (IOM) and the National 
Research Council recently released its
report entitled Investing in the Health and
Well-Being of Young Adults.

Young adulthood—ages approximately
18 to 26—is a critical time in life. What
happens during these years has pro-
found and long-lasting implications for
future employment and career paths
and for their economic security, health,
and well-being. Young adults are key
contributors to the nation’s workforce
and military services and, since many
are parents, to the healthy development
and well-being of the next generation. In
recent decades, the world has changed
to place greater demands on young
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adults and provide less latitude for fail-
ure. The disruption and lengthening of
established social and economic path-
ways into adulthood have presented
more choices and opportunities for
some young adults and more barriers
for others. Providing educational, eco-
nomic, social and health supports will
help young adults assume adult roles,
develop marketable skills, and adopt
healthy lifelong habits that will benefit
them, their children, and the nation. De-
spite popular attention to some of the
special circumstances of young adults,
however, they are too rarely treated as a
distinct population in policy, program
design, and research. Instead they are
often grouped with adolescents or, more
often, with all adults.

Focusing on the health and well-being
of the current cohort of young adults is
especially important because of the
powerful (and perhaps transformative)
economic and social forces now at work
– the restructuring of the economy,
widening inequality, a rapidly increas-
ing “elder dependency ration” (i.e., the
ratio of the population aged 65 and
older to the working-age population).
The future well-being of the nation rests
on the investments made in all young
adults today – particularly those whose
background and characteristics put
them at risk of experiencing the greatest
struggles. Providing more of the educa-
tional, economic, social, and health sup-
ports they need will help ensure equal
opportunity, erase disparities, and en-
able more young adults to successfully
embrace adult roles as healthy workers,
parents, and citizens.

The IOM report emphasized that: 

• Young adulthood is a critical de-
velopmental period; 

• The world has changed in ways
that place greater demands on
young adults; 

• Young adults today follow less
predictable pathways than those
in previous generations;

• Inequality can be magnified 
during young adulthood; 

• Young adults are surprisingly
unhealthy; and

• Supporting young adults will
benefit society. 

Addressing the health status of young
adults: Young adulthood is a critical pe-
riod for protecting health, not just dur-
ing the transitional years but over the
life-course. Unfortunately, the dominant
pattern among young adults today is
declining health, seen most clearly in
health behaviors and related health sta-
tuses. As adolescents age into their early
and mid-20s, they are less likely to eat
breakfast, exercise, and get regular phys-
ical and dental checkups, and more
likely to eat fast food, contact sexually
transmitted diseases, smoke cigarettes,
use marijuana and hard drugs, and
binge drink. In many areas of risky be-
havior, young adults show a worse
health profile than both adolescents and
older adults. For example, they are more
likely to be injured or die in motor vehi-
cle crashes and to have related hospital-
izations and emergency room visits.
Many risky behaviors peak, but it is also
the time when involvement in risky be-
haviors begins to decline. It is a time of
heightened psychological vulnerability
and onset of serious mental health dis-
orders, a problem compounded by fail-
ure to recognize illness or to seek
treatment. Almost one-fifth of young
adults had a mental illness in the past
year and four percent had a serious
mental illness. Yet, two-thirds of those
with a mental illness and almost half of
those with a serious mental illness did
not receive treatment. Not surprisingly,
the current generation of young adults
appears to be in the forefront of the obe-
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sity epidemic and is more vulnerable
than previous generations to obesity-re-
lated health problems consequences in
later years.

The higher levels of poor health in young
adulthood have important consequences
for future health, educational attainment,
and economic well-being. Rapid techno-
logical changes, economic challenges,
and a prolonged transition to adulthood
appear to be contributing to the health
problems of young adults by increasing
their stress and sedentary habits. Never-
theless, the report made it clear that it
was not intended to imply the creation of
an extensive set of new programs tar-
geted only at young adults as this would
have the potential to create new silos and
concerns about lack of coordination
across various ongoing programs. Rather
the intent is to increase focus on how
policies and programs are working for
young adults. New policies, programs,
and practices should be recommended
only when the evidence indicates that
young adults’ specific needs are not
being met. Three common themes

emerged: 1) Current policies and pro-
grams addressing this population too
often are fragmented and uncoordinated;
2) These policies and programs often are
inadequately focused on the specific de-
velopmental needs of this population;
and 3) The evidence base on interven-
tions, policies, programs, and service de-
signs that are effective for young adults
is limited in most areas.

Retirement
“If you’ve been a workaholic, it’s im-
portant to have plans for a ‘new mission’
in retirement to give your life focus and
meaning. Otherwise, retirement can feel
empty initially. There are unexpected
disruptions, financial expenses or losses,
deaths of significant friends and family.
But most of those who functioned at a
high level in their careers get through it
with new activities and new values ap-
propriate to the post-retirement phase of
life” (Kris Ludwigsen). 
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CHARLES J. GELSO, PH.D., 
PSYCHOTHERAPY RESEARCH GRANTS

Brief Statement about the Grant:

The Charles J. Gelso, Ph.D., Psychotherapy Research Grants, offered annually
by the Society for the Advancement of Psychotherapy to graduate students,
predoctoral interns, postdoctoral fellows, and psychologists (including early
career psychologists), provide three $5,000 grants toward the advancement of
research on psychotherapy process and/or psychotherapy outcome.

Eligibility: All graduate students, predoctoral interns, postdoctoral fellows,
and doctoral-level researchers with a promising or successful record of publi-
cation are eligible for the grant. The research committee reserves the right not
to award a grant if there are insufficient submissions or submissions do not
meet the criteria stated.

Submission Deadline: April 1, 2015

REQUEST FOR PROPOSALS
Charles J. Gelso, Ph.D. Grant

Description
This program awards grants for research projects in the area of psychotherapy
process and/or outcome.   

Program Goals
• Advance understanding of psychotherapy process and/or psychotherapy

outcome through support of empirical research
• Encourage talented graduate students towards careers in psychotherapy

research
• Support psychologists engaged in quality psychotherapy research

Funding Specifics
Three annual grants of $5,000 each to be paid in one lump sum to the 
researcher, to his or her university’s grants and contracts office, or to an incor-
porated company. Individuals who receive the funds could incur tax liabilities.
A researcher can win only one of these grants (see Additional Information
section below).

Eligibility Requirements
• Demonstrated or burgeoning competence in the area of proposed work
• IRB approval must be received from the principal investigator’s institution

before funding can be awarded if human participants are involved
• The same project/lab may not receive funding two years in a row
• Applicant must be a member of the Society for the Advancement of 

Psychotherapy (Division 29 of APA). Join the Society at 
http://societyforpsychotherapy.org/
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Evaluation Criteria
• Conformance with goals listed above under “Program Goals”
• Magnitude of incremental contribution in topic area
• Quality of proposed work
• Applicant’s competence to execute the project
• Appropriate plan for data collection and completion of the project

Proposal Requirements for All Proposals
• Description of the proposed project to include, title, goals, relevant back-

ground, target population, methods, anticipated outcomes, and dissemina-
tion plans: not to exceed 3 single-spaced pages (1 inch margins, no smaller
than 11-point font)

• CV of the principal investigator: not to exceed 2 single-spaced pages and
should focus on research activities

• A 300-word biosketch that describes why your experiences and qualifica-
tions make you suited for successfully carrying out this research proposal. 

• Timeline for execution (priority given to projects that can be completed
within two years)

• Full budget and justification (indirect costs not permitted), which should
take up no more than 1 additional page (the budget should clearly indicate
how the grant funds would be spent)

• Funds may be used to initiate a new project or to supplement additional
funding. The research may be at any stage. In any case, justification must be
provided for the request of the current grant funds. If the funds will supple-
ment other funding or if the research is already in progress, please explain
why the additional funds are needed (e.g., in order to add a new component
to the study, add additional participants, etc.)

• No additional materials are required for doctoral level psychologists who
are not postdoctoral fellows

• Graduate students, predoctoral interns, and postdoctoral fellows should
refer the section immediately below for additional materials that are re-
quired.

Additional Proposal Requirements for Graduate Students, 
Predoctoral Interns, and Postdoctoral Fellows:
• Graduate students, pre-doctoral interns, and postdoctoral fellows should

also submit the CV of the mentor who will supervise the work
• Graduate students and pre-doctoral interns must also submit 2 letters of 

recommendation, one from the mentor who will be providing guidance 
during the completion of the project and this letter must indicate the nature
of the mentoring relationship

• Postdoctoral fellows must submit 1 letter of recommendation from the 
mentor who will be providing guidance during the completion of the project
and this letter should indicate the nature of the mentoring relationship

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

• When the resulting research is published, the grant must be acknowledged
• All individuals who directly receive funds from the Society for the Advance-

ment of Psychotherapy will be required to complete an IRS w-9 form prior
to the release of funds, and will be sent a 1099 after the end of the fiscal year
(December 31st)

Submission Process and Deadline
• All materials must be submitted electronically
• All applicants must complete the grant application form, in MSWord or

other text format
• CV(s) may be submitted in text or PDF format. If submitting more than 1 CV,

then all CVs must be included in 1 electronic document/file
• Proposal and budget must be submitted in 1 file, with a cover sheet to in-

clude the name of the principal investigator and complete contact informa-
tion (address, phone, fax, email)

• Submit all required materials for proposal to: Tracey A. Martin in the Society
for the Advancement of Psychotherapy (Division 29 of APA) Central Office,
assnmgmt1@cox.net

• You will receive an electronic confirmation of your submission within 24
hours. If you do not receive confirmation, your proposal was not received;
please resubmit.

DEADLINE: APRIL 1, 2015

Questions about this program should be directed to the Society for the 
Advancement of Psychotherapy Science and Scholarship Domain Representative
(Dr. Susan Woodhouse at woodhouse@lehigh.edu), or Tracey A. Martin in the
Society for the Advancement of Psychotherapy (Division 29 of APA) Central 
Office, assnmgmt1@cox.net.
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NORINE JOHNSON, PH.D., 
PSYCHOTHERAPY RESEARCH GRANT 

for Early Career Psychologists

Brief Statement about the Grant:
The Norine Johnson, Ph.D., Psychotherapy Research Grant, offered annually
by the Society for the Advancement of Psychotherapy to Early Career 
Psychologists (within 10 years post earning the doctoral degree), provides
$10,000 toward the advancement of research on psychotherapist factors that
may impact treatment effectiveness and outcomes, including type of training,
amount of training, professional degree or discipline of the psychotherapist,
and the role or impact of psychotherapists’ personal characteristics on 
psychotherapy treatment outcomes.

Eligibility: Early Career (within 10 years post earning the doctoral degree)
Doctoral-level researchers with a successful record of publication are eligible
for the grant.

Submission Deadline: April 1, 2015

REQUEST FOR PROPOSALS
NORINE JOHNSON, PH.D., PSYCHOTHERAPY RESEARCH GRANT

Description
This program awards grants for research on psychotherapist factors that may
impact treatment effectiveness and outcomes, including type of training,
amount of training, professional degree or discipline of the psychotherapist,
and the role or impact of psychotherapists’ personal characteristics on 
psychotherapy treatment outcomes. 

Program Goals
• Advance understanding of psychotherapist factors that may impact treat-

ment effectiveness and outcomes through support of empirical research
• Encourage researchers with a successful record of publication to under-

take research in these areas

Funding Specifics
One annual grant of $10,000 to 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 (see
Additional Information section below).

Eligibility Requirements
• Early Career (within 10 years post earning the doctoral degree), 

Doctoral-level researchers 
• Demonstrated competence in the area of proposed work
• IRB approval must be received from the principal investigator’s institu-

tion before funding can be awarded if human participants are involved

continued on page 50



50

• The selection committee may elect to award the grant to the same indi-
vidual or research team up to two consecutive years 

• The selection committee may choose not to award the grant in years
when no suitable nominations are received

• Researcher must be a member of the Society for the Advancement of 
Psychotherapy.  Join the society at http://societyforpsychotherapy.org/

Evaluation Criteria
• Conformance with goals listed above under “Program Goals”
• Magnitude of incremental contribution in topic area
• Quality of proposed work
• Applicant’s competence to execute the project
• Appropriate plan for data collection and completion of the project

Proposal Requirements for All Proposals
• Description of the proposed project to include title, goals, relevant back-

ground, target population, methods, anticipated outcomes, and dissemi-
nation plans: not to exceed 3 single-spaced pages (1 inch margins, no
smaller than 11-point font)

• CV of the principal investigator: not to exceed 2 single-spaced pages and
should focus on research activities

• A 300-word biosketch that describes why your experiences and qualifica-
tions make you suited for successfully carrying out this research pro-
posal. 

• Timeline for execution (priority given to projects that can be completed
within 2 years)

• Full budget and justification (indirect costs not permitted), which should
take up no more than 1 additional page (the budget should clearly indi-
cate how the grant funds would be spent)

• Funds may be used to initiate a new project or to supplement additional
funding. The research may be at any stage. In any case, justification must
be provided for the request of the current grant funds. If the funds will
supplement other funding or if the research is already in progress, please
explain why the additional funds are needed (e.g., in order to add a new
component to the study, add additional participants, etc.)

Additional Information
• After the project is completed, 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 of receipt

must be returned
• When the resulting research is published, the grant must be acknowl-

edged by footnote in the publication
• All individuals directly receiving funds from the Society for the Advance-

ment of Psychotherapy will be required to complete an IRS w-9 form
prior to the release of funds, and will be sent a 1099 after the end of the
fiscal year (December 31st)
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