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PRESIDENT’S COLUMN

Elizabeth Nutt Williams, Ph.D.
St. Mary’s College of Maryland

I begin this column 
in the wake of the
ever-exciting and ever-
exhausting APA Con-
vention. Many of you
joined us in DC for 
the Convention. Not
even the humidity

could dampen the experience … the joy
of greeting old friends, the wonder of
meeting new colleagues, the thoughtful
challenges to our intellects from creative
and cutting-edge symposia, the delight
in seeing former students stretching into
new and more demanding roles. Good
stuff. Division 29’s convention program
was extraordinary. We are grateful to
our program chair, Shane Davis, for her
coordination of the presentations and
great attention to detail. Just as a sam-
pling, we had presentations on multicul-
tural competencies, spirituality, and
stigma in therapy, with topics ranging
from psychotherapy training to conver-
sations with eminent psychotherapists.
The convention theme of resilience was
emphasized by several presentations,
such as the Grady Nia project (chaired
by Nadine Kaslow) and the presidential
symposium on Psychotherapy, Re-
silience and Social Justice (featuring pa-
pers by Ray Hanbury on disaster relief
responses in the shadow of the 9/11, by
Oksana Yakushko on immigration chal-
lenges and joys, by Laura Smith on re-
envisioning our understanding of
poverty, and by Caryn Rodgers on ado-
lescent resiliency and empowerment). I
am truly humbled and delighted by the
skill, insight, and compassion displayed
in the work of our Division members.

We also had a lot going on for our stu-
dents and early career professionals, in-

cluding a wide array of Hospitality Suite
programs. For example, Jeff Barnett
presented on issues of self-disclosure
and multiple relationships, and Susan
Woodhouse presented on CVs and get-
ting licensed. The Lunch with the Mas-
ters was again a huge success. I would
like to thank Rachel Smook and Susan
Woodhouse for their work in putting
the event together, and I would like to
thank our masters for participating: Lil-
ian Comas-Dias, Charlie Gelso, Clara
Hill, and Jeffrey Magnavita. We were
also able to highlight some of our stu-
dents throughout the convention. For
example, one of my undergraduate stu-
dents (Irene Opabajo) served as discus-
sant for the presidential symposium,
one of our graduate student presenters,
Jerry Walker from the Florida State Uni-
versity, was selected to present his work
on “The Effects of Counselors’ Use of
Gesturing and Smiling on Client Im-
pressions and Preferences” at DataBlitz
(only 20 posters from all divisions were
chosen), and we gave out four student
awards at our Awards Ceremony.
Specifically, I would like to congratulate
Laura Athey-Lloyd (who won The Jef-
frey E. Barnett Psychotherapy Research
Student Paper Award), Dana Lea B.
Nelson (who won the Student Diversity
Award), Jenelle Slavin-Mulford (who
won the Donald K. Freedheim Student
Development Award), and Lotte Smith-
Hansen (who won the Mathilda B. Can-
ter Education and Training Award).

At our Awards Ceremony, we also hon-
ored our colleagues: Jack Anchin (Dis-
tinguished Psychologist Award), Jeffrey
Barnett (Award for Distinguished Con-
tributions to Teaching and Mentoring),
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Andres Del Los Reyes (Early Career
Award), and Nadine Kaslow (Rosalee
G. Weiss Lecture for Outstanding Lead-
ers in Psychology). We also awarded the
Division of Psychotherapy Award for
Best Empirical Research Article in 2010
(an award co-sponsored by John Wiley
and Sons, who have generously funded
this award for five years) to Louis 
Castonguay, James Boswell, Sanno
Zack, Sally Baker, Mary Boutselis,
Nancy Chiswick, Diana Damer, Neal
Hemmelstein, Jeffrey Jackson, Marolyn
Morford, Stephen Ragusea, J. Gowen
Roper, Catherine Spayd, Tara Weiszer,
Thomas Borkovec, and Martin Grosse
Holtforth for their article “Helpful and
Hindering Events in Psychotherapy: A
Practice Research Network Study” in
Psychotherapy.

We had the good fortune to be able to
award two prestigious research grants
this year. The first, the Charles J. Gelso
Psychotherapy Research Grant, provid-
ing $2,000 toward the advancement of
research on psychotherapy process or
outcome, went to Mike Constantino for
his proposal on patients’ perceptions of
corrective experiences in individual psy-
chotherapy. Second, for the first time
this year, the Division awarded a $20,000
research grant in honor of Norine John-
son, for research projects in the area of
research on psychotherapist factors that
may impact treatment effectiveness and
outcomes. The first Norine Johnson Psy-
chotherapy Research Grant was
awarded to Charlie Gelso and Clara
Hill for their work examining three par-
ticular therapist variables associated
with process and outcome: training, at-
tachment styles, and countertransfer-
ence. We in Division 29 are truly thrilled
to be able to actively support psy-
chotherapy research endeavors and look
forward to continuing our support of re-
searchers in the future.

At the Awards Ceremony, we also hon-

ored our 2010 Fellows (Ann Doucette
and Glenn Good) and our outgoing
Board members (Rosie Adam-Terem
and Jeff Younggren). We also presented
a Presidential Citation to Steve Sobelman
for his exceptional service to the Divi-
sion as he stepped in to assist with our
website while we were between Internet
Editors. We were then able to celebrate
all of our accomplishments together at
the Social Hour. I was delighted to meet
several past presidents of the Division
and to greet incoming Board members
(such as President-elect Designate Bill
Stiles and incoming Domain Represen-
tative for Public Interest & Social Justice
Armand Cerbone). I think my favorite
part of the social hour, though, was
learning that the father of one of our 
student award winners (Laura Athey-
Lloyd) not only attended the Awards
Ceremony but that it was his birthday.
This seamless and celebrational blend-
ing of the personal and the professional
is one of the things Division 29 does best. 

While the convention programming,
suite programming, and award and
grant selections occupied much of our
time in past months, we have several
other ongoing projects of which I want
you to be aware. First, the Division has
continued to engage in strategic plan-
ning. Both the Domain Representatives
(Norm Abeles, Rosie Adam-Terem,
Miguel Gallardo, Annie Judge, Sarah
Knox, Erica Lee, Caryn Rodgers and
Susan Woodhouse), joined by our 
Student Representative (Doug Wilson),
and the Executive Committee (Jeffrey
Barnett, Marv Goldfried, Jeffrey 
Magnavita, Steve Sobelman, Jeff
Younggren and myself), joined by 
our Council Representatives (Linda
Campbell and John Norcross), created
separate SWOT analyses (e.g., strengths,
weaknesses, opportunities and threats).
I have pulled the two analyses together

continued on page 4
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and will be asking the Board to review
the report and set Divisional priorities
based on the strategic plan at the Fall
Board meeting (October 14-15, 2011). 
I will give a full overview of the process
and outcomes in the final Bulletin of 
the year.

Second, the Division has endorsed
Doug Haldeman for APA President.
Please see Dr. Haldeman’s information
on our website (www.divisionof-
psychotherapy.org). We are delighted 
to endorse a longstanding member of
the Division and someone who has done
so much to further the development of
psychotherapy. 

Third, we continue to add updates to
our web page (and have started posting
more frequently to Facebook and Twit-
ter) thanks to our new Internet Editor
Ian Goncher. I would also like to thank
Lavita Nadkarni for the continued 
vibrancy of our Bulletin and Mark
Hilsenroth for his exceptional leader-
ship of our Journal Psychotherapy. Our
publications are what we do best and
what keep us connected.

Fourth, we are already planning for 
the coming year. President-Elect Marv
Goldfried has made committee chair ap-
pointments which have been ratified by
the Board of Directors. President-Elect
Designate Bill Stileswill soon begin, with
the help of the Nominations and Elections
Committee, to approach Division mem-
bers to run for office (President-Elect,
Treasurer, and Domain Representatives
for Professional Practice, Diversity, Edu-
cation & Training, and Membership). 
If you are interested in running for office,
I encourage you to contact me (libbynutt-

williams@comcast.net) or Dr. Stiles
(stileswb@muohio.edu).

Fifth, we have been more active lately in
providing divisional commentary as re-
quested by APA boards and committees.
For example, our Education and Traning
Committee, chaired by Jairo Fuertes and
assisted by our Domain Representative
Sarah Knox, led the division in drafting
a comment about masters level training
in psychology, our Practice and Science
Committee Chairs and Domain Repre-
sentatives (Barb Thompson, Miguel
Gallardo, Jim Fauth, and Norm Abeles)
helped the Division draft comments on
prevention guidelines, and our Telepsy-
chotherapy task force (Annie Judge,
Norm Abeles, Shane Davis, Rosie Adam-
Terem, and Jeff Younggren) drafted a
report that is now posted to our web-
page. All of this work reflects the en-
gagement of our Division in APA policy
issues and concerns of our broader pro-
fession, focusing on our role as advo-
cates for all things psychotherapy.

I end this column with my feet tired
from walking all over DC, my heart light
from connecting with friends and col-
leagues, my mind focused ahead on our
strategic planning efforts, and my spirit
filled with the accomplishments and
promise of our Division. I hope you, too,
find yourselves tired from good work,
refreshed from making creative, intellec-
tual, and personal connections, and in-
spired by the tasks facing you this fall. I
wish you a wonderful, productive and
restorative fall season.

All my best,
Libby Nutt Williams
President
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The Psychotherapy Bulletin 
is Going Green: 
Click on 
www.divisionofpsychotherapy.org/members/gogreen/
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This issue of the Bul-
letin, arriving on the
heels of the APA Con-
vention in D.C., allows
Division 29 members
the opportunity to cel-
ebrate with the award
winners (thank you for
the photos Tracey!),
fondly recall col-
leagues seen and pre-
sentations heard, and
consider avenues for
greater involvement in

the Division. As Libby Nutt Williams
stated in her Presidential column, there
are exciting opportunities available for
becoming involved in the governance of
the Division.

If you missed the APA Convention, the
Presidential column will provide you
with a wonderful recap of the high-
lights. This issue also includes a
thoughtful article on social and cultural
dimensions of psychotherapy integra-
tion, an extremely useful piece on super-
visee experiences of corrective feedback,
a skill enhancing article on motivational

interviewing with an older adult popu-
lation, and a “must-read” article on re-
sources for managing graduate student
debt (written by our interns!). Once
again, the contribution from Early Ca-
reer is an interesting read, with an awe-
some title. Our Ethics contribution for
this issue examines the similarities and
differences of two Ethics Codes. Finally,
the Washington Scene contribution, as
usual, includes up to date information
related to psychology and politics.

We are absolutely thrilled that almost all
of the articles in this issue of the Bulletin
were authored or co-authored by stu-
dents. This is a promising sign for our
Division and our field. We encourage all
readers to go green! And, as usual,
please continue sending us your ideas,
questions, comments, suggestions, and
submissions.

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

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

EDITORS’ COLUMN



To this point, the pri-
mary focus of psy-
chotherapy integration
efforts has been on 
integrating different
theoretical paradigms
and their related pro-
cedures. We have no 
intention here of mini-
mizing the value or 
importance of these 
efforts. Indeed, one of
us has devoted a good
deal of his career

working on these issues (e.g., Wachtel,
1997, 2011). But, we do believe it is im-
portant to notice and acknowledge that
there are other aspects and dimensions
to the integrative agenda which have re-
ceived much less attention but that are
equally significant and worthy of fur-
ther development. In particular, we are
interested in discussing here the ways in
which issues such as culture, race, eth-
nicity, and gender contribute to and
shape both the problems patients bring
to us and the path that the therapeutic
effort takes (see, for example, Frank &
Frank, 1993). Psychotherapy is an in-
evitably value-laden and culturally
shaped enterprise, and the larger socioe-
conomic, cultural, and historical context
within which it is conducted and within
which we all lead our lives plays a pow-
erful role in determining what therapists
do, how patients experience it, and how
well things turn out.

There exists, of course, a very large liter-
ature on issues of race, class, gender, and
so forth, and even corresponding divi-
sions of APA to address them. We are by

no means interested in re-inventing the
wheel, much less pretending that the
wheel has not yet been invented. Rather,
our aim is to move towards a frame-
work where social and cultural perspec-
tives are thought of not as “add-ons” (to
be relegated to a specific course on 
“diversity training” or “culture and
therapy”) but rather as intrinsic to the
functioning of personality and to the
process of psychotherapy. That is, our
aim is to contribute to the process of inte-
grating these dimensions into the main-
stream of psychotherapy. Integration, at
its best, is “seamless,” (Wachtel, 1991). 
It brings things together sufficiently 
thoroughly that the previous “other” per-
spective is woven into the warp and
woof of one’s original point of view. 

We will first briefly provide a theoretical
framework for integrating these dimen-
sions of personality dynamics and 
development, approached through con-
sideration of three common myths (the
“true” self, the acontextual caregiver,
and the only social). We will then turn to
two moments or examples of integra-
tion, and conclude with implications for
moving forward.

The Myth of the Autonomous, 
“True” (and Acontextual) Self
Think for a moment about the common
saying, “I’m going off to find myself.” It
presumes both a self that is “mine” to
“find” (and, alternatively, to lose), and
that one must “go off” in order to find it.
What is confused, and perhaps ironic, is
the impossibility of the two assump-
tions. If there is a pre-existing “self,” I

PSYCHOTHERAPY INTEGRATION
Social and Cultural Dimensions of 
Psychotherapy Integration
Hannah Wallerstein, B.A. and Paul L. Wachtel, Ph.D.
City College and Graduate Center, City University of New York

continued on page 7
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cannot possibly need to go off, outside
of me, in order to acquire it. The “going
off,” in the idea we are critically calling
attention to is an attempt to find one’s
“true” self, to be rid of the “distortions”
of external context. Hence the common
choice of many self-seekers to travel to
the most “foreign” or “exotic” land they
can imagine—by becoming out-of-place,
the seeker attempts to locate a self that
is separate from context, a self that is
fully one’s own. 

But the self is never without context,
never sui generis (Mitchell, 1988, 1997;
Stolorow, 2009; Wachtel, 1995, 2008).
From early infancy, the very origins of a
sense of “self” lie in interaction with an
other. Scholars of many different orien-
tations have emphasized the intersub-
jective nature of subject-formation, the
ways in which we begin to construct a
sense of self in relation to the ways that
others construct their sense of who we
are. This process does not end when in-
fancy does but proceeds throughout the
life cycle.

Returning to the self-seeker who travels
far, it is not the acontextual nature of
“going off” that makes it informative,
but instead the opposite. It is precisely
because the self is always contextual 
that entering new contexts allows us to
experience new aspects of who we are.
Indeed—and importantly for the psy-
chotherapist—it is not necessary to
travel thousands of miles to do this.
What the experience of a good therapy
does is much the same—both by creat-
ing a new context right in the room that
brings forth new aspects of the patient’s
potential ways of being and by helping
the patient to change his interactions
with others in ways that create a new
context with new possibilities. We do, in
a sense, go off to find ourselves, but the
going off is always a coming to, from
our first caregivers to travels abroad.

The Myth of the Autonomous, 
Acontextual Caregiver or Family
Many who emphasize that the child
comes into being in relation to those
who care for her fall prey to another
myth—imbuing the family with total
power and failing to appreciate the im-
pact of the larger social system within
which the family is embedded. It is in
this myth that we find our “blame the
parents” syndromes, our universalist (in
the U.S., usually white, upper-middle
class, American) theories of good par-
enting, and our band-aid social service
programs in the face of structural in-
equity. Regarding the latter, useful pro-
grams such as Head Start are often
asked to do more than they are capable
of—and sometimes falsely seem to fail
in the process—because they are not fol-
lowed up with programs to address the
inequities and prejudices that continue
to confront many disadvantaged chil-
dren long after they have “graduated”
from Head Start. Early interventions
(conceived, if one probes even a bit, as
“compensation” for families perceived
as unable to provide the child what a
middle class family can provide) are in-
troduced as “inoculations” against the
circumstances of their early environ-
ment, as if the child, once made strong
and healthy, is no longer subject to the
way society is structured or to pervasive
tendencies in the society to perceive
some people differently than others on
the basis of skin color, accent, or some
other socially selected characteristic (see
Wachtel, 1999).

Early experiences do contribute power-
fully to who the person becomes and
how she perceives and feels about her-
self. But the mother who, as noted ear-
lier, contributes so powerfully to the
child’s emerging sense of self and to the
child’s capacities or vulnerabilities, is
not simply an independent bearer of
meaning; she is herself a social being,

continued on page 8
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shaped by and shaping the world
around her. The infant may “come into
being” first through her ministrations
and her words, but those words are not
purely her own. When she says “my
baby,” she uses language—common,
shared, public—to do so. Her very un-
derstanding of what feelings there are in
the child to name and contain comes
from the social world she inhabits. In-
deed, if she made up her own significa-
tion system, she would likely be viewed
as psychotic or malicious, and consid-
ered a serious threat to her child’s devel-
opment. It is precisely because her
words carry socio-cultural meaning that
they transition the child into the world
of selfhood or subject-hood, because the
emerging subjectivity of the infant or de-
veloping child is, inevitably, a subjectiv-
ity that exists and must function within
a society.

The Myth of the Only-Social
As the “true,” “intrinsic” self, deeper
and more genuine than the social and
the socially constructed, becomes re-
vealed as an untenable concept, it may
be tempting to swing the other way,
finding “truth” in social forces and so-
cial construction alone. In this view, all
we are is the social mirror in which we
are seen. Our pain can be explained as
the product of racism, capitalism, or
gender stereotyping, and there is no
need to go further. However, to say that
the social (race, gender, class, ethnicity,
etc.) is enormously meaningful for all of
us is not to say it means the same thing
for all of us. Two points seem important
to note here. First, each person reacts to
the same experience in his or her own
specific way (hence, for example, the di-
versity of roles expressed in a single
family system). Second, even where the
manifest response to the situation looks
“the same,” the very same behavioral re-
action can have different subjective
meanings for each person and, depend-
ing on the person’s context, can have

very different meanings to those around
him or her. I can “forget” the cord for my
laptop, for example, because of an un-
conscious desire to be disconnected, a
compulsion to fail, or an enactment of
the chaotic female archetype with which
I am unwittingly identifying (or, of course,
as a consequence of all of these—and
more—affecting my behavior and expe-
rience in different combination in differ-
ent contexts).

Both the meaning of events or reactions
and their ultimate impact—for example,
the often spiraling sequences that can
lead people into therapist’s offices filled
with bewilderment and despair—are
neither exclusively individual/intrapsy-
chic/a product of a diagnostic category
nor exclusively social/situational/a
product of society and circumstances.
Each person’s life, each person’s
strengths, vulnerabilities, pleasures, and
pains rather thoroughly reflect both
sides of this false dichotomy. Each per-
son’s difficulties are a product of his or
her psychodynamics, schemas, learning
history and his or her environment, so-
cial context, and social role. Moreover,
as we shall further elaborate, it is not a
matter of adding two independent cate-
gories, each separately contributing to
the outcome. Rather, each is only really
properly understood in relation to the
other. Each interweaves with, interpene-
trates, and very significantly defines and
constitutes the other.

So we are left with a self whose subject-
hood is deeply individual while simul-
taneously socially created. The
distinctive characteristics we may ob-
serve in any individual and his or her
way of life reflect a shifting, dynamic,
and reciprocal specificity, a continually
evolving product of congenital attrib-
utes, the ways those are shaped by—and
shape—the responses of caregivers and

continued on page 9
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then peers and others in the growing
child’s (and then adult’s) life, and the so-
cial context that itself both shapes and is
shaped by the intersection of the former
two dimensions. If our work as psy-
chotherapists is to honor the subject in
all of his or her complexity, we must not
choose between the individual, the care-
givers or others with whom he or she in-
teracts in the sphere of intimate
interaction, or the larger social context
and its values, assumptions, and influ-
ences; rather, we must hold them all in
mind and attend to their dynamic inter-
sections. We turn now to two examples
of what this integration might look like.

Why Therapists Don’t Talk about 
Race and Why They Should
One arena in which rejecting the impact
of the social is particularly prominent is
that of race and racism in America. One
does not have to look far to see the im-
pact of race in this country. Everything
from health (Galea, Tracy, Hoggatt et al.,
2011) to employment (US Bureau of
Labor Statistics, 2011) to class and edu-
cational attainment (US Census Bureau
2010, 2011) is informed by deep in-
equities between white people and peo-
ple of color. In our field, disparities in
mental health care for people of color
have been well documented (Harris, Ed-
lund, & Larson, 2005). 

Yet acknowledging the importance of
race and racism in the US proves limited
at best. Bonilla- Silva (2003) found that
the majority of whites (77 percent) and
40 percent of blacks operate from an at
least partially “colorblind” ideology. As
mental health practitioners, our track
record is no better. Gushue and Con-
stantine (2007) point out that while
white practitioners are often comfort-
able considering how “cultural” dimen-
sions such as ethnicity, religion, or
national origin influence their own iden-
tities and shape their approach to treat-
ment, many are less comfortable when

it comes to race. In addition, researchers,
educators and administrators have
pointed to the failure of therapists to ad-
dress race in treatment as a potential
source of variability in the treatment
outcomes of people of color (van Ryn &
Fu, 2003). So what gets in the way of ad-
dressing race with our patients, and
what is the impact of refraining from
doing so?

Kimberlyn Leary presents a compelling
argument for the reason and cost of
leaving race outside of treatment (1997,
2000, 2007). In referencing the work of
social psychologists Mazharin Banaji,
Anthony Greenwald and Brian Nosek
with the Implicit Association Test, Leary
points to the automatic preference for
faces with European American pheno-
types over those with African American
features for white and black participants
even in those who profess nonracist val-
ues and ideologies (Greenwald & Banjali
1995, cited in Leary 2007). Race here
shows to be not simply a conscious, 
intentional set of meanings, but some
sort of “cultural form” that “operates
through people” (p. 545, Leary 2007) 
in the form of often unrecognized or un-
acknowledged enactments. For exam-
ple, an African-American colleague
painfully discusses being mistaken for a
store worker when she goes to buy gro-
ceries in her upper-middle class neigh-
borhood. Here, that which cannot be
spoken (in this instance, race) is
nonetheless powerfully influential in
unintentional, socially significant, and
deeply painful ways—ways that are
likely to be significant for the experience
and sense of self of many of our patients,
whether brought up explicitly in the
therapy or not.

These kinds of experiences are often
compounded further when the recipro-
cal roles and perceptions that make
themselves felt through such emotion-

continued on page 10
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ally loaded socio-cultural enactments,
and the historical meanings on which
they are based, are experienced as too
scary to come to grips with. One or both
parties are likely to feel shame, each of a
different sort, at what has transpired,
but neither may be able to acknowledge
the shame or talk about it. In turn, as the
unacknowledged pain and discomfort
make effective and authentic communi-
cation more difficult, real contact and
communication may diminish, sowing
the ground for still more “misunder-
standings,” with again similar results
(Wachtel, 1999).

The impact of such processes on psy-
chotherapy treatment is to make us
worse listeners. Leary refers to this beau-
tifully in her account of a case presenta-
tion at a psychoanalytic conference in
which an explicitly racialized dream was
shared without being interpreted or re-
sponded to (p. 544-45, 1997). Exploration
of what the dream reflected about the pa-
tient’s experience was limited by an in-
ability to address the racial meanings her
psyche called upon in expressing that ex-
perience. When race functions for us as a
space of disavowed or unacknowledged
experience, its reference in treatment will
not only fall on deaf ears, it will turn our
ears deaf. Thus, opening ourselves to en-
gage with our own personal and social
experience of race becomes imperative
not just to being “culturally” sensitive
therapists, but to being sensitive thera-
pists more generally.

“At Home, a Stranger”: Working 
with Foreign-born Patients
Having grown up on the border be-
tween Mexico and Texas, cultural theo-
rist Gloria Anzaldua shares a poignant
story of being sent to the back of her
Texas elementary school classroom for
“talking back” when she was attempting
to correct her teacher’s pronunciation of
her name (p. 53, 1987). She was told to
“speak American” and that if she

wouldn’t she should go back to Mexico
where she belongs. In this brief moment
Anzaldua describes, her sense of belong-
ing, home, identity and self are brought
into focus and called into question. Lit-
erally not allowed her name the way she
speaks it, Anzaldua is made to accept
that a part of herself does not (cannot)
belong, and is not allowed to be seen. 

Immigration is never just about physical
movement. It often involves leaving
family members, making class shifts,
learning new languages, and shaping
new identities. With current immigra-
tion rates higher than ever (roughly 40
million people living in the US are for-
eign-born, making up 13 percent of the
entire population) most of us will treat
foreign-born patients in our practices.
Thus, how the lived experience of mi-
grating to the US shapes and is shaped
by psychic process is an important ques-
tion to explore. 

Anzaldua conceives of the in-between
space of immigration as a Borderland—
a place in which competing cultural
frames meet and must be negotiated.
When one has more than one language
and more than one cultural frame of ref-
erence, it can be confusing, but it can
also open up creative channels that
would not be available if one did not
have multiple perspectives on which to
draw. As psychotherapists we are often
concerned with aspects of the self that
are cast off as forbidden, unacceptable,
or unknowable. Some of what is cast off,
however, to allude to a point made ear-
lier, is cast off in a particular context.
What was acceptable, what made sense
in one’s country of origin does not feel
like it belongs “here.” Part of our task as
therapists is to help the patient integrate
the two parts of herself, to make the
“different” in her work here as well, to
find a way both to affirm it and to re-
work it, so that it “fits” but also enriches

continued on page 11
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with something new and different from
what is already here. But, if the therapist
has not herself experienced the disloca-
tion of immigration, her encounter with
the immigrant’s biculturality, with its
combination of conflict and pain on the
one hand, and multi-perspective cul-
tural wisdom on the other, may be chal-
lenging. She may be tempted, in what is
experienced as a generous or embracing
stance, to see the patient as “one of us”
or to persuade herself that she under-
stands the patient in moments that she
does not. 

In such instances, the therapist, forget-
ting how thoroughly a person’s subjec-
tive experience and sense of self are
intertwined with place, culture, and lan-
guage, may actually do the patient a dis-
service by “understanding.” We do not
mean, of course, that the therapist
should not strive to understand, nor do
we mean she cannot understand. Rather,
our point is that deeper understanding
flows from including in the process an
awareness of when (if only temporarily)
one does not understand, and from tol-
erating that experience of not under-
standing so that it can be a path toward
an understanding that more fully en-
compasses the patient’s past and the as-
pects of the patient’s self that may be
less culturally normative in their new
country. Put differently, too quickly and
one-dimensionally accepting the patient
as “one of us” may prevent both thera-
pist and patient from accepting her as
who she is, often a richer and more com-
plex amalgam than can fit in a uni-cul-
tural package. In contrast, being open to
and acknowledging experiences of loss,
difference, and incomprehensibility may
create room for difference and allow the
forging of something new, collaborative,
and perhaps transformative.

Concluding Comments
In matters such as race, class, or ethnic-
ity, the therapist who differs from his or

her patient must reach across the gap of
“otherness” to find the common ground
that unites them. This is, of course, an el-
ement in all psychotherapeutic work.
Even if the patient belongs to one’s own
group (however the therapist defines it)
there will, inevitably, be significant dif-
ferences between the personality, values,
and life experiences of patient and ther-
apist. The challenges, then, of working
with people of different ethnic, cultural,
or racial backgrounds, or of reaching
across differences in gender or sexual
orientation, are ultimately variants of a
challenge that faces every therapist with
every case. We must see and attend to
both the common humanity that unites
us and the differences in history, values,
and circumstance that divide us. 

However, because the set of differences
we are discussing here is often set apart
as more “cultural” or “political”—be-
cause, on first glance, these differences
look more like the differences that are
discussed in evening newscasts and
election campaigns than they look like
the issues that come up between friends
or intimate partners—it can be harder to
see that they are very much of a piece
with all the other ways that therapists
reach across difference in virtually every
session, regardless of whether patient or
therapist belong to “the same group.”
Addressing these differences then gets
perceived as an isolated task rather than
as part and parcel of the process of the
therapy itself.

In an important way, any integrative
therapist faces a similar task to that 
of the therapist working with someone
of another cultural group. On close in-
spection, the disagreements between
members of different therapeutic orien-
tations—psychodynamic, cognitive-be-
havioral, etc—resemble quite strikingly
the relations between and differences
among ethnic groups (Wachtel, 2010,

continued on page 12
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2011). Despite being posed, by each side,
as strictly theoretical or empirical 
disagreements, resolvable by data or by
rational argument, a clear-eyed exami-
nation of the conflicts and controversies
reveals such “quasi-ethnic” phenomena
as stereotyping, us-them thinking, the
entanglement of one’s identity with
membership in the group, the percep-
tion that “they” have a peculiar way of
doing things, and an emotional attach-
ment to the language of one’s own
group and tendency to hear the other as
speaking a strange, alienating language.
To be an effective integrative therapist,
one must already have the capacity to
imaginatively and empathically cross
the bridge across the divide, to see what

“makes sense” in the world view of “the
other.” In that sense, the challenge of in-
tegrating elements such as race, class, or
ethnicity is one already consonant with
the agenda of the integrative therapist.
It is our intention in this article to call at-
tention to this dimension of integrative
work in a way that both highlights its
importance and illuminates the ways in
which it is a natural and necessary out-
growth of the enlightened pursuit of in-
tegrated knowledge and practice.

References for this article can be found
in the on-line version of the Psy-
chotherapy Bulletin published on the
Division 29 website.
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Supervision plays an 
integral role in counselor
development and is widely
believed to be at the heart
of training for mental
health professionals
(Bernard & Goodyear,

2009; Campbell, 2006; Clark, 2005;
Stoltenberg & Delworth, 1987). In fact,
some professionals view clinical super-
vision as critical to a successful transi-
tion from educational coursework to
clinical practice (Atkins, 1981), for su-
pervisors provide valuable knowledge
to enhance supervisees’ professional
skills, allowing supervisees to eventu-
ally function independently as mental
health practitioners (Bernard &
Goodyear, 2009; Loganbill, Hardy &
Delworth, 1982).

One of the key components of supervi-
sion is evaluation, the primary vehicle by
which supervisors impart knowledge
(Bernard & Goodyear, 2009). Evaluation
consists primarily of two components:
(1) goal setting, which involves identify-
ing the competencies a supervisee will
work toward and may also include a
plan of action and time frame for attain-
ing goals; and (2) feedback, the latter of
which is the focus of this paper. Broadly
defined, feedback is information that one
person provides to another regarding
task performance relative to a certain
standard (Claiborn, Goodyear, & Horner,
2001). For the purposes of this review,
feedback is defined as information that
supervisors communicate to supervisees
that indicates whether or not supervisees
are moving toward competence (Fried-
lander, Siegel, & Brenock, 1989). 

Feedback has been further conceptual-
ized in a number of different ways. Per-
haps most commonly, feedback is
conceptualized as communicating a
positive (i.e., affirming) or a negative
(i.e., corrective) evaluation of the super-
visee. Positive feedback, then, has been
described as those instances when su-
pervisors affirm that supervisees are on
the right track (e.g., “Nice choice of in-
tervention”), while negative feedback
(also referred to as corrective feedback)
is described as communication in which
a supervisor notes that a supervisee is
off track and should consider making a
change (e.g., “I’m not sure that was the
best choice of intervention”). According
to Bernard and Goodyear (2009), feed-
back is a “central activity of clinical su-
pervision and the core of evaluation” (p.
30), and it may be the best way of trans-
mitting knowledge and developing
competent counselors (Hoffman, Hill,
Holmes, & Freitas, 2005).

Attesting to the important role of feed-
back in supervision, when asked to re-
flect on the quality of their supervision
experiences, supervisees most often
noted the quality and quantity of feed-
back they received (Bernard &
Goodyear, 2009). Previous research also
suggests that both positive and correc-
tive feedback is highly correlated with
supervisee satisfaction in supervision
(Lehrman-Waterman & Ladany, 2001).
Yet, despite the purported importance
of feedback in the theoretical literature
on supervision, as well as empirical ev-
idence to suggest that supervisees de-
sire both positive and corrective

continued on page 15
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feedback, a review of the supervision 
literature reveals a dearth of empirical
investigation regarding corrective feed-
back within clinical supervision. This
lack of research regarding corrective
feedback is surprising, given the integral
role that feedback plays in training 
mental health professionals and helping
supervisees bridge educational course-
work and clinical practice.

The research on feedback in clinical su-
pervision that has been conducted has
predominately focused on supervisors’
experience in providing various types of
feedback to supervisees (Burkard, Knox,
Clarke, Phelps, & Inman, 2009; Hoff-
man, et al., 2005; Robiner, Saltzman,
Hoberman, & Schirvar, 1997). As will be-
come evident in the review of literature
that follows, evidence suggests that
while supervisees desire feedback, su-
pervisors may be reluctant to provide
feedback, especially that which is correc-
tive (Robiner, Saltzman, Hoberman, &
Schirvar, 1997). The few investigations
into supervisee experiences of supervi-
sion have focused on perceptions of su-
pervision in general, rather than
focusing on feedback (Allen, Szollos, &
Williams, 1986; Magnuson, Wilcoxon, &
Norem, 2000; Robiner et al., 1993), with
even less devoted to corrective feedback.
This gap in the supervision research
leaves the mental health field with little
empirical information examining super-
visee experiences, be they positive or
negative, of corrective feedback events.

Failure to investigate corrective feed-
back in clinical supervision leaves the
mental health field without a clear un-
derstanding of this integral process in
clinical supervision. If little is known
empirically about how supervisees ex-
perience corrective feedback in supervi-
sion, how can we be sure that
supervisors are effectively delivering
such feedback to supervisees? Further-
more, how can we know the impact of

such feedback on supervisees’ clinical
growth? A better understanding of su-
pervisee experiences of corrective feed-
back may lead to improved training
experiences of supervisees. Moreover,
increased clarity regarding supervisee
experiences of corrective feedback may
also help guide current supervisors in
providing a type of feedback that, as the
following literature review indicates,
they may initially be reluctant to pro-
vide. The profession would benefit,
then, from greater attention to super-
visee experiences of corrective feedback
in clinical supervision. In an effort to
bring increased attention to corrective
feedback in clinical supervision, I begin
with a brief review of the theoretical lit-
erature in this area. I then review the
empirical literature on feedback in clin-
ical supervision, and conclude with a
discussion of the importance of focusing
on supervisee experiences of corrective
feedback in future research.

Feedback in Supervision
Theoretical literature
The theoretical literature regarding feed-
back has largely focused on how super-
visors should provide feedback to
maximize supervisee learning and skill
acquisition (Bernard & Goodyear, 2009).
As a result, a number of guidelines have
been suggested for supervisors in terms
of providing feedback to supervisees, in-
cluding feedback that is corrective. For
instance, feedback should be based on
those goals identified by the supervisor
and supervisee in the supervision con-
tract (Chur-Hansen & McLean, 2006;
Farnill, Gordon, & Sansom, 1997). Feed-
back should also be direct and clear,
preferably based on behaviors that su-
pervisees are able to modify, and should
occur continuously over the course of
supervision rather than only at the con-
clusion of supervision (Bernard &
Goodyear, 2009; Farnill et al., 1997). Fi-

continued on page 16
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nally, feedback should be both positive
and corrective. Despite the anxiety that
corrective feedback may elicit, super-
visees desire this type of feedback and,
in conjunction with positive feedback, it
has a stronger effect on behavior change
than positive feedback alone (Sapyta,
Riemer, & Bickman, 2005). Thus, there
are many recommendations for the pro-
vision of feedback in clinical supervision
within the theoretical literature. 

Empirical literature
In perhaps one of the most referenced
investigations into feedback in clinical
supervision, Friedlander et al. (1989)
had external judges view supervision
sessions and classify behaviors that 
occurred during the sessions. Nine su-
pervision sessions with different super-
visor/supervisee pairings ranging in
length from 45 to 60 minutes were re-
viewed. Among all of these data, only 14
speaking turns contained feedback, with
eight of these feedback exchanges occur-
ring in the final two sessions, and three
of the nine sessions containing no feed-
back. Of the 14 feedback responses, 71%
were classified as global rather than 
specific, and 71% of the feedback was
positive. Only four feedback responses
were corrective, and just two contained
references to ideas or behaviors related
to specific therapist interventions 
(Friedlander et al., 1989). Ladany and
Melincoff (1999) found that 98% of 
supervisors of graduate student coun-
selors admitted to withholding feedback
from their supervisees; supervisors’ neg-
ative reactions to their supervisees’
counseling performance was among the
most common types of feedback super-
visors withheld. Thus, in both studies 
it appears that in practice, supervisors
did not incorporate recommendations
made in the theoretical literature into the
feedback they provided, and instead
provided global and predominantly
positive feedback.

Supervisors’ discomfort with their role
as evaluator may explain why they are
reluctant to provide corrective feedback
in clinical supervision. Such discomfort
may lead to supervisor leniency bias, or
the tendency to rate individuals more
positively than is warranted based on
objective data. According to Robiner and
colleagues (1997), 59% of supervisors in-
dicated that their own ratings of super-
visees were biased, with only 11%
indicating that their evaluations of 
supervisees were accurate and without
bias. Most common biases were a ten-
dency toward leniency (39%), with only
16% reporting a tendency toward strict-
ness. Findings such as these have led
some to conclude that professional psy-
chology should acknowledge that bias
in the assessment of trainees is likely
quite common and significant (Gon-
salvez & Freestone, 2007). 

The supervisor role of evaluator and the
associated duty of providing corrective
feedback might, as asserted by Haber
(1996), be incompatible with supervi-
sors’ professional identity, for as thera-
pists they are trained to be accepting of
clients’ limitations, and may then find
the supervisory demand that they not
always provide unconditional positive
regard to supervisees quite challenging
(Hahn & Molnar, 1991). Additionally, su-
pervisors may believe that providing
corrective feedback interferes with de-
veloping a strong supervision relation-
ship, leading to dissonance that
supervisors alleviate through not pro-
viding corrective feedback (Bernard &
Goodyear, 2009).

Interestingly, a lack of feedback from su-
pervisors, including corrective feedback,
is associated with supervisees’ percep-
tions of poor supervision experiences. In
a mixed-methods study of clinical and
counseling psychology graduate student

continued on page 17
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supervisees’ perceptions of feedback and
evaluation, infrequent feedback was
noted as the most frequent supervisee
concern regarding their supervision ex-
periences (Heckman-Stone, 2003). The re-
searcher concluded that based on
supervisee desire for corrective feedback,
supervisor use of this type of feedback is
low relative to its perceived effectiveness.
In addition, Allen et al. (1986) reported
that supervisors who provided little feed-
back and structure in supervision were
associated with lower levels of super-
visee satisfaction than those who pro-
vided both positive and corrective
feedback. According to Robiner et al.
(1993), predoctoral psychology interns
desired feedback about their strengths
and weaknesses in order to know if they
were progressing towards goals, and the
researchers hypothesized that interns
may feel that they were betrayed by su-
pervisors if deprived of opportunities to
address areas for improvement. 

In a qualitative study of supervisors’ ex-
perience in providing easy, difficult, or
no feedback to supervisees, supervisors
indicated that feedback about clinical is-
sues (especially if the feedback was ob-
jective rather than subjective) was easier
to give than feedback concerning super-
visee personality or professional behav-
ior, because supervisors wondered
about boundary issues and whether
feedback in these areas would transition
from supervision to therapy (Hoffman
et al., 2005). Interestingly, Hoffman et al.
(2005) contextualized these data in terms
of an earlier study conducted by
Lehrman-Waterman and Ladany (2001),
in which feedback and the supervision
relationship were mutually reinforcing,
with feedback and openness regarding
goals and expectations facilitating a
stronger supervision relationship, which
in turn made it easier for supervisors to
provide feedback to supervisees. 
The notion that the supervision relation-

ship influences supervisors’ delivery of
feedback is not universally supported in
the empirical literature, however. In a
qualitative examination of supervisors’
experiences in providing difficult (de-
fined as feedback that the supervisor
was hesitant to provide, yet not neces-
sarily corrective in nature) feedback
about multicultural concerns in cross-
cultural supervision relationships, the
quality of the supervision relationship
prior to the difficult feedback event did
not always correspond to the quality of
the relationship following the difficult
feedback (Burkard, Knox, Clarke,
Phelps, & Inman, 2009). In fact, such dif-
ficult feedback events often led to an im-
passe in supervision, and only rarely did
the difficult feedback lead to a more en-
gaged and open supervision relation-
ship. While both the Hoffman et al.
(2005) and Burkard et al. (2009) studies
provide important information about
feedback in clinical supervision, neither
focused on corrective feedback, nor did
they examine corrective feedback from
the supervisee’s perspective.

This review of the empirical literature on
feedback reveals that while there are a
number of factors that facilitate (e.g.,
when feedback is objective, feedback 
related to clinical issues, a strong super-
vision relationship) or hinder (e.g., feed-
back about supervisee personality,
difficult feedback about multicultural
topics, when feedback is corrective) su-
pervisors providing feedback in super-
vision, supervisees desire both positive
and corrective feedback. Moreover, su-
pervisee perceptions of corrective feed-
back influence supervisees’ reflections
on the quality of their supervision expe-
riences. However, despite empirical ev-
idence that supervisees desire corrective
feedback, the literature suggests that su-
pervisors are reluctant to provide this
type of feedback. While a few studies

continued on page 18
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have examined the topic of feedback in
supervision from a supervisor’s per-
spective, no study has provided in-
depth examination of how supervisees
experience corrective feedback and its
perceived impact.

Conclusions: Focusing on Supervisee
Experiences of Corrective Feedback in
Clinical Supervision
Furthering the profession’s understand-
ing of supervisee experiences of correc-
tive feedback in clinical supervision
would provide valuable information re-
garding a critical component of the su-
pervision process. A review of the
supervision literature reveals that little
research has been conducted in the area
of corrective feedback within clinical su-
pervision, and that supervisee experi-
ences of corrective feedback have not
been a focus of this research. This lack of
empirical attention is surprising, given
the theoretical literature on clinical su-
pervision highlighting evaluation as the
primary vehicle through which supervi-
sors share their knowledge and expert-
ise with supervisees, and feedback as
the core of evaluation (Bernard &
Goodyear, 2009; Loganbill et al., 1982).
Thus, this failure to investigate super-
visees’ perspectives on corrective feed-
back leaves the mental health field

without a clear understanding of this in-
tegral process in clinical supervision.

Among the questions ripe for investiga-
tion are supervisee views of the purpose
of corrective feedback, what makes cor-
rective feedback easy to hear, what makes
corrective feedback difficult to hear, and
how corrective feedback affects super-
visees, the supervision relationship, and
client care. A deeper understanding of
how supervisees experience corrective
feedback may demystify a type of feed-
back that research suggests supervisors
may avoid providing. At an individual
level, a better understanding of super-
visee experiences of corrective feedback
could stimulate supervisors to examine
and refine their supervisory skills, espe-
cially in the area of corrective feedback.
Supervisor reflection on the process of
feedback may lead to more effective su-
pervision, increased supervisee satisfac-
tion with supervision, and improved
training experiences, ultimately leading
to more competent supervisees who may
go on to become supervisors for future
generations of supervisees. 

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

NOTICE TO READERS

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

on the Division 29 website.
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Micki Friedlander
Chair, Fellows Committee

The Division of Psychotherapy is now accepting applications from individuals
who would like to nominate themselves or recommend a deserving colleague
for Fellow status with the Division of Psychotherapy. Fellow status in APA is
awarded to psychologists in recognition of outstanding contributions to psychol-
ogy. Division 29 is eager to honor those members of our division who have dis-
tinguished themselves by exceptional contributions to psychotherapy in a variety
of ways such as through research, practice, and teaching. 

The minimum standards for Fellowship under APA Bylaws are:
• The receipt of a doctoral degree based in part upon a psychological 
dissertation, or from a program primarily psychological in nature;

• Prior membership as an APA Member for at least one year and a Member 
of the division through which the nomination is made;

• Active engagement at the time of nomination in the advancement of 
psychology in any of its aspects;

• Five years of acceptable professional experience subsequent to the 
granting of the doctoral degree;

• Evidence of unusual and outstanding contribution or performance in 
the field of psychology; and

• Nomination by one of the divisions which member status is held.

There are two paths to fellowship. For those who are not currently Fellows of
APA, you must apply for Initial Fellowship through the Division, which then
sends applications for approval to the APA Membership Committee and to the
APA Council of Representatives. The following are the requirements for initial
Fellow applicants:
• Completion of the Uniform Fellow Blank;
• A detailed curriculum vitae;
• A self-nominating letter (which should also be sent to your endorsers);
• Three (or more) letters of endorsement of your work by APA Fellows (at 
least two must be Division 29 Fellows) who can attest to the fact that 
your “recognition” has been beyond the local level of psychology; 

• A cover letter, together with your CV and self-nominating letter, to 
each endorser.

Division 29 members who have already attained Fellow status through another
division may pursue a direct application for Division 29 Fellow by sending a
curriculum vitae and a letter to the Division 29 Fellows Committee, indicating
specifically how you meet the Division 29 criteria for Fellowship.  

CALL FOR FELLOWSHIP APPLICATIONS 
Division 29—Psychotherapy

continued on page 20
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Initial Fellow Applications can be attained online at:
http://apa.org/membership/fellows/

You may also contact Tracey Martin at APA: 
Tracey Martin
Division of Psychotherapy
6557 E. Riverdale St.
Mesa, AZ 85215
Phone: 602-363-9211
Fax: 480 854-8966
Email: assnmgmt1@cox.net

DEADLINE FOR SUBMISSION:
The deadline for submission to be considered for 2012 is December 15, 2011. 

Initial nominees (those who are not yet Fellows of APA in any Division) must
submit the following electronically as a packet:

(a) a cover letter, (b) the Uniform Fellow Application, (b) a self-nominating
letter, (c) three (or more) letters of endorsement from current APA 
Fellows (at least two Division 29 Fellows), and (d) an updated CV. 

Current Fellows of APA who want to become a Fellow of Division 29 need only
send a letter attesting to their qualifications with a current CV. 

Completed (electronic) applications should be sent by the nominee directly to:
Micki Friedlander
Chair, Division 29 Fellows Committee
mfriedlander@uamail.albany.edu
(phone: 518-442-5049)

Incomplete submission packets after the deadline cannot be considered for this year. 

Please feel free to contact Micki Friedlander or other Fellows of Division 29 if
you think you might qualify and you are interested in discussing your qualifica-
tions or the Fellow process. Also, Fellows of our Division who want to recom-
mend deserving colleagues should contact Micki with their names.
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Doctoral psychology stu-
dents often leave their
programs with a shining
new degree in hand and
chains of debt around
their ankles. As they 
embark on their careers
they are immediately
faced with the often over-
whelming prospect of
figuring out how to pay
back the student debt
they acquired in pursuit
of their dream. 

The range of total debt
carried by psychology students varies
considerably and may be anywhere
from zero or minimal debt up to
$250,000 or more. Wicherski, Michalski,
& Kohout (2009) surveyed graduate stu-
dents in psychology and determined
that 56% of students reporting debt
owed more than $80,000 after graduat-
ing. Total debt levels have risen drasti-
cally in the past decade. In 2007, median
debt level was around $100,000 whereas
in 1997, the median debt was approxi-
mately $53,000 (Munsey, 2009). The
most recent survey by the Association of
Psychology Postdoctoral and Internship
Centers (APPIC) in 2011 revealed Appli-
cants’ mean reported debt load related
to graduate level study in psychology
was $85,545 (SD = 73,572, median =
$80,000), a 9.8% increase from 2010.  Ap-
proximately 44% reported debt of
$100,000 or higher (compared to 39% in
2010), while 22% reported debt exceed-

ing $150,000 (compared to 18% in 2010)
(APPIC, 2011).

Because students in Ph.D. programs are
often funded (eg. by research grants),
while Psy.D. students generally receive
more limited financial support from
their academic programs (since they
graduate into applied careers, similar to
law and medicine where the expecta-
tions for salaries is higher) it is likely
that the student debt accumulated by
Psy.D. students is often higher than
Ph.D. students. Statistics show that
while 60% of research students received
university funding only 28% of health
service students received similar finan-
cial support. Additionally, while only
13% of research students report having
to take out student loans while in grad-
uate school, 37% of health service stu-

continued on page 22
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Doctoral Psychology Student Indebtedness: 
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dents report taking out loans to cover
their graduate school expenses (Wicher-
ski, Michalski & Kohout, 2009). Data
from the 2011 APPIC survey further in-
dicates that debt for PhD students aver-
ages $53,160 (median = $40,000, SD =
$58,932), while the debt for PsyD stu-
dents averages $123,787 (median =
$123,787, SD = $70,013), and notes that
“the mean debt load for PhD students
has increased by $2,043 (4.0%) since
2008, while Psy.D. students have experi-
enced an increase in debt of $14,253
(13%) in that same time period” (APPIC,
2011). In addition, “virtually all appli-
cants will remain in training for at least
18 months (including the internship
year) after the completion of this survey
and may incur additional debt during
that period” (APPIC, 2011).

When students borrow, they have a
number of different options at the start.
According to a March 2011 article by the
Institute for Higher Education, 

“When borrowing, students have a
number of choices, including a range
of federal student loans as well as
non-federal alternatives. The majority
of borrowers obtain loans through the
federal Stafford loan program; of
these borrowers, 86 percent borrowed
through the subsidized loan program,
64 percent through the unsubsidized
program, and 50 percent from both
(National Center for Education Statis-
tics, 2008). Graduate students can 
borrow through the Grad PLUS pro-
gram. Each of these loan types has
different terms and conditions, and
some are more favorable to the bor-
rower than others.” (Cunnigham &
Kienzl, 2011, pg. 14). 

In addition, students may choose to take
out private loans which often have
higher interest rates than federal loans.
Different types of loans have different
implications for repayment.

Faced with the prospect of paying back
up to six figures of student loan debt,
some graduates find they simply cannot
make enough to pay their debt and/or
choose not to pay it back. About 15% of
student loan borrowers in the USA be-
come delinquent (i.e., fail to make pay-
ments within 60 days of the due date)
and default on their loans within the
first five years of repayment (Cun-
nigham & Kienzl, 2011). After 270 days
in delinquency the borrower is consid-
ered to be in default. “More than 2 out
of 5 borrowers who entered repayment
in 2005 became delinquent in repayment
at some point after graduation” (Cun-
ningham & Kienzl, 2011, pg. 9). 

How can you avoid becoming one of the
students above who suffers the conse-
quences of delinquency or default? How
can you manage to make student loan
payments and still enjoy a reasonable
life style? This article aims to assist stu-
dents in understanding their loans and
planning for their repayment. The 
authors of this article are psychology in-
terns who seek to assist other psychol-
ogy students in understanding their
options for repayment of student loans.
We are obviously not qualified to pro-
vide financial advice and we recom-
mend that students consult with
financial advisors to review their own
situations in addition to understanding
their options. Knowledge is power, and
the first step to freedom from your stu-
dent debt. With the information from
this article in hand students will be off
to a good start in understanding how to
free themselves from their debt. 

Loan Repayment
There are many options to consider in
the financial plan for an early career psy-
chologist. The first step is to take stock
of your total student indebtedness. To
find out your total federal loan debt you
can go to www.nslds.ed.gov. Your

continued on page 23
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FAFSA pin is needed to pull up your
personal information. To find out your
private loan debt you need to contact the
individual lenders for each private loan.
Fortunately you have a little time to do
this before most of your loans are due,
in the form of a grace period. However,
it is certainly recommended for all stu-
dents to be aware of their debt through-
out graduate school, so that there are no
surprises upon graduation.

Grace Period
Fortunately, most lenders understand
that it takes some time to get a job, get
settled and begin receiving a paycheck.
You are therefore offered a grace period
for many loans, during which time you
do not need to make any payments. You
are entitled to one grace period for Direct
and Perkins loans. Many private loans
also allow a grace period. Typically grace
periods are six months for Direct or pri-
vate loans and nine months for Perkins.
Your grace period begins immediately
following the day you stop attending
school at least half-time and ends on the
day before the repayment period begins.
For subsidized loans the interest is paid
by the federal government during your
grace period. On unsubsidized loans,
you are responsible for the interest, and
the unpaid interest is capitalized (added
to the loan principal) at the time of re-
payment. It is important to keep in mind
that you only get one grace period per
loan. If a borrower returns to school after
the grace period has expired for a loan,
that loan qualifies for deferment while
the student is enrolled. The loan returns
immediately to repayment upon gradu-
ation. This means that any undergradu-
ate loans that were not fully paid prior to
graduate school will immediately enter
repayment upon graduation from grad-
uate school. However, any new loans
taken out for graduate school will have a
grace period given. It is important to
note that consolidated loans do not get a
grace period. If you want a grace period

you must use it first and consolidate
loans after the grace period is up. 

Of course, the grace period eventually
ends, and the time begins to start paying
back the loan. There are many options to
pay back loans, or have them forgiven.
One option is to set up a repayment plan
with your lender that clearly delineates
how much and when you pay each
month. Below are several options for
types of repayment plans:

Standard Repayment
Standard repayment consists of a fixed
payment each month based on your
principal and interest. Standard repay-
ment is the least expensive repayment
plan available in the long term and typ-
ically has a repayment term of 10 years.

Graduated Repayment
Graduated Repayment entails lower
payment amounts per month at the be-
ginning of repayment. Then over time,
payments increase and become stan-
dard. This is a helpful option for gradu-
ates who need time to establish their
careers and build a financial base.
Monthly payments must cover at least
the interest due. The repayment term
cannot exceed 25 years. Though there
are many benefits to this in the short
term, borrowers end up paying a great
deal more in total over time due to the
increased amount of interest. 

Income Based Repayment
Income based repayment plans allow
monthly payments that are based on
your annual income and remaining out-
standing loan balance. Loan payments
generally equal 15% of discretionary an-
nual income (adjusted gross income
minus 150% of the federal poverty rate),
split into monthly payments. 

Income Contingent Repayment
Income contingent repayment plans 
involve paying 20% of your annual 

continued on page 24
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discretionary income, split into monthly
loan payments. 

Extended Repayment
Extended repayment plans assist with
Graduate PLUS loans totaling more than
$30,000, This plan offers a choice of fixed
or graduated payments over a period of
up to 25 years. Because repayment is
stretched beyond the standard 10 year
term, the total amount paid is higher.

Loan Consolidation
Loan consolidation allows the borrower
to roll all federal loans into one lump
sum. This may reduce size of monthly
payments and extend the loan repay-
ment time period. Private loans cannot
be consolidated with federal loans and
you will have to set up repayment plan
separately for each private loan you
have taken out. The best approach to
private loans is to speak with your
lender directly about options they offer.
More information is available at
http://directconsolidationloans.com/.
You may also want to look at
http://www.finaid.org/calculators/loa
npayments.phtml to crunch the num-
bers on what your payments would look
like with different plans before you com-
mit to one repayment plan. 

Deferments and Cancellations
Paying back loans immediately or for a
relatively short period of time may not
be possible due to limited income or
other factors. In addition to repayment
plans, you may be eligible for loan for-
giveness or cancellation in certain cases,
which can help reduce the total amount
you owe. 

Deferments 
Borrowers may be able to defer (tem-
porarily suspend) loan payments under
certain conditions: if they meet certain
criteria, including enrolling at least half
time in school, or experiencing eco-
nomic hardship or unemployment. 

Deferments can begin after you have
used your grace period and the end date
will be determined by your lender. Bor-
rowers do not have to make payments
on the loan principal until the deferment
ends. The interest payments on subsi-
dized Stafford loans are made by the
federal government during the defer-
ment period. Unsubsidized Stafford
loan interest payments can be paid
monthly or deferred, but are typically
added to the principal balance at the end
of the deferment period.

Forbearance 
At their discretion, lenders may grant a
forbearance that temporarily suspends a
borrower’s payments. Forbearances are
typically granted in three- or six-month
increments up to a limit of five years. A
forbearance is generally a more expen-
sive option than deferment because in-
terest continues to accrue, even on
subsidized loans. The borrower does not
make principal payments; he or she can
make interest-only payments or have
the interest capitalized and added to the
principal when the forbearance expires
(Institute for Higher Education, pg. 19).

Programs for Loan Reduction or 
Forgiveness
Some graduates may be eligible or
choose to participate in special pro-
grams that assist with loan reduction, re-
payment, or forgiveness. Often these
programs involve working in public
service and/or working at a low wage
in exchange for receiving loan forgive-
ness or repayment.

National Health Service Corps
Mental health clinicians can receive as
much as $170,000 for 5 years of full-time
service, or $60,000 for the minimum 2
years caring for patients at an approved
facility in an underserved area. Part-
time clinicians can receive $60,000 for 4
years or $30,000 for 2 years. In some

continued on page 25
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cases clinicians may be eligible to have
ALL of their debt repaid if they commit
to more than 6 years of service. To par-
ticipate in this program you must be 
a US citizen, be a licensed mental 
health professional (psychologist or
LPC) in the state in which you intend to
serve and work in a facility that is ap-
proved by the National Health Service
Corp. More information is available at
http://nhsc.hrsa.gov/.

Indian Health Service
The mission of the Indian Health Service
(IHS) is to “raise the physical, mental,
social and spiritual health of American
Indians and Alaska Natives to the high-
est level” (Indian Health Service, Loan
Repayment Program page). The LRP
was created to support this mission by
providing health professionals with fi-
nancial assistance. The LRP awards up
to $20,000 per year for the repayment of
your qualified student loans in exchange
for an initial two-year service obligation
to practice full time at an Indian health
program site. More information is 
available on their website:
http://www.ihs.gov/JobsCareerDe-
velop/DHPS/lrp/faq.cfm.

Public Service Loan Forgiveness (PSLF)
The Public Service Loan Forgiveness
Program was created to encourage indi-
viduals to enter and continue to work
full-time in public service jobs. Under
this program, individuals may qualify
for forgiveness of the remaining balance
due on eligible federal student loans
after 120 payments have been made on
loans under certain repayment plans
while employed full time by certain
public service employers. Only non-de-
faulted loans made under the William D.
Ford Direct Loan ProgramSM are eligible
for loan forgiveness. The Direct Loan
Program includes Federal Direct
Stafford Loans (Direct Subsidized
Loans), Federal Direct Unsubsidized
Stafford Loans (Direct Unsubsidized

Loans), Federal Direct PLUS Loans (Di-
rect Grad PLUS Loans) and Federal Di-
rect Consolidation Loans (Direct
Consolidation Loans. There are a wide
variety of Public Service jobs that qualify
under the criteria. For additional infor-
mation on PSLF, check out
http://www.finaid.org/loans/public-
service.phtml.

Military Service
Several military branches offer student
loan forgiveness or repayment as a benefit
for enlisting. For the National Guard psy-
chologists may receive $75,000 over three
years, paid at $25,000 a year for a three
year commitment. By joining the Army,
clinical psychologists may receive student
loan repayment of up to $50,000 over
three years through the Healthcare Pro-
fessionals Loan Repayment Program
(HPLR). The Healthcare Professionals
Loan Repayment Program also works
with clinical psychologists who elect to
enter other branches of the military. More
information is typically available by con-
tacting recruiters for the branch you are
most interested in. Options are available
for professionals who elect to pursue ei-
ther active duty or reserve duty.

Maximum Repayment Period
The maximum repayment period for
federal loans is 25 years. After 25 years
of payments, any remaining debt is for-
given. Under current law, the amount of
debt forgiven after 25 years is treated as
taxable income. Therefore you will have
to pay income taxes on the amount of
debt forgiven the year it is discharged.
But the savings can be significant for
students who wish to pursue careers in
public service. With the recent Health
Care Reforms, the repayment period
will be 20 years for students who take
out loans after July 22, 2014. 

Perkins Loan Cancellation
In certain cases, all or a portion of your
Perkins Loan can be cancelled. These

continued on page 26
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cases include service as a full-time
teacher in certain underserved areas, a
full-time librarian, law enforcement,
public defender, firefighter, full-time
nurse or medical technician, full-time
family service provider, for certain mili-
tary service and for Peace Corps or 
ACTION volunteers.

Student Loan Default
Psychology students have a legal, ethi-
cal, and professional obligation to have
to repay their student loans. However,
in a worse case scenario, some will de-
fault. If you find yourself in default you
may expect one or more of the following
consequences: Tax refund withholding,
paycheck garnishment, federal benefits
withheld, or law suits. Defaulting has
devastating personal consequences and
students are advised to take steps early
to ensure they can avoid this. Student
loan lenders are motivated to help you
create a plan for repayment and most
will happily work with you to make this
happen. However, the burden for taking
charge of your student loans and work-
ing to create feasible repayment options
is up to you. Remember, knowledge is
power- so learn about your personal fi-
nancial picture, seek information from
qualified professionals (CPA’s or other
financial advisors) and ask questions!
Often university financial aide offices
have resources relevant to your local for
finding qualified professionals who can
guide and assist you. Another option for
a self help guide to dealing with finan-
cial difficulties, is Solve Your Money Trou-
bles: Debt, Credit & Bankruptcy, by Robin
Leonard and Margaret Reiter.

Conclusions
Doctoral students in psychology are
dedicated and caring professionals.
Most undergo grueling graduate school
programs because they believe that by
doing so they will be able to use their ca-
reers to contribute to society in positive
ways. Finances are typically not at the

top of the list of their concerns when
they enter doctoral programs. However,
after finishing their education this mat-
ter has often become a higher priority.

Financial implications of graduate
school education are significant; before
students apply to psychology graduate
programs, it is important for them to un-
derstand the potential costs of education
(including various student loan options
and interest rates). Academic programs
are urged to be transparent in terms of
average student debt, as well as average
entry (and longer term) salaries to assist
students in understanding the real im-
pact this will have on their ability to
work in their chosen field and maintain
a decent standard of living. Students
must also work to stay educated on their
debt as they progress through school,
and are advised to use their loans only
for education and not other purposes.
Although debt incurred from student
loans for a doctoral degree can certainly
represent a huge burden, there are many
options to consider in repayment plans
as indicated above. 

As students enter their repayment pe-
riod, it is hoped they will keep the fol-
lowing two thoughts in mind: (1) use
common sense, and (2) knowledge is
power. A common sense approach to
money and financial matters is likely to
be the first step. Understand what re-
sources you have coming in, what is
going out and what you can live with-
out. Some of the authors of this article
have found using Mint.com to be help-
ful in initial financial assessments and in
tracking ongoing finances. For more
complicated matters it may be helpful to
obtain more knowledge and guidance.
For this we recommend consulting with
a professional financial consultant. 

We, the authors, hope that the informa-
tion provided in this article will be help-

continued on page 27
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ful to current and future students. We
wish you all the best in your financial
and career goals.

References for this article can be found
in the on-line version of the Psy-
chotherapy Bulletin published on the
Division 29 website.
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NOTICE TO READERS

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

on the Division 29 website.

FIRST DIVISION 29 NORINE JOHNSON 
RESEARCH GRANT AWARDED

The Division 29 Norine Johnson Psychotherapy 
Research Grant has been awarded to Drs. Clara Hill
and Charles Gelso for their proposed study of ther-
apist effects on psychotherapy outcome. Specifically,
the grant research will examine certain variables
proposed to foster the development of effective 
psychotherapists, including training, attachment
styles, and countertransference. We are delighted to
award this first-ever $20,000 grant from the Division.
We would like to congratulate Drs. Hill and Gelso,
and thank the review committee members Drs.
Norm Abeles, Jeff Barnett, Jim Fauth, Beverly
Greene, and Mark Hilsenroth for their work in 
making the selection among such excellent grant
proposals. There were a large number of outstanding
submissions, and we thank all those who submitted
applications.
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When evaluating the
similarities and differ-
ences between the
Ethics Codes of the
American Counseling
Association (ACA)
and the American Psy-

chological Association (APA) it is impor-
tant to understand the differences
within these two professions. This can
help professionals within the counseling
and psychology fields to enhance their
understanding of how to effectively uti-
lize both ethics codes to promote princi-
pled practice. 

The ACA recently updated its conceptu-
alization of counseling as being “a pro-
fessional relationship that empowers
diverse individuals, families, and
groups to accomplish mental health,
wellness, education, and career goals”
(Rollins, 2010). The APA describes the
profession of psychology as 
a diverse discipline, grounded in sci-
ence, but with nearly boundless ap-
plications in everyday life. Some
psychologists do basic research…
Other psychologists apply the disci-
pline’s scientific knowledge to help
people, organizations and communi-
ties function better… Psychology is a
doctoral-level profession. Psycholo-
gists study both normal and abnor-
mal functioning and treat patients
with mental and emotional problems.
APA, Definition of psychology, n.d. 

An analysis of the general characteristics
of both the ACA (2005) and APA (2010)

Ethics Codes suggests that there are
more similarities than differences be-
tween the two documents. This is un-
derstandable because counseling is
considered to be a subset of psychology.
The principal differences between the
APA (2010) and ACA (2005) Ethics
Codes lie in their detail and length. The
ACA Code contains more specific appli-
cations and descriptions, whereas the
APA Code is more broad and general, al-
lowing for more interpretation from
psychologists.

General Similarities and Differences
between the APA and ACA Ethics
Codes
One of the main general differences is
the way in which each association or-
ganizes and describes its Ethics Code. In
its description, the APA (2010) begins by
listing five General Principles, which are
aspirational goals meant to serve as a
source of guidance for psychologists.
Principle A, Beneficence and Nonmalefi-
cence, states that psychologists strive to
benefit and to not cause harm to those
with whom they work. Principle B, Fi-
delity and Responsibility, exists when trust
is established in the relationships psy-
chologists make through their profes-
sion. Their standards of conduct and
professional responsibilities are upheld.
Principle C, Integrity, implies that psy-
chologists seek to promote accuracy,
honesty and truthfulness in the science,
teaching, and practice of psychology.
Principle D, Justice, exists when psychol-
ogists understand that the benefits from

continued on page 29
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the contributions of psychology are enti-
tled to all persons based on fairness and
justice. Principle E, Respect for People’s
Rights and Dignity, establishes that psy-
chologists need to respect the dignity
and rights of all individuals. They strive
to be nonbiased and do not knowingly
participate in, or condone, activities of
others based on prejudices.

In comparison, the ACA (2005) Ethics
Code has introductory statements for
each of eight sections, describing general
guidelines pertaining to that particular
section. For example, in Section C, Profes-
sional Responsibility, the introduction
states, “Counselors aspire to open, hon-
est, and accurate communication in deal-
ing with the public and other
professionals. They practice in a nondis-
criminatory manner within the bound-
aries of professional and personal
competence and have a responsibility to
abide by the ACA Code of Ethics” (p. 9).
The Code goes on to describe that coun-
selors engage in activities to improve
their development and advocacy, and en-
gage in counseling practices that are
based on “rigorous research methodolo-
gies” (p. 9), as well as engagement in self-
care. This introduction section is different
from the APA Ethical Guidelines in that
it is more specific, but it does cover gen-
eral guidelines for counselors to follow. 

The main similarities occur between the
ten Standards of the APA (2002) and the
eight sections of the ACA (2005) Ethics
Codes (see Appendix A). For example,
Section C of the ACA Ethical Codes, Pro-
fessional Responsibility, corresponds to
Standard 2 of the APA, Competence (see
Appendix A).

Competence
Wise (2008) reports that competence is
the cornerstone of the ethical principles
of psychologists, while Knapp and Van-
decreek (2006) argue that competence is

based on the moral principles of benefi-
cence and nonmaleficence: That is, that
psychologists should work to benefit,
and to avoid harming, those with whom
they work. Remaining within one’s field
of competence helps maximize the po-
tential to make positive changes in the
lives of others, and going beyond one’s
area of competence can increase the risk
for harm (Koocher & Keith-Spiegel,
2008; Naggy, 2011). Koocher and Keith-
Spiegel (2008) write that obtaining a
consensus on the definition of compe-
tence has been impossible, both within
and across health and mental health dis-
ciplines, and Knapp and Vandecreek
(2006) state there is often debate about
the specific skills that define compe-
tence. Competence is a particularly im-
portant Ethical Standard because it is
often cited when ethics complaints are
brought against psychologists (Naggy,
2011). Truly competent professionals are
able to recognize their limitations and
weaknesses, as well as their strengths
and skills (Koocher & Keith-Spiegel,
2008). Maintaining and enhancing com-
petence is a widely shared commitment
among psychologists, but there is debate
within the multiple fields of psychology
regarding how best to accomplish this
goal (Wise et al., 2010).

Differences Between the APA & 
ACA Ethics Codes 
The APA’s (2010) description of bound-
aries of competence states that, “when
assuming forensic roles, psychologists
are or become reasonably familiar with
the judicial or administrative rules gov-
erning their roles” (p. 4). Unlike psy-
chologists, counselors do not perform
forensic duties. Therefore, the ACA
(2005) Ethics Code does not elucidate
forensic roles.

In addition, delegation of work to others
(2.05) and providing services in emergen-

continued on page 30
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cies (2.02) are part of the Ethics Code of
the APA, but not the ACA. Due to the
fact that professional psychologists need
to obtain a doctorate degree, they are
often in more authoritative roles than
counselors. They will often spearhead
research experiments, occupy supervi-
sory roles, or manage organizations.
When psychologists are in these roles it
is important that they follow ethical
guidelines so they do not take advan-
tage of others. It is also important for
psychologists to understand it is accept-
able to provide mental health services in
areas where the necessary training has
not been met to ensure services are not
denied in emergency situations. Coun-
selors do not deal with these profes-
sional roles as often, which is why they
are not mentioned specifically in the
ACA Ethics Code. If counselors were to
take on these roles it would be impor-
tant for them to follow the Ethics Code
of the APA (2010). 

Application of Competence 
Competence is described in the ACA
(2005) Ethics Code under Section C, Pro-
fessional Responsibilities, in subset C.2.,
Professional Competence. The APA (2010)
addresses this area of the Ethics Code in
Standard 2, Competence. Both the ACA
(2005) and APA (2010) Ethics Codes dis-
cuss the boundaries of competence, stat-
ing that psychologists can only work
within areas of competency “based on
their education, training, supervised ex-
perience, consultation, study, or profes-
sional experience” (Boundaries of
Competence, C.2.a; Boundaries of Compe-
tence, 20.1). The ACA (2005) includes
“state and national professional creden-
tials” in this description, while the APA
does not.  The ACA mentions credential-
ing requirements because they vary con-
siderably for counselors based on state
and national standards. This is not the
case with psychologists. While profes-
sional psychologists do need to be li-

censed within the state in which they
practice, their licensure status does not
typically depend upon legal nuances to
the same degree as does credentialing
for counselors. 

The APA (2010) Standard 2.03, Maintain-
ing Competence, states, “psychologists
undertake ongoing efforts to develop
and maintain their competence” (p.
1064). The ACA (2005) Section C.2.f,
Continuing Education, states that coun-
selors recognize the need for continuing
their education to stay up-to-date on
techniques and take steps to maintain
their competence in the techniques they
use.  Wise et al. (2010) suggests that im-
proving “education to stay current with
developments sharpens our clinical
skills and serves to maintain our com-
mitment to and enthusiasm for practice”
(p. 636). Wise (2008) goes on to discuss
the importance of professional develop-
ment and how integral it is in maintain-
ing competence levels. Nagy (2011)
reports that maintaining competence is
an ongoing process rather than a static
goal based on knowledge learned dur-
ing initial training.

Wise et al. (2010) argue that considerable
attention is given to the content and
quality of the initial professional train-
ing, but that more focus needs to be
given to life-long learning. While life-
long learning is somewhat integrated
into education, training and professional
development, the current system of con-
tinuing education in psychology is
“fragmented and provides little guid-
ance for the professional to develop a
plan to ensure competency” (p. 292). 

Competence needs to be taken seriously
by both counselors and psychologists.
One cannot help others if not trained or
capable of doing so. This is, in essence,
why mental health practitioners obtain

continued on page 31
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higher degrees of education; not just be-
cause specific licensures are needed on
a state and national level to practice, but
also because counselors and psycholo-
gists must be well trained and educated
to effectively help others. Furthermore,
clinicians must actively maintain this
competence as they progress throughout
their careers. The APA (2010) and ACA
(2005) have similar views on compe-
tence; the only differences pertain to cre-
dentialing and licensure distinctions.

What these Ethics Codes need is more
guidance and continuity on the defini-
tion of competence, and guidelines for
how counselors and psychologists can
adequately maintain this competence
throughout their professional careers. 

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

Appendix A
American Psychological Association (APA)
General Principles of the APA Ethics Code
1 Beneficence and Nonmalefience
2 Fidelity and Responsibility
3 Integrity
4 Justice
5 Respect for People’s Rights and Dignity

Standards of APA Ethics Code
1 Resolving Ethical Issues
2 Competence
3 Human Relations
4 Privacy & Confidentiality
5 Advertising and Other Public Statements 
6 Record Keeping & Fees
7 Education & Training
8 Research & Publication
9 Assessment
10 Therapy

American Counseling Association (ACA)
Sections of the ACA Ethics Code
A The Counseling Relationship
B Confidentiality, Privileged Communication, and Privacy
C Professional Responsibility
D Relationships with Other Professionals
E Evaluations, Assessment, & Interpretation
F Supervision, Training, & Teaching
G Research & Publication
H Resolving Ethical Issues

Resolving Ethical Issues
ACA Section H, Resolving ethical issues
APA Standard 1 Resolving Ethical Issues

continued on page 32
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Supervision Training & Teaching
ACA Section F; Supervision, Training & Teaching
APA Standard 7; Education and Training

Confidentiality
ACA Section B; Confidentiality, privileged communication and privacy
APA Standard 4; Privacy & Confidentiality

Assessment
ACA Section E; Evaluations, Assessment & Interpretation 
APA Standard 9; Assessment 

Relationships
ACA Section A; The Counseling Relationship
APA Standard 10: Therapy

ACA Section D; Relationships with other professionals
APA Standard 3; Human Relations

Fees
ACA; Section A: Counseling relationship:

A.10. Fees and Bartering A.10
APA Standard 6: Record Keeping & Fees

Records
ACA Section B; Confidentiality, Privileged Communication, and Privacy

B.6. Records
APA Standard 6; Record keeping & Fees

Competence
ACA Section C; Professional Responsibility

C.2. Competence
APA Standard 2; Competence

Advertising
ACA Section C; Professional Responsibility 

C.3. Advertising and Soliciting Clients
APA Standard 5; Advertising and other public statements

Public Statements 
ACA Section C; Professional Responsibility 

C.7. Responsibility to other Professionals
C.7.a. Personal Public Statements

APA Standard 5; Advertising and other public statements
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As a post doctoral
graduate embarking
on psychology licen-
sure, teaching a grad-
uate level course in
professional ethics
and supervising stu-

dents in practicum wasn’t something I
had planned for when I began my expe-
rience working in the mental health field
twenty-five years ago. When I enter a
classroom or work with clients, I am
keenly aware of the notion that this
work is in many respects quite familiar
to me, while at the same time vastly
new. In writing this article, I contem-
plate the meaning of the phrase “early
career psychologist.”

While the ink is drying on my doctoral
degree, understanding who I am as a
psychologist in early career status re-
quires a synthesis of the experiences that
have led up to this point. As an under-
graduate psychology major, I answered
a classified ad for a receptionist in a
community mental health center. I was
a good typist and the job included tran-
scribing psychological evaluations – it
paid well, and like any student, I needed
the money. It was not anticipated that
this clerical experience would be the be-
ginning of a decades-long journey to be-
coming a psychologist. Working on the
frontlines of a mental health delivery
system—answering calls, encountering
people in crisis, interacting with various
types of clinicians, mastering the
spelling of a number of psychological
terms and medications, as well as the
proper formatting for any formidable

psychological report, proved to be a sig-
nificant influence on who I am, how I
conduct my business, and how I ap-
proach my work today. I was fortunate
to witness first-hand the process of men-
tal health service in a dynamic and de-
manding setting. I also recognized that
many of the clinicians with whom I
worked at the time seemed to be truly
committed to their work; they showed
respect and compassion for their clients,
and were genuinely concerned about
their welfare. This made an impression
on me, and approaching my work and
treating my clients in a similar fashion is
something that I will strive to carry for-
ward in my own work as a psychologist.

Graduating as a psychology major
brought on the usual challenges, such as
how to effectively utilize a bachelor’s
degree so I could earn a livable income.
I continued my post-bachelor’s career
path as a behavior therapist in a thera-
peutic day treatment setting working
with children. I learned about most
things related to applied behavior analy-
sis, developed some assessment skills,
and was challenged to meet the needs of
clients in the trenches of a highly struc-
tured and demanding therapeutic set-
ting. This eventually segued into
graduate training as a school counselor,
where I continued to work primarily
with children and families. Later, my ca-
reer path morphed into teaching under-
graduate psychology courses at a local
two year college. Midlife changes even-
tually impacted my decision to return
for a doctoral degree. The desire to

EARLY CAREER
Red Convertible vs. Doctoral Degree:  
Reflections on being a Midlife Early Career Psychologist
Saundra Welter Bacon, Psy.D.
University of St. Thomas, Minneapolis, MN
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broaden my own career development
seemed more important as my spouse
became a dislocated worker from the
airline industry following September 11,
and my daughter was beginning school.
I was drawn back to my original interest
in studying psychology and felt a desire
to pursue work as independent practi-
tioner—something that seemed only
possible by completing a doctoral 
degree and pursuing licensure as a 
psychologist. 

Seven years later, course work and doc-
toral internship complete, and I am now
presented with the task of how to com-
bine my past experience with new
knowledge and skills acquired during
the doctoral training process. I have
questioned just what it is I have been
able to learn and develop from the expe-
rience, and how it will be synthesized
into my work in the latter portion of my
work life. The system in which we pro-
vide psychological services to others has
changed since 1986. Being a licensed
psychologist with a terminal degree
seems to afford a variety of opportuni-
ties in which I might utilize my skills
and experience, either by practicing
therapy, teaching or providing supervi-
sion. At the same time, it’s interesting to
consider what I might be writing at this
time if I had completed doctoral studies
twenty years earlier. Hypothetically
speaking, I might be discussing how
sure I am about my philosophy of the
human experience, or which specific
area of practice I plan to spend the next
twenty years of my work. Would I be
talking about the most recent wave of
recommendations for working with a
particular population or diagnostic
problem, or a newly developed treat-
ment method or approach to psy-
chotherapy? 

Aside from such speculation, I must ap-
proach the next era in my career life in a
vastly different way than I might have if

I had followed a traditional course.
Working with clients as a therapist
means something different to me now
than it did ten or twenty years ago. Ear-
lier, I may have been more invested in
the idea of being a therapist; portraying
the persona of a therapist. I may have fo-
cused more on performing specific func-
tions, such as research, therapy and
assessment, or in developing a specific
therapeutic technique. These areas con-
tinue to carry some significance to me as
a developing practitioner, but seem to
take on more qualitative meaning than
before. At present, I find the emphasis of
my work to be that of continued growth
as a person in the profession, both
through the service of providing psy-
chotherapy, as well as through teaching
and supervising therapists in training.
What I’ve learned from having the op-
portunity to extend my training and ex-
perience as a clinician has also stemmed
into developing my skills as a supervi-
sor. This new added function of my role
as a clinician is something I find to be
equally challenging and rewarding. If I
had to select a salient feature of what
I’ve been able to conceptualize from the
experience of combining clinical work,
supervision and teaching—it’s the inter-
connectedness of each of these areas. It
has allowed me a 360 degree view of the
developmental process of becoming a
psychologist. As I look forward to fur-
ther developing talents in these capaci-
ties, I’m focused more on what I can
share with others. Through teaching, I
have the opportunity to integrate practi-
cal knowledge and extend it to the class-
room. From a clinical perspective, I
stand to appreciate even more the un-
derpinnings of critical research that
serves to guide and inform my work.
The opportunity to provide supervision
has presented itself as an unexpected
but welcome challenge and privilege. 

continued on page 36
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Find Division 29 on the Internet. Visit our site at
www.divisionofpsychotherapy.org

Overall, the focus of my future work as
a psychologist at this point in time has
taken on a different emphasis—that of
which allows me to continue learning
from others through consultation and
training, as well as what I might be able
to effectively share. It has become a
Gestalt process, something that holds
bigger meaning than all of the compo-
nent parts of being a psychologist. I
hope to benefit from the opportunities

and privileges that licensure affords me
as I continue to develop my therapeutic
practice, teaching and supervising. Hav-
ing been rewarded from substantial ex-
periences with positively influential
teachers, supervisors and mentors, I also
hope to be able to give back to the pro-
fession what it has provided me—life-
long growth and opportunity in an ever
changing field of study and practice.

The Psychotherapy Bulletin 
is Going Green: 
Click on 
www.divisionofpsychotherapy.org/members/gogreen/
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STUDENT FEATURE
Motivational Interviewing with Older Adults: 
Enhancing Health Behavior Change
Stacy A. Ogbeide, MS
The School of Professional Psychology at Forest Institute

The population of
older adults is on the
rise. Currently, there
are 37 million individ-
uals in the United
States who are 65
years or older. By 2030,
this population will

grow to about 80 million (Cummings,
Cooper, & Cassie, 2009). Aging is some-
times coupled with an increase in acute
and chronic illness which can also affect
psychosocial functioning. The leading
causes of death in individuals ages 65
and older are the following: heart dis-
ease, cancer, and stroke. Other chronic
conditions that can cause impairment in-
clude diabetes and chronic obstructive
pulmonary disease (COPD). Many ill-
nesses that are experienced by this pop-
ulation can be managed through the use
of lifestyle and behavioral modifications.
Lifestyle habits that can predict disability
in older adults include smoking, diet,
lack of exercise, and alcohol consump-
tion. Motivational interviewing (MI) is
an intervention that can be used to en-
hance behavior change in the older adult
who may be faced with a chronic condi-
tion. Although there is literature that
suggests the effectiveness of MI, much of
the literature does not focus on older
adults. The purpose of this paper is to ex-
amine the existing literature on MI in the
older adult population as a means of
promoting health behavior change. 

Motivational Interviewing 
with Older Adults
Motivational interviewing is aimed at
increasing self-efficacy and reducing
ambivalence in order to enable behavior

change (Cummings, Cooper & Cassie,
2009). According to this approach, the
individual experiences internal conflict
regarding the pros and cons of behavior
change. As a result, the internal conflict,
or ambivalence, must be resolved in
order for the individual to engage in be-
havior change. The role of the behav-
ioral health professional is to help the
individual “overcome his or her nega-
tive perception of change in favor of a
positive recognition of the benefits of
change” (p. 198). Current literature en-
courages the use of cognitive-behavioral
therapy (CBT) or interpersonal psy-
chotherapy (IPT) when working with
older adults (Bugelli & Crowther, 2008).
Both of these therapies employ collabo-
ration with the client in order to elicit
change. Motivational interviewing,
which also emphasizes collaboration,
can be used in conjunction with CBT or
IPT or used as a standalone treatment.
When using MI for the older adult, it is
important to consider physical, psycho-
logical, cognitive, social, developmental,
and environmental factors. For example,
the psychologist will need to employ
flexibility in treatment planning, with
the goals of treatment clearly defined by
the client and psychologist. Facilitating
treatment with phone calls, letters, or
hospital visits may also be beneficial. It
is important to work with other health-
care providers as well as caregivers con-
cerning the older adult’s healthcare.
During therapy, working at a slower
pace and using repetition may be help-
ful with the retention of information.

continued on page 38
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Diet, Exercise, and Weight 
Management
West, DiLillo, Bursac, Gore, and Greened
(2007) examined women with type II di-
abetes. Two groups were used in this
study: an MI group and an attention-only
control group. Results of the study
showed that both groups lost weight and
demonstrated improved glycemic control
but participants in the MI group showed
significantly better improvement than
the attention-only control group. The au-
thors reported that MI was less effective
for the African-American participants,
but substantial conclusions for this find-
ing were not drawn.

Two smaller studies were also con-
ducted examining the use of MI with
type II diabetes in older adults. Smith,
Heckenmeyer, Kratt, and Mason (1997)
examined the effect of MI on adherence
to a weight control program in older
women with type II diabetes. The two
groups received weekly standard care,
with the treatment group also receiving
weekly MI sessions with a psychologist
trained in MI. The results showed that
the treatment group showed significant
improvement in glucose control as 
well as program attendance, food 
diary completion, and blood glucose
monitoring. In a second study, Jackson,
Asimakopoulou, and Scammell (2007)
examined the effect of MI on physical
activity in older adults in the United
Kingdom. Similarly, both groups re-
ceived standard care, but the treatment
group also received face-to-face MI ses-
sions with a dietician trained in MI.
After six weeks of the intervention, par-
ticipants in both groups reported an in-
crease in physical activity, but the
frequency and duration of physical ac-
tivity were significantly higher in the MI
treatment group. 

In a second study, Kreman et al. (2006)
examined the use of telephone-based MI
in older adults with high cholesterol.

When compared to the treatment as usual
group, the participants who received MI
showed an increase in physical activity
levels as well as a decrease in total choles-
terol levels. Similar studies using tele-
phone-based MI, as well as face-to-face
MI sessions in different chronic disease
populations have found similar results
(Bennett, Lyons, Winters-Stone, Nail &
Scherer, 2007; Hoglund, Sadovsky, &
Classie, 2009; Kolt, Schofield, Kerse, Gar-
rett, & Oliver, 2007; Sims, Smith, Duffy, &
Hilton, 1998). Bennett, Young, Nail, Win-
ters-Stone, and Hanson (2008) found that
although MI did not increase physical ac-
tivity levels, self-efficacy for physical ac-
tivity was increased. 

Chronic Disease Management
Hyman, Pavilk, Taylor, Goodrick, and
Moye (2007) examined the effect of MI
on health behaviors (smoking, diet, and
exercise) in an African-American popu-
lation with hypertension and an in-
creased risk of cardiovascular disease.
Three groups were used in this study: 
simultaneous-treatment, sequential treat-
ment, and usual-care. Results showed
that the simultaneous-treatment group
demonstrated more success when com-
pared to the other two groups. The simul-
taneous-treatment also demonstrated a
greater decrease in sodium intake as well
as higher levels of smoking cessation. 

McHugh et al. (2001) also examined the
effects of MI on health behavior change
in a sample of older adults awaiting
coronary bypass graft surgery. Results of
this study showed that participants in
the treatment group receiving MI (com-
pared to the treatment as usual group)
demonstrated better health outcomes in
the areas of smoking cessation, weight,
physical activity, and blood pressure.
Bennett et al. (2005) examined the effect
of MI on the following conditions: dia-
betes, lung disease, heart disease, arthri-

continued on page 39
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tis, and neuromuscular disease. The
study included a treatment as usual
group and an intervention group which
received telephone-based MI lasting 3-45
minutes over a six-month period. At the
start of the program, the MI calls were
longer and progressively were shortened
as the program continued. The results in-
dicated that the intervention group re-
ported less “health distress” and less
“illness intrusiveness” when compared
to the control group (p. 193).

In addition to health behavior change to
improve the management of chronic
conditions, medication adherence can
also become problematic in the older
adult population. Solomon et al. (2010)
examined the use of MI to improve ad-
herence to osteoporosis medication. The
intervention is based on prior medica-
tion adherence studies (DiIorio et al.,
2008; Ogedegbe et al., 2007), with the
difference being that the current study is
using a telephone-based MI approach.
Two groups were used in this study: an
intervention group who received tele-
phone-based MI and educational mate-
rials through the mail and the control
group who only received educational
materials through the mail. The authors
indicated that this intervention is cur-
rently being tested in a randomized con-
trol trial and hope that this will be a
novel intervention for medication ad-
herence in the older adult population.

Smoking Cessation and Alcohol Use
Wakefield, Olver, Whitford, and Rosen-
feld (2004) examined smoking cessation
rates in older individuals with cancer.
Two groups were used in this study:
treatment as usual and a treatment
group receiving 11 face-to-face sessions
of MI. Each group received written mate-
rials concerning smoking cessation as
well. Participants in the treatment (MI)
group who smoked more than 15 ciga-
rettes per were also offered nicotine re-
placement therapy (NRT). Results

showed that, six months after the com-
pletion of the intervention, the treatment
group had an increased likelihood of
using NRT and reviewing the written
materials that were provided to them,
but no significant differences were found
in cessation rates between the MI-treat-
ment and treatment as usual groups. 

Other studies have found differing re-
sults. Hokanson, Anderson, Hennrikus,
Lando, and Kendall (2006) randomly as-
signed participants from a diabetes cen-
ter to treatment as usual and an
intervention group who received an ini-
tial face-to-face MI session and three to
six follow-up telephone-based MI ses-
sions. Those who expressed interest in
smoking cessation received more phone
calls than participants who did not ex-
press interest. Nicotine replacement
therapy was also offered to those in the
intervention group who were interested.
Results showed that those in the inter-
vention group had lower smoking rates
when compared to the treatment as
usual group three months after the com-
pletion of the intervention. At six
months post-intervention, the differ-
ences between the intervention group
and the treatment as usual group were
not significant.

Borrelli et al. (2005) found similar re-
sults. The treatment group receiving MI
(three face-to-face sessions as well as fol-
low-up telephone-based MI) reported
more attempts towards the cessation of
smoking and a “decrease in the number
of cigarettes smoked daily when com-
pared with the control group” (p. 201).
Treatment group participants were also
more likely to report continuous absti-
nence when compared to the control
group. The difference between this
study and the Hokanson study was the
lasting effect of the MI treatment—Bor-
relli reported significant differences 12
months after the completion of the inter-

continued on page 40
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vention between the treatment and the
control groups. 

Although most older adults consume
less alcohol than younger adults, many
older adults have problems with alcohol
use. Individuals who are identified as
early-onset drinkers (before 60 year of
age) make up two-thirds of the older
adult population who experience alco-
hol-related problems (Hanson &
Gutheil, 2004). It is estimated that 10%
of the older adult population “have a
least one alcohol-related problem, and
8% meet diagnostic criteria for alcohol
dependence” (p. 365). Gordon et al.
(2003) examined the effects of MI on
hazardous drinking behaviors in the
older adult population. Three treatment
groups were used: MI, brief advice, and
standard care. Results from this study
indicated that there was decreased alco-
hol consumption among all groups and
both interventions were not significantly
different from standard care. 

Summary
Motivational interviewing is a therapeu-
tic approach that has been used to ad-
dress a number of different health
behaviors. This approach has been used
in different age populations and has also
been found to enhance behavior change
in areas such as weight management,
chronic disease management, and smok-
ing cessation in older adults. Although
effective, some studies found conflicting
results in terms of achieving long term
behavior change. The current literature
indicates a need for future research on MI
in this population in order to determine
the variations in treatment effectiveness
(e.g., frequency of treatment, amount of
MI training of the interventionist) as well
as the manner in which MI is utilized
(e.g., telephone vs. face-to-face sessions). 

References for this article can be found
in the on-line version of the Psy-
chotherapy Bulletin published on the
Division 29 website.
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Women’s Preventive
Health Care:As our na-
tion experiences the
steady implementation
of President Obama’s
landmark health care
reform legislation, the

Patient Protection and Affordable Care
Act [PPACA], over the next 5 to 10 years,
it is important for psychology to appre-
ciate the significance of Katherine
Nordal’s State Leadership charge to “get
personally involved.” The underlying
legislation is broadly written, endorsing
important long-range objectives, while
providing the States and the Adminis-
tration with considerable flexibility to
craft the implementing details. This
summer, the Institute of Medicine (IOM)
released its recommendations to the De-
partment of Health and Human Services
(HHS), Clinical Preventive Services for
Women: Closing the Gaps. According to
the Committee Chairperson and former
Director of the National Institute for Oc-
cupational Safety and Health: 

The Patient Protection and Affordable
Care Act of 2010 has afforded us an
historic occasion. For the first time,
prevention plays a central role within
the scope of new health insurance
plans in the United States. Also, an
ongoing focus on women’s preven-
tive services is expected to be in-
cluded in these efforts. Given the
history of inadequate attention to
women’s health research and preven-
tive services noted by many, (includ-
ing previous IOM committees), I am
truly optimistic that gains in women’s
health and well-being will ensue.
With the multiple roles that women

play in society, to invest in the health
and well-being of women is to invest
in progress for all.

Exciting opportunities….
The preventive services and screenings
specified in PPACA, and ultimately ex-
panded by HHS, will be fully covered
without patient copayment. The three
sets of guidelines currently being uti-
lized to define “preventive services” in-
clude recommendations made by the
U.S. Preventive Services Task Force, the
Bright Futures for Adolescents of the
American Academy of Pediatrics, and
the Centers for Disease Control and 
Prevention’s Advisory Committee on
Immunization Practices. The IOM was
charged with convening “an expert
committee to review what preventive
services are necessary for women’s
health and well-being and should be
considered in the development of com-
prehensive guidelines for preventive
services for women” as well as provid-
ing “guidance on a process for regularly
updating the preventive screenings and
services to be considered.” Issues to be
explored included:
• What is the scope of preventive serv-
ices not included? 

• What additional screening and pre-
ventive services have been shown to
be effective for women? 

• What services and screenings are
needed to fill gaps in recommended
preventive services for women? 

• What models could HHS and its agen-
cies use to coordinate regular updates
of the comprehensive guidelines for
preventive services and screenings for
women and adolescent girls?

WASHINGTON SCENE

If You Miss The Train I’m On...
Pat DeLeon, Ph.D.
Former APA President
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In fulfilling its mission, the IOM sought
to identify preventive measures that
were aimed at filling the gaps that it had
identified. In most cases these measures
had already been proposed in the guide-
lines of other professional organizations.
Those preventive measures that were
clearly not developed, tested, or known
well enough to have a measurable im-
pact were eliminated from considera-
tion. Fundamentally, the IOM explored
whether high-quality systematic evi-
dence demonstrates the effectiveness of
the measure, whether it has been identi-
fied as a federal priority in women’s pre-
ventive services, and whether existing
federal, state, or international practices,
professional guidelines, or federal reim-
bursement policies support its use.

The IOM noted that prevention is a
widely-recognized, effective tool in im-
proving health and well-being and has
been shown to be cost effective in ad-
dressing many conditions early. Histori-
cally, the many disparate components of
the U.S. health care system have relied
more on responding to acute problems
and the urgent needs of patients than on
prevention, despite almost two decade’s
worth of research suggesting that nearly
half of all deaths in the U.S. are caused
by modifiable health behaviors and that
an increase in the use of clinical preven-
tive services in the U.S. could result in
the saving of more than 2 million life-
years annually. Compared with a system
that prevents avoidable conditions early,
a system that responds to the acute
health care needs of patients can be inef-
ficient and costly, and a focus on re-
sponse instead of prevention is a major
barrier to the enactment of optimal
health and well-being by Americans. 

On average, women tend to use more
preventive care than men, owing to re-
productive and gender-specific condi-
tions, causing significant out-of-pocket
expenditures. This creates a particular

challenge to women, who typically earn
less than men and who disproportion-
ately have lower incomes. Before
PPACA, there was little standardization
of the preventive services offered by
both private and public payers. Medi-
caid, for which the benefits are essen-
tially crafted at the State level, offers
coverage for many preventive services
for its approximately 66 million benefici-
aries, including 30 million children. In
our judgment, it is unfortunate that psy-
chology did not have the foresight to
seek express recognition under the fed-
eral Medicaid statute prior to the enact-
ment of PPACA.

Although none of the IOM committee
members were psychologists, one of the
important “Identified Gaps” addressed
by the IOM was mental health care. 
Mental health issues are increasingly 
becoming a part of primary care, in part
because of increased physician education.
Depression, for example, is a condition
commonly encountered in primary care
because those with major depressive dis-
order tend to utilize health care at higher
rates. This disorder affects approximately
121 million people world wide and has
been identified to be 1 of the top 10 lead-
ing causes of disease burden. It is also di-
agnosed twice as often in women as in
men. Between 10% and 20% of mothers
experience postpartum depression within
the first year after giving birth, which has
significant consequences for both the
child’s development and the mother’s
well-being. Depression may lead to suici-
dal ideation and actions, with suicide
rates in women the highest within the age
range of 45 to 54 years. Across the life
span, women may develop depression
more often or more prominently around
the time of certain reproductive events,
such as menstruation, pregnancy, loss of a
baby, birth of a baby, infertility, and
menopause. 
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The primary gap in prevention services
recognized by the IOM is that the cur-
rent recommendation for depression
screening and follow-up does not ad-
dress suicide and postpartum depres-
sion as related conditions to be
evaluated. We would postulate that if
psychology had been more actively en-
gaged in this important IOM study, a
significantly broader recommendation
would have evolved. As Katherine
Nordal emphatically stressed, our na-
tion’s health care system is undergoing
unprecedented change and would sig-
nificantly benefit from psychology’s
concerted presence.

MACPAC: One of the most satisfying
aspects of serving in the public policy
arena is the opportunity to work closely
with our nation’s next generation of
public servants. Coming from varying
backgrounds, these leaders of tomorrow
are extraordinary bright, enthusiastic,
and dedicated. Hopefully, as they ma-
ture into seasoned professionals, they
will retain these defining traits. “Only a
year out of my undergraduate studies
and interning in Washington, DC, for
the first time, I have found myself div-
ing head first into a veritable sea of com-
plex issues I had never had to look more
closely at than the articles in my local
newspaper. I have been fortunate
enough to have the opportunity to work
closely on many different health-related
issues during my short tenure here and
am struck by the inseparable bond exist-
ing between the health issues I study
and the debt talks going on all around
me. As the struggle to reform healthcare
and balance the Federal budget contin-
ues, the U.S. is increasingly looking at
patient-centered and team-based ap-
proaches as a more effective way to not
only treat patients, but also to manage
their long-term care. With so much
change being implemented on the sys-
tem as a whole, the role of the psycholo-
gist within the new healthcare system is

also evolving. On the one hand, recent
studies show the tremendous psycho-
logical effect of expanded Medicaid or
access to medical insurance. Evidence
from the first year of the Oregon Health
Insurance Experiment indicates that
‘when poor people are given medical in-
surance, they not only find regular doc-
tors and see doctors more often but they
also feel better, are less depressed and
are better able to maintain financial sta-
bility.’ On the other hand is the problem
of finding adequate funding to support
these initiatives.

“Persons requiring mental health serv-
ices, while representing a comparatively
small portion of the Medicaid recipient
population, also incur a disproportion-
ately high level of associated cost. The
APA reports that most Medicaid benefi-
ciaries are not entitled to psychological
services. With the exception of children
under the age of 21, who are covered by
Medicaid as part of the Early and Peri-
odic Screening, Diagnostic and Treat-
ment (EPSDT) benefits for psychological
services, access for low-income families
and disabled persons varies from state
to state. Because it is considered an ‘op-
tional benefit,’ only 50% of the states
offer psychological services through in-
dependent practices while the other half
may cover services in certain situations
only, such as through a hospital, accord-
ing to the APA. However, in those cir-
cumstances, psychologists are not able
to bill Medicaid directly. States’ policies
on psychological treatment as an ‘op-
tional benefit’ vary considerably and are
at risk for cuts as states facing budget
shortfalls must make tough choices.

“In an effort to confront the national
goal of cutting spending while improv-
ing the care management necessary for
this population’s complex needs, states
have been increasingly trending away

continued on page 44
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from fee-for-service and towards man-
aged care in Medicaid, a movement that is
likely to continue, according to the Medi-
caid and CHIP Payment and Access
Commission’s (MACPAC’s) recent Re-
port to Congress: The Evolution of Man-
aged Care in Medicaid.Managed care can
be used to define many different arrange-
ments for delivering and financing health
care services, though the main three
arrangements are comprehensive risk-
based plans, primary care case manage-
ment programs, and limited benefit plans.
While each state takes a slightly different
approach, 48 states and the District of Co-
lumbia now use some combination of
managed care, incorporating 71% of all
Medicaid enrollees.

“This being said, another paradox exists
regarding Medicaid and behavioral
health patients. Medicaid enrollees gen-
erally tend to have a higher prevalence
of behavioral health issues than the
greater population; and further, mental
health conditions can exacerbate other
existing medical conditions. Conversely,
behavioral health services are often the
most ‘carved out’ services in Medicaid
programs, causing enrollees to have to
struggle with a complex system and co-
ordinating services. These problems are
further compounded when, in some
states, the behavioral health services are
‘carved out’ of the plan benefit package
but the pharmaceutical costs associated
with them are included. Other states
have taken a more limited-benefit ap-
proach to their plans and have contracts
to manage the subset of benefits and
services required for particular subpop-
ulations, such as individuals in need of
inpatient mental health services.

“The particular and increasing relevance
of managed care in Medicaid comes not
from its apparent discrepancies or from
the challenges it has had in securing
provider participation, but rather from
PPACA, which is expected to be fully

implemented by 2014. Notably, this Act
will require the states to establish cover-
age for nonelderly parents, childless
adults, and adults with disabilities with
incomes up to 138% of poverty. It also
calls for the creation of Accountable
Care Organizations (ACOs), which are
networks of hospitals, doctors, and
other health professionals that agree to
share responsibility for the care received
by patients. Falling under the broader
category of ‘other professionals,’ psy-
chologists and other behavioral health
specialists will undoubtedly play an in-
tegral role as part of these health teams.
Perhaps as we look to the future of
healthcare reform in this country, the
need for psychologists to be more than
just ‘other professionals’ legislatively
will become more apparent and both the
government and the psychological com-
munity will be called upon to provide
both the funding and the necessary pro-
fessionals to meet the needs of the
American people” (Anna Borris, Intern
for U.S. Senator Daniel K. Inouye).

Conditions of Participation for Com-
munity Mental Health Centers: This
Summer HHS proposed regulations for
community mental health centers which
would require comprehensive patient
assessments by a physician-led interdis-
ciplinary team in consultation with the
client’s primary health care provider, if
any. The interdisciplinary team would
be composed of a doctor of medicine, os-
teopathy or psychiatry, a psychiatric reg-
istered nurse, clinical psychologist, a
clinical social worker, an occupational
therapist, and other licensed mental
health counselors, as necessary.

The required psychiatric evaluation
must be “completed by a psychiatrist or
psychologist with physician counter sig-
nature, that includes the medical history
and severity of symptoms.” In addition,
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the CMHC must designate a physician-
led interdisciplinary treatment team that
is responsible, with the client, for direct-
ing, coordinating, and managing the
care and services furnished for each
client. The interdisciplinary treatment
team is composed of individuals who
work together to meet the physical,
medical, psychosocial, emotional, and
therapeutic needs of CMHC clients.

We would suggest that Katherine’s mes-
sage is extraordinarily important if psy-
chology is to remain an independent
health care profession under PPACA. I
will soon be retiring from the U.S. Sen-
ate staff after 38+ years of a fascinating
journey. “If you miss the train I’m on,
you will know that I am gone. You can
hear the whistle blow a hundred miles.”
Aloha,
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NETWORKING & REFERRAL SOURCES
Connect with other psychotherapists so
that you may network, make or receive 
referrals, and hear the latest important 
information that affects the profession.

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

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

VISIT OUR WEBSITE
www.divisionofpsychotherapy.org
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