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EDITORS’ COLUMN
Jenny Cornish, Ph.D., ABPP, Editor
Lavita Nadkarni, Ph.D., Associate Editor
University of Denver Graduate School of Professional Psychology

The Psychotherapy Bul-
letin is going green!
Yes, after months of
thoughtful discussion,
we are ready to offer
readers the option of
receiving their Bulletin
online only, rather
than in hard copy
form. This will not
only save trees, but
will provide much
needed resources for
the Division to use on

other important projects such as our
website. Individuals who choose to re-
ceive the online edition of the Bulletin
will be able to read it directly on their
screens, or download it as a PDF to view
on their mobile devices. Eventually, we
hope that the Bulletin will be available
on media such as kindle and nook, and
that our articles will be searchable via
Google. In the future, we hope to 
produce an enhanced version of the 
Bulletin, optimized for the online envi-
ronment. Meanwhile, we are starting
with the relatively small step of allowing
members to choose the green option by
clicking on www.divisionofpsychother-
apy.org/members/gogreen/ and filling
out a brief form. Thereafter, those mem-
bers will receive an email with a link to
the online Bulletin as soon as it is avail-
able. Of course, they may still download
and print out the Bulletin (or any specific
articles) if they want to read anything in
hard copy.

This issue of the Bulletin is filled, as
usual, with excellent articles we know
you will enjoy and find useful. You
might want to begin by reading the 

President’s column, filled with excellent
information related to psychotherapy
(and be sure to check out the surfer
photo—talk about multitalented!). The
Ethics paper in this issue is a particularly
compelling story with an important
message. The Education and Training
submission is related to “deliberate
practice theory,” and should be of great
interest to you. A helpful update on the
Multicultural Toolkit Taskforce has been 
written by the Professional Practice rep-
resentatives. A paper on facilitating
emotion regulation (from Perspectives
on Psychotherapy) should be useful to
all practitioners, and the report on Social
Justice and natural disasters will interest
you as well. The Diversity submission
this issue importantly focuses on treat-
ing trauma in African-Americans. We
have included a book review related to
earning a living outside of managed
care, and the Washington Scene, as
usual, includes up to date information
related to psychology and politics. Fi-
nally, there are some excellent features,
including papers on the relationship and
common factors in “new” therapies, rea-
sons why therapists fail, and our per-
sonal favorite (since it was written by
our interns!), an article with suggestions
for finishing doctoral papers on time for
graduation.

We encourage all readers to go green!
And, as usual, please continue sending
us your ideas, questions, comments,
suggestions, and submissions.

Jenny Cornish and Lavita Nadkarni
303-871-4737
jcornish@du.edu
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“My mother died when I was 2, I never
knew my father and still no one will tell
me who he is even though I think they
know. I got up every morning at 3:00 to
milk the cows before I could go to
school. I left my neglectful grandparents
when I was 15 and have been on my
own ever since. I don’t trust people. My
marriage is in trouble and I don’t know
where to turn. Can you help?” This is
just one of the many stories of suffering
and resilience that psychotherapists
hear daily that would shock most peo-
ple, and yet, we psychologist-psy-
chotherapists are entrusted with these
narratives and our assistance is sought.
We want to alleviate suffering and do no
harm. We must absorb and sit with emo-
tional suffering daily, while offering
hope in what may seem to be hopeless
situations. How does one go about try-
ing to crystallize these narratives and
offer a treatment that is effective? This is
no simple feat and one that requires
fairly sophisticated pattern recognition
tools, assessment skills, and methods
and techniques of psychotherapy, as
well as a deep appreciation for individ-
ual differences, cultural diversity, devel-
opmental psychology, and principles
and processes of psychotherapy. It is
very fascinating and perplexing to me

that we do not really have an empirical
basis to demonstrate that psychologist-
psychotherapists have better outcomes
than other disciplines that practice psy-
chotherapy, often with far less education
and training. We only have some prelim-
inary evidence to shine light on the fact
that some psychotherapists attain really
good outcomes and others may make
people worse. How highly effective psy-
chotherapists operate is not clear. It was
these issues that sparked my interest in
finding out what we know and do not
know about the effectiveness of psychol-
ogists who practice psychotherapy.
Under the able leadership of Dr. Jeff Bar-
nett a group of leading scholars and re-
searchers joined the Presidential Task
Force on Psychologist-Psychotherapists
(TOPPs) and compiled a review of the
literature that led to a discussion of a list
of questions we believe are important to
the field. The summary of the task
force’s work and recommendations will
be presented at the Division 29 Fall
Board Meeting and then shared with our
members. Although there are more
questions than we have answers for at
this time, I hope that the work of this
task force will lead to greater knowledge
about psychotherapist effectiveness. 
I am grateful to Dr. Barnett and the
members of the task force for their 
participation and wisdom.

Our Division of Psychotherapy is com-
mitted to addressing the most challeng-
ing issues that are shaping our future
viability as psychotherapists. These in-
clude helping us all learn how to deal
with an increasingly diverse world. I
was very excited to see one of our Past-
President Nadine Kaslow’s initiatives

continued on page 4

Jeffrey J. Magnavita, Ph.D.
Glastonbury Psychological Associates PC, Connecticut 
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come to fruition when I received the re-
cent special edition of Psychotherapy on
the diversity characteristics of the psy-
chotherapist and how these inform the
psychotherapeutic process. This issue
elucidates many of the challenges faced
by those on the forefront of these chal-
lenges from a professional and personal
perspective. It is quite gratifying to see
how rapidly this issue came to fruition
under Nadine’s oversight. 
Following a long tradition of collabora-
tion, our Division encouraged my atten-
dance at the Society for Psychotherapy
Researchers (SPR) conference in Asilo-
mar, California in June. SPR is an organ-
ization devoted to advancing psy cho-
 therapy research whose members have
contributed significantly to the literature
with high quality research on psy-
chotherapy process and outcome. There
has been a strong alliance between our
two organizations that has been culti-
vated over many years by many of our
Past Presidents and Board members.
Our Division leadership has been com-
mitted to strengthening and advancing
our relationship with SPR whose mis-
sion we view as critical to the advance-
ment of the field of psychotherapy. I
have been a member of SPR for over two
decades and many of our Division 29
members are leading psychotherapy re-
searchers who are committed to provid-
ing all of us with a solid evidence-base
to guide us in effectively treating those
who seek us out for our expertise. SPR
draws an international group of re-
searchers and clinicians and the confer-
ence was a hot house of new ideas and
fascinating research. Collaboration
among our members and SPR is prolific.
I was thrilled to see the close relation-
ships that have developed over the
years between the two groups. I partici-
pated in a number of discussions and
panels such as one lead by one by one of
this year’s Division 29 award winners
Louis Castonguay entitled, What do cli-

nicians think about research? Also on the
panel was Rosemary Adam-Terem from
our Board who is full of sage wisdom
and a holistic perspective. I really hope
someday that these presentations will be
videotaped and broadcast for all those
interested who cannot attend to see. The
dialogue and interaction among the
array of those who are primarily re-
searchers, those who do some clinical
work, and those who are primarily cli-
nicians and may be involved in re-
searcher was very engaging and at times
schema busting! Another panel that I
presented on led by our Past President
Abe Wolf was entitled, Working alliances:
The collaborations of APA and SPR. This
included our outgoing Editor-in-Chief
of our Journal Psychotherapy, Charlie
Gelso and was to include our recently
elected President-Elect-Designee start-
ing in January 2011, Marvin Goldfried
who unfortunately had to leave early.
Charlie’s research on a tripartite model
of the therapeutic relationship is very il-
luminating and represents how devoted
our leaders are to research and scholar-
ship. We did get a video of Abe present-
ing Marv’s findings from a recent
clinician-researcher collaborative proj-
ect, which I have been involved and has
been quite illuminating. We will share
more of this with you all in the near fu-
ture. Also, in attendance was our current
President-Elect, Elizabeth Nutt Williams
who has also established herself as a
leading psychotherapy researcher. An-
other one of our recent award winners,
Michelle Newman, presented her re-
search findings on generalized anxiety
disorder and clinical implications of her
work. Her team is really beginning to
unpack this perplexing clinical syn-
drome, with which so many of our pa-
tients live. The devotion and dedication
of the research community who work
tirelessly tackling complex problems is
commendable. I was so honored to have

continued on page 5
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been invited to so many panels and col-
laborate on various projects with so
many fine psychologists! At the beach
party the last evening there were a num-
ber of our leading members dancing on
tables but due to confidentiality I cannot
share my pictures. What happens in Cal-
ifornia stays there. 
We are making advances on the technol-
ogy front as well. Under the direction of
the Technology Task Force Chair Steve
Sobelman, who is also our revered Treas-
urer, we are making advances in the way
in which we embrace technology. Chris
Overtree has worked tirelessly to ad-
vance our internet presence with new
features and quality content. The website
continues to expand with new features
and relevant content. I am so appreciative
of everyone who works to make all the
parts of this division operate and evolve
as we meet new challenges. 
As part of my mission this year I wanted
to present to some of our sister groups
such as the Society for Psychotherapy Ex-
ploration and Integration (SEPI), which
held it’s meeting in Florence, Italy in
May. Again, I can say that exciting work
is going on and psychologists are part of
an international family who share many
basic values and passions. Again, Divi-
sion 29 was well represented in the ros-
ter including the keynote presentation,
which was given by our incoming coun-
cil representative and Past President
John Norcross. John’s work on the prin-
ciples of psychotherapy are being em-
braced, demonstrating the strong
commitment of our division leaders,
who like John serve as emissaries of ev-
idence-based psychotherapy around the
world. I saw many familiar faces and in-
ternational collaborators. SEPI was a
great success and continues to have a
strong and enduring relationship with
us. A number of our members of Divi-
sion 29 attended both SPR and SEPI’s
conferences and were amazed at how

we get around.

This brings us up to our next major
meeting place San Diego for our yearly
APA convention, which I think is going
to be a great success. If you have not
been to San Diego it will be a real treat.
You may even want to take some surfing
lessons, Southern California being the
place of the surf movement and the
Beach Boys. We have a really exciting
program shepherded by the able hand
of Jack Anchin and supported by our
Board and Division administrator
Tracey Martin. I want to thank everyone
for his or her devotion to this important
divisional activity. We have our own
suite this year that I hope that all of you
who are attending will drop by and say
hello. I will be interviewing some of the
leaders in our field and will feature
these on our website. I will be available
when I am not presenting to talk with
you about your passions for the field
and concerns. We have a wonderful
lunch with the Masters for students and
young career psychologists scheduled
for Saturday. If you teach or train stu-
dents please let them know to attend 
for lunch, book raffle, and informal dis-
cussions with many of our leading fig-
ures. Don’t miss our social hour on
Friday evening. We will be honoring our
award winners and sharing some good
food and time together. I hope to see you
all there!

Everyday when I see new patients and
those who I continue to work with in my
office I am strengthened by my partici-
pation in the Division of Psychotherapy
and sustained by the rich network of 
individuals that I cherish from around
the country. The work that you all do is
essential and although I know it is some-
times a very lonely mission, whether
you are a researcher or clinician or you
have your hands in both worlds, please

continued on page 6
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remember that members of our division
are some of the most amazing and re-
sourceful people you can ever meet. I
sometimes just love picking the phone
up and connecting with many of my
friends or better yet seeing you on

SKYPE or ooVoo, which is a real thrill
when I feel lonely and isolated facing
the suffering of others and trying to hold
the hope. Be connected! Pack up your
Woody Wagon and see you in San
Diego.
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Correction
Psychotherapy Bulletin 2010, Volume 45, No 2, contained an
error in the order of authorship on page 14. The correct 
authorship order for the Perspectives on Psychotherapy
Integration article (“You might think that it is cold, but 
it has been hot since the beginning and is only getting 
hotter: The therapeutic relationship in CBT”) should 
be:  McAleavey, Andrew A. & Castonguay, Louis G. The
editors regret this mistake.



Running a four
minute mile and un-
derstanding calculus
all have something in
common. They were
once considered im-
possible feats that
could not be achieved
with any regularity. A
four minute mile was
once considered a
physiological impossi-
bility. However, not
only has this barrier

been broken multiple times, it has been
surpassed even by High School runners.
Renaissance scholars believed an under-
standing of calculus was too difficult for
most people to achieve in a lifetime.
Now, calculus is considered a prerequi-
site for most college-bound students.
Practice structures to teach expert mas-
tery of skills in these and other fields ap-
pear to have similar characteristics. A
theory describing these characteristics,
called deliberate practice (Ericsson,
2006; 1996), suggests these practice
structures are largely responsible for
large gains in the average level of per-
formance over time within a given field.
For example studies of practice proce-
dures in work domains where deliberate
training structures exist (including those
mentioned above plus aviation, the mil-
itary, and professional chess) show that
dramatically higher levels of perform-
ance for the average professional over
time can be achieved using specific 
deliberate practice activities (Ericsson,
2006). In this article we argue that 
deliberate practice methods may also be
helpful for taking the average level of

performance of psychotherapy practi-
tioners to levels currently associated
with today’s master clinicians. We also
sketch ways in which these methods can
enhance lifelong learning and skill 
development in therapy practice.
How are psychotherapists trained and
why are some better than others?
Common beliefs about psychotherapy
training are that expert level skill is a
product of training, experience and ben-
eficial personal traits. However, evi-
dence for any of these factors having a
large effect on clinician competency or
patient outcomes has not been consis-
tently found despite training innova-
tions such as intensive and in-vivo
supervision, videotape review, and ther-
apy manuals (Fauth, Gates, Vinca, Boles,
& Hayes, 2007; Lambert & Ogles, 2004).
Research instead suggests that some
therapists consistently have much better
outcomes than others (Brown, Lambert,
Jones, & Minami, 2005). For example,
Okiishi, Lambert, Nielsen, and Ogles
(2003) reporting on a sample of 91 ther-
apists from a university counseling cen-
ter found large differences in outcome
across therapists. On average, the self-
reported symptoms of clients of the top
three therapists, called “supershrinks”
improved more overall, and had fewer
sessions than clients seen by the bottom
three therapists in the outcome distribu-
tion, whose patients tended to worsen
and use more treatment resources. If
personal traits, training, or experience is
not clearly related to improved out-
comes, then an important question is
how the “supershrinks” or “exceptional
therapists” consistently achieve superior

EDUCATION AND TRAINING
Practicing Deliberately: Could we all be expert therapists?
Matthew J. Davis, M.S., and Kenneth L. Critchfield Ph.D.
University of Utah

continued on page 8
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results. Presumably, the therapists who
consistently achieve better patient out-
comes do so because of some type of ex-
pertise that translates into in-session
behavior. 
Ericsson’s deliberate practice theory
(2006; 1996) is similar to experience-
based models of expert skill acquisition
in the sense that highly skilled perform-
ance is seen in part as being the product
of extensive practice. However, under
the deliberate practice model, the nature
of the practice is crucial. According to 
Ericsson, practice often fails to produce
expert performance levels because most
learners reach a premature plateau of
skill development in which the skill set
becomes “automated.” Further practice
does not bring commensurate increases
in skill because automation leads the
learner to lose “the ability to control the
execution of those skills, making inten-
tional modifications and adjustments
difficult” (Ericsson, 2006, p. 684). In other
words, learning requires conscious con-
trol, and when any task becomes auto-
matic, learning will slow considerably in
that area so that attention may be given
to other domains. Automaticity is a fea-
ture of successful learning, but if it 
occurs prematurely then additional ex-
perience yields only diminishing returns.
The typical skill acquisition curve (see
Figure One) across many different do-
mains supports this idea. Performance
increases reliably with experience for a
limited period of time but then a plateau
is reached at the point of acceptable lev-
els of skill, typically far below what
might be considered the level of an ex-
pert (Ericsson, 2006).The rapid reduc-
tions in skill improvements once a
satisfactory level of performance has
been reached reflect an “arrested devel-
opment” (p. 685). The key to continued
development, for Ericsson is to engage in
an ongoing, conscious, and deliberate ef-
fort to increase whatever skill set or com-
petency is selected for further growth. 

Ericsson suggests that those seeking to
reach expert levels of performance can
avoid prematurely plateauing by using
methods of training that extend skill de-
velopment and therefore delay automa-
tion. This is done through carefully
designed practice opportunities that:
• Target specific, limited aspects of a
skill or performance

• Target skills that are just beyond the
current level of performance

• Under guidance of a coach or
teacher

• Place limited cognitive demands on
the learner

• Require problem solving and explo-
ration of alternatives

• Frequent feedback and opportuni-
ties for reflection

• Repetition and frequent practice,
usually daily (Ericsson, 2006).

To illustrate, imagine a professional
golfer hitting a thousand practice balls
every morning. In addition to extensive
daily practice in a low pressure situa-
tion, our golfer, if he or she wanted to in-
corporate the elements of deliberate
practice into this activity might add the
following: 1) targeting a single adjust-
ment to his or her swing that brings
about a consistent increase in the aver-
age distance the ball travels; 2) learn and
practice under the direct observation of
a coach who provided frequent correc-
tive feedback (e.g., use of video to illus-
trate current performance relative to the
ideal). The specific adjustment to better
control distance the ball travels would
be mastered before going on to further
changes. 

This type of practice is designed to pro-
duce continued learning by 1) breaking
up complex tasks into multiple simpler

continued on page 9

8



routines that are amenable to learning,
2) in a context where precise feedback
about performance is available (in this
case via a coach), 3) in an environment
that initially places limited cognitive de-
mands on the learner and to which com-
plexity can be added as expert skill
levels are acquired. Practice is structured
and progressive so that there are many
opportunities for reflection, exploration
of alternatives, problem solving, repeti-
tion, and feedback as part of the process
of mastery. In many respects, this
method is congruent with recent empha-
sis on core competencies involving re-
flective practice (Fouad et al., 2009).
Using this approach, practice occurs
several times daily for short periods 
focusing on one skill at a time until it is
fully learned. Skills are chosen such that
they are just outside of current perform-
ance levels targeted.

How could a busy clinician use 
deliberate practice methods now?
A practicing clinician with a core set of
existing skills already in place could also
use deliberate practice concepts to im-
prove his or her skills. The view of skill
acquisition through deliberate practice
represents a significant departure from
current continuing education methods
such as attending a multi-day work-
shop, perhaps getting practice through
a handful of role-plays, supervision, or
brief tape review by clinicians confident
in that approach. A deliberate practice
approach is more akin to, for example,
increasing skills at reflective listening by
examining a variety of different word
combinations and inflections that could
be used to reply to a single client state-
ment from a recent session in order to
find more succinct, or empathic, or mo-
tivating variations, and then rehearsing
key aspects of that optimal response to
allow better ‘performance’ in future ses-
sions and new situations. The analogue
that might come to mind would be a

professional golfer hitting a thousand
practice balls every morning before ac-
tually playing his rounds. Obviously, cli-
nicians are only paid for performance,
not practice. Therefore, the clinician who
undertakes deliberate practice activities
will be adding to some greater or lesser
degree to his or her already busy sched-
ule. Additional suggestions listed below
are of the variety we believe can be in-
corporated into everyday practice
schedules while writing or reviewing
session notes, during unscheduled times
produced by cancellations, and so on. 

An eagerness to reach for that which
is just out of reach
Deliberate practice involves taking an
attitude of continually reaching for the
level of performance that is just beyond
that which is performed comfortably
now. This means, in part, focusing con-
sciously on weaknesses and gaps. This
is an uncomfortable process. As we
might teach a client to do when ap-
proaching an emotionally daunting task,
applying mindfulness skills such as
leaving value judgments aside and just
observing one’s own performance
thoughtfully can be helpful for reducing
our own reactivity and to stay task-fo-
cused on learning and improving. 

Identify what needs to be improved
Training methods based upon deliberate
practice principles have shown that per-
formance improves most when focused
on clearly defined targets. These targets
should be observable and measurable.
Competency checklists, therapy manu-
als, and supervisors can be used to gen-
erate concrete ideas about specific areas
for improvement. Careful review of the
principles that underlie a clinician’s ap-
proach to treatment may also yield spe-
cific, concrete skills to be developed
(e.g., timing of transference interpreta-
tions; ways to present complex concepts

continued on page 10
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in easily understandable ways; ways to
tailor intervention-specific ‘scripts’ to
specific client circumstance). Watching
videos of expert models may also be
helpful. Once an area has been targeted,
the skills needed to achieve expert per-
formance should be broken down into
small steps. 

Redefining “practice:” Not more, but
more focused
The difference in practice routines be-
tween musicians in the top two tiers at a
classical music conservatory was stud-
ied, with differences found not in the
number of hours practiced but in the na-
ture of what was practiced. The top tier
focused on limited sequences, basic
drills, and weak spots. The second tier
focused more on playing entire pieces
(Lehmann & Gruber, 2006). This sug-
gests our own clinical performance
might improve by focusing on practic-
ing very targeted aspects. For example,
the clinician could identify the situations
in which he or she is uncomfortable,
confused, or at a loss for words during a
therapy session, or questions they have
difficulty scoring on a subtest in an as-
sessment. These situations could then be
targeted for specific practice.

One thing at a time… over and over
and over again
Deliberate practice and cognitive theo-
ries of attention have shown that learn-
ing is increased when skills are practiced
one at a time in successively more diffi-
cult or complex contexts. Each skill step
should be practiced until it can be per-
formed optimally. Then the next step,
that which is just beyond current abili-
ties, should be targeted. When practic-
ing in the actual performance situations
of an assessment or session, in order to
avoid becoming cognitively over-
whelmed, it is important to limit the
amount of attention other aspects of the
environment might demand. For exam-

ple, improvement is more likely to occur
when a single skill is practiced until
mastered, starting first with simple set-
tings/examples and then proceeding to
increasingly complex and “in the mo-
ment” situations as the basics are mas-
tered. Internalization of new skills
through use of repetition and use of a
gradient of difficulty allows for the pri-
mary focus of attention to remain on
serving client needs as skills are increas-
ingly implemented in actual sessions.

Recording and reviewing
Problem solving, exploring alternatives,
and reflective practice are important
themes in evidence-based practice, and
the competencies surrounding it (Critch-
field & Knox, 2010; Fouad, et al., 2006;
Levant & Hasan, 2008). Research (Sweller,
1999), and common sense, suggest it is ex-
ceedingly difficult to reflect at the level of
detail recommended here while practic-
ing. Deliberate practice is optimal when
detailed observation of what has occurred
is available. Writing detailed notes of who
said what for a portion of a session or
videotaping for personal performance re-
view is helpful and highly recommended
for enhancing reflective practice around
focused skill areas.

Learn one new thing in every 
encounter and relate it to your 
conceptual model
Experts are able to problem solve more
quickly than nonexperts in part because
they know more and can remember it
(Bransford, Brown, & Cocking, 2000).
This allows them to more rapidly assess
the situation and recall more possible so-
lutions. Importantly, the superior mem-
ory of experts is domain specific, not a
general difference in memory capability.
Knowing a lot about psychopathology,
assessment, and therapy is an important
step, as is the ability to recall the infor-
mation quickly and apply it in response

10
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to clinical material. Having a conceptual
model which organizes this information
makes recall much easier. In order to fa-
cilitate the ability to shuttle back and
forth between concepts and clinical de-
tail, psychotherapists might perform a
critical, mental review of newly learned
information after a session and ask how
it supports, challenges or expands the
clinician’s conceptual model/s. A fur-
ther step would be to use the revised
model to predict a client’s response at
the next session. These actions, if done
on a daily basis, would create a feedback
system that can be used to assess how
the clinician is performing and acceler-
ate the learning process—deliberately
bringing automated conceptual schema
about practice concepts into conscious
awareness and squaring them with clin-
ical reality. 
It may be appropriate to solicit feedback
from the patient in appropriate contexts,
like at the end of session or after some
specific technique was collaboratively
implemented to reach a certain goal. Re-
viewing session videotapes or detailed
notes also allows a clinician to measure
his or her perceived versus actual or de-
sired performance. As mentioned be-
fore, deliberate practice suggests that the
largest gains in learning will occur if this

review is focused on a targeted skill
rather than multiple skills in concert or a
global assessment of performance. 
Conclusion
The methods for improving practice
suggested here are ultimately not new.
Many master clinicians already practice
in this way. We believe that formally in-
corporating training methods based on
the theory of deliberate practice is likely
to elevate the performance of the aver-
age clinician. One of us (M.D.) is cur-
rently undertaking a study of these
effects using interactive multimedia
methods focused on the skill of being
able to accurately parse and reflect ele-
ments of interpersonal narratives occur-
ring in therapy sessions. The long-term
goal for such tests of the learning princi-
ples surrounding specific therapeutic
skills, of course, is to make the psy-
chotherapeutic equivalents of running a
four minute mile or understanding cal-
culus more commonplace. 

Note: Comments are invited on this 
article in the Education and Training
area of the Division of Psychotherapy
website (www.divisionofpsychother-
apy.org). Pull down the menu titled
‘Domains’ and select “education/train-
ing” to find the relevant area of the site.
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Initially, I thought I
would write a paper
pertaining to the ethi-
cal issues of dealing
with pregnancy in a
private practice. As
with many things in

life, my plan did not turn out as I had
envisioned, and so this paper discusses
what happens when a clinician’s plans
go awry. I had learned that I was preg-
nant unexpectedly, during my work day.
Once I progressed in the pregnancy past
my 12-week ultrasound, I started to so-
licit advice and wisdom from col-
leagues. When I was approximately 14
weeks along, I started to tell my clients
about my pregnancy. I had determined
that I would take 2 months off from
work and that I would give my clients
several choices: they could go without
treatment until I returned, and then con-
tinue treatment with me again if needed;
l would give them referrals to providers
that they could contact in my absence
where they could begin a new treatment
with them or a temporary one; or they
could cease treatment altogether upon
my departure. I felt good about my op-
tions and that I had started this conver-
sation with many months of treatment
left to continue it. 

Along came my anticipated 20-week ul-
trasound. My clients were interested in
what I would be having, as was I. My
only expectations for this routine test
were to settle a bet between my husband
and me: would we have the boy that I
predicted, or a girl as he was wagering.
We were completely unprepared for the
results. Not only were we having a boy
(so I won the bet), but our son-to-be had

excessive ventricular damage in his de-
veloping brain. We immediately sought
a second opinion, and the ultrasound re-
sults were the same. I was referred to a
specialist hospital, where I would be
seen the following week. 

All I could think about was the negative
prognosis: my child would not develop
a brain. The day of the initial ultra-
sound, I had clients in the afternoon. I
immediately called my billing person so
that she could call to cancel my appoint-
ments. I also called my business partner,
to ensure that in case my clients did not
receive my message, she could convey
the news that due to a medical issue, I
would not be in the office that day. Cer-
tainly, this was an imperfect notification
system, but it was the best I could do
under such duress.  

That weekend, I e-mailed my clients for
the upcoming week to tell them that I
wouldn’t be in the office. My timing was
mixed, as all of this was occurring the
week leading up to Thanksgiving, so
there was a natural break coming up.
Upon meeting with various specialists,
their determination was that my unborn
child would, at best, achieve the devel-
opmental capability of a 2-month-old.
Not quite the prognosis that I was ex-
pecting when I learned I was pregnant,
but it was what we were dealt. After
long conversations with my husband
and our families, we determined that
this was not a life we could bring into
the world. And so the day after Thanks-
giving, I was induced and delivered a
21-week son. My baby did not survive
beyond a few hours. And so my formal

ETHICS IN PSYCHOTHERAPY
When A Clinician’s Reality Enters into the Treatment Room
Julie Bindeman, Psy.D.
Independent Practice, Rockville, Maryland
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grieving began. My ethical dilemma of
what to do in a solo-practionership
around this unexpected issue also
began, which weighed heavily on me, as
I am an early career psychologist who
has the residual effects of graduate train-
ing. Embedded within my knowledge of
ethics is the black and white way that
they were presented. While I can ac-
knowledge the host of grey that exists
within any ethical quandary, I felt the
need to be safe within the certainty of a
black and white scenario.

I was fortunate that many of my close
friends happen to be psychologists.
Even luckier, a few of these colleagues
had been through my ordeal. But they
had been in different phases of their
practices, so their advice was limited.
One of my close friends came over to my
house in the days after the induction,
and helped me compose an e-mail to my
client list. To protect confidentiality, I
sent it to myself, and blind CC’ed it to
my client list. 

The initial e-mail stated that I had some
medical issues to contend with and
would be out of the office until further
notice. I provided a list of colleagues,
both in and out-of –network so that all of
my clients had options. I also included
some of the referred clinicians on this
email so that they would have an idea of
what was going on. At this moment, in
the midst of my own personal crisis, I
was still acutely aware of two ethical is-
sues that I was contending with. The first
was that I could not work with clients if
my competence was impaired, whether
it be from emotional or physical issues.
Certainly, dealing with the loss of a child
would have a significant impact on my
competence due to being emotionally
devastated. I had to question the ethical
appropriateness of continuing with my
practice at that time. Second, I had an
ethical responsibility not to abandon my

clients. Since my decision was made
with such limited time, I was concerned
that my clients could construe my sud-
den departure as abandonment. Our
ethics code allows for our humanity to
emerge, as we are obligated to make a
good faith effort to meet the needs of our
clients. To do so, I made appropriate re-
ferrals. My own guilt about this dilemma
stems from the quickness of my deci-
sions and the fact that I was unable to
prepare either my clients or the clinicians
that I referred my clients to. 

I tried to ensure that I sent out e-mails no-
tifying clients that I would take the month
of December off. I would return to the of-
fice in January. However, as the calendar
went, I had a day in November when I
normally saw clients. Most of my clients
extrapolated that I would not be available
UNTIL January. As my clients knew that
I was pregnant, and now I was taking
time off, most were able to figure out that
there might be some complication with
the pregnancy. I received several e-mails
of support, and acknowledged that I
should take the time that I needed. (For
some of my clients, this was a big step;
they were able to go outside of them-
selves and connect with another. For
other clients, this meant that they had in-
ternalized some of the messages that were
received in our work together). 

On a clinical level, I found it was inter-
esting that first week, when I received a
few e-mails from clients who were upset
about my “notification process.” Even
though I thought I had e-mailed my
clients, apparently, cyber space had let
me down. Some of my clients did not re-
ceive my e-mails which stated that I
would be out of the office. My partner
was able to deliver the message in per-
son, but that did not stop the expres-
sions of anger. Of course, it was easy to
see these issues as clinical. One client in

continued on page 14
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particular was one with whom I had
only just begun a working relationship.
My clinical judgment told me that some-
thing about this client was off. It wasn’t
until he didn’t receive my e-mail, and
showed up for his appointment, that he
sent me a very angry email.

While I know that e-mail is anything but
a perfect medium, it seemed the easiest
one to use to convey that I would be ab-
sent. As I had been reaching out to
friends as a way to “practice telling my
story” I found that I was incapable of
doing so without crying. I did not feel
that this type of communication would
be therapeutic for either me, or my
clients. While I recognize the value in
having my clients see my humanity, I
was in too vulnerable of a state to do so.
At this time, I could not allow myself to
be a vehicle for change in another. I
would be relying too much on caretak-
ing from others, and needing my clients
to fill this role. In a perfect world, I
would have the opportunity to meet
with my clients individually, and inform
them of the options that they have, and
process their choices with them. How-
ever, I was not in the emotional shape to
convey that message face-to-face or over
the telephone. In my emotionally devas-
tated state it took much of my strength,
with the additional ego strength of a col-
league, to get this message conveyed. 

The other side of this was looking at
what my needs were. I work extensively
with my clients to assert themselves and
ensure that they are able to get their
needs met. This is a task that is con-
stantly being re-worked for each of us.
Here was a time where I could practice
what I preached. By isolating myself
from my work, I was able to begin to
nurture my own wounds. I could give
validity to the importance of sustaining
the self. In my thinking, if I am not
whole, I am unable to provide care or

support for others, both personally and
professionally. My job in that 5-week pe-
riod was to start to recreate the whole. 

January quickly came, and I started to
set up my appointments for that first
week. I had some drop-off in my client
load; some clients decided that they
were through with psychotherapy for
the time being, some decided to work
with another psychotherapist, and oth-
ers decided to return. Diligently, I was
able to put some of my own feelings
aside so that during our first session
back, I could process my absence with
each client. This week, for me, was both
painful and gratifying. I was showing
myself that I could continue with the
work that I loved, despite a huge per-
sonal tragedy. I found myself engrossed
in our sessions and refocused. 

I am continuing to learn from this expe-
rience. One thing I know is that I cer-
tainly don’t have all the answers. Upon
continued reflection, I feel good about
the way that I handled my situation pro-
fessionally, but I am aware that there
might have been other ways of doing so.
Following the ethics standards when
time is of the essence and when one is
emotionally distraught is a daunting
task. I found that sharing my story,
reaching out to friends and colleagues,
and making space for my emerging
needs and myself were important ele-
ments in my own healing process. I was
very cognizant that this was a time
when I needed to “walk my talk.” I
found that I now have a greater degree
of empathy with my clients. That being
said, I am aware of the very thin line that
I tow between empathy and self-disclo-
sure. In my work, we can connect on a
very human level, but I have made the
choice to be vague when my clients in-
quire as to how I’m doing. A simple re-
sponse of “taking each day as it comes”

continued on page 15
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seems to suffice and satisfies their cu-
riosity while enabling me to retain some
honesty in my part of the relationship. 

Our ethical code serves as a guideline
and is not exhaustive in terms of possi-
ble situations that might actually hap-
pen in real life. As we know all too well,
life is messy. Things don’t go according
to plan and sometimes, we just have to
do the best we can with the knowledge
we have at the time. We need to balance
our own needs with the needs of our
clients. That might mean anticipating
those needs, taking time that we need,
consulting with colleagues, taking a step
back from our work, or revealing our
own humanity to our clients. Hopefully,
we use the code as one tool in making
these difficult decisions. 

I realize that my style of coping is not a
model for everyone. I am extremely
lucky that I had friends (who are also
colleagues) who have experienced my
situation and provided invaluable ad-
vice and support. I also made sure that I
had backup before opening my practice.
Having someone who manages my
billing came in handy, as she had the
numbers of my clients and was able to
disseminate information on my behalf.
Some of these decisions are more
aligned with who I am and that I have
need for social contact rather than isola-
tion. I cannot say that I thought through
these decisions with the forethought of
emergent situations. 

This situation has also humbled me. I
feel so privileged to be in a field of im-
mense understanding and support. Ini-
tially, I wanted to see our ethical
standards as definitive, but as I continue
with my grief, I realize that they are very
allowing for life to occur while being a
clinician. Wiser psychologists than I fac-
tored in unexpected events when con-

structing the standards so that we did
not have to think of ourselves as impen-
etrable and invulnerable to life. Rather,
we are just as human as the clients with
whom we work. 

As I approach my due date, I am facing
more waves of grief, particularly grief
for the future that will not be right now.
I made the conscious decision to not
work on that day. For most of my clients,
just telling them I didn’t have availabil-
ity was sufficient. For rare ones, explain-
ing why I would not be working was
therapeutic for them. It allowed them to
see outside of their pain and share this
experience of just knowing. Those few
who I have told have all responded pos-
itively and have encouraged me to stick
with this plan. I am using this day to
baby myself—as I won’t have the oppor-
tunity to shed this devotion on a new
child for the time being. 

I’m hoping that there will not be a next
time in this situation, but there was
some practice for when I become preg-
nant again. The optimist that I am, I am
also able to view this experience as a
“practice round” for my subsequent
pregnancy. I was able to already think
about when and how to tell my clients
that I was expecting, think about and
plan what my maternity leave would
look like, consult with other colleagues
to cover my client load if therapy was
desired/necessary during my time
away from the office, and start to come
to terms with the increased amount of
juggling that adding to my family
would entail. Such forethought is a nec-
essary skill for all psychologists, as ex-
pected within our ethical code. For me,
I’m fairly certain that I’ll also need to
ramp up my self-care during this time so
that I contain my own anxiety and con-
tinue to be effective with my clients.
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Difficulty in the regu-
lation of emotion is a
core issue for sufferers
of many mental health
disorders. Examples
include: the emotional
lability of bipolar dis-
order; the emotional
avoidance associated
with post traumatic
stress disorder; the
prolonged maladap-
tive sadness associ-
ated with major
depression; and the
pervasive emotional
dysregulation charac-
terizing borderline
personality disorder.
Typically, the reason
for seeking therapy is

to address emotional disturbances, and
there is currently greater attention being
paid in the psychotherapy literature to
the importance of focusing on emotion
in facilitating client change (Fosha, 2001;
Gilbert, 2010; Greenberg, 2002; Linehan,
1993; Power, 2010). Findings from neu-
roscience research highlight the crucial
role of emotion in decision-making and
adaptive functioning (Damasio, 1994,
1999; LeDoux, 1998). Research in the
field of developmental psychology high-
lights the importance of early relation-
ships in the development of emotional
regulation capacities (Gottman, Katz, &
Hooven, 1996; Schore, 2003a, 2003b; Tre-
varthen, 2001). General findings from
psychotherapy research indicate that

positive outcomes are associated with
depth of emotional experiencing, activa-
tion of specific emotions, and making
sense of one’s emotional experience (for
reviews, see Pascual-Leone & Green-
berg, 2006;Whelton 2004.). 

The majority of psychotherapies explic-
itly or implicitly enhance a client’s ca-
pacity to regulate emotions (Burum &
Goldfried, 2007; Mennin, 2006). While
there are shared foci such as enhancing
emotional awareness, approaches differ
substantially in terms of which emo-
tional processes are targeted and at what
stage in therapy. Some of these differ-
ences arise from divergent theoretical
backgrounds, some from the context of
addressing the unique needs of specific
client populations. These differences
aside, most clinicians and theorists agree
that variations in emotion regulation ca-
pacities are a result of temperamental/
biological differences as well as learn-
ing/developmental histories, and that
some strategies for regulating emotions
may be more effective than others with
specific individuals.  

The goal of this article is to outline a
framework for conceptualizing emotion
regulation in psychotherapy in a broad
integrative manner. To begin, we iden-
tify convergences in the conceptualiza-
tion of emotion processes. We then
present an organizing framework for
understanding different domains of
emotion regulation difficulties, and for
tailoring interventions to address these
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difficulties in clients with diverse capac-
ities for emotion regulation.

Emotion and Emotion Regulation 
Emotion theorists and researchers con-
verge on a few key ideas about emotion.
First, emotion is a complex multi-compo-
nent process (Frijda, 1986; 2007; Green-
berg, 2002; Linehan, 1993; Scherer, 2000).
Emotions arise in response to an internal
or external situation or event, and moti-
vate us to act to address our needs in
those situations (Frijda, 1986, 2007). Sec-
ond, emotional responses are complex,
involving a multi-system response that
dynamically integrates multiple levels of
functioning (perception, sensation, both
automatic and controlled cognition,
memory, affect, physiological changes,
and subjective experience) and they are
influenced over time by culture, learn-
ing, and experience (Pos & Greenberg, in
press). Third, a typology of emotion has
emerged, concerning three distinct
processes: primary adaptive emotion,
primary maladaptive emotions and sec-
ondary emotions (Fosha, 2000; Green-
berg & Safran, 1987; Linehan, 1993). Only
the first, primary emotions, are consid-
ered truly adaptive. These are immediate
emotional responses to a situation that
can help an individual take appropriate
action in the service of needs. Primary
maladaptive emotions are also immedi-
ate, but involve over-learned responses
that were useful in a past situation but
are no longer adaptive. Secondary emo-
tions are responses to primary emotional
experiences. 

No universally agreed upon definition
of emotion regulation exits. Gross (1998)
defines emotion regulation as peoples’
attempts to influence what emotions
they have, when they have them, and
how they are experienced and ex-
pressed. According to Gross, people reg-
ulate emotions by intensifying or
decreasing them; though most people
report working to down-regulate nega-

tive emotions (Gross, Richards, & John,
2006). Other researchers and clinicians
stress that emotion regulation can occur
both within a person and between people
(Fosha, 2001; Linehan, Bohus, & Lynch,
2007; Pos, Greenberg, & EIliott, 2007),
and can occur both via controlled appli-
cation of skillful behavior as well as au-
tomatically, outside of awareness.
Conceptualizing emotion as a multi-
component process consisting of differ-
ent typologies (e.g. primary versus
secondary), provides a framework for
understanding maladaptive emotion
regulation. That also can organize our
understanding of how to intervene to
enhance more effective emotional regu-
lation capacities. Next, we will delineate
common therapeutic principles to facil-
itate effective emotion regulation.
General Principles for Enhancing 
Emotion Regulation 
1. Engage in an ongoing assessment of
client’s capacity to modulate emotions
Psychotherapy interventions need to be
tailored to the individual. Consequently,
a good ongoing assessment of the 
characteristics of the individual is a 
necessary foundation for effective emo-
tion-focused interventions. Many factors
influencing individuals’ emotion regu-
lation capacities need to be assessed:
personality, diagnoses, and interper-
sonal patterns. Psychotherapists also
need to monitor the degree of arousal,
and emotional valence. They must as
well monitor individuals’ ability to
modulate emotion in order to gauge
how much emotional pain the client can
tolerate at a particular moment in ther-
apy. Tracking clients’ nonverbal and ver-
bal expression moment by moment, can
also provide insight into the client’s
emotional and experiential processing
style (Pos, et al., 2007). Psychotherapists
can inquire about clients’ level of subjec-
tive distress, and seek details about how

continued on page 18
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in-control clients’ are of their emotions
and behaviors during and after the ses-
sion. Essential when working with emo-
tions in psychotherapy, therapists’ must
also consider how clients’ different cul-
tural backgrounds inform display rules
about specific emotions, as well what
may be considered adaptive or mal-
adaptive emotion  within different cul-
tures (Kitayama & Markus, 1997). In
collectivist cultures, suppressing one’s
emotion in the service of maintaining in-
terpersonal harmony is often considered
healthier than expressing one’s emotion
directly and freely. An emphasis on so-
cial hierarchy may also inhibit clients
from certain cultures from expressing
and experiencing negative emotions in
front of the therapist who represents an
authority figure. 

2. Develop a safe, compassionate, 
accepting and genuine therapeutic
relationship

Relationships with others significantly
influence individual’s development of
emotion regulation. Research on infants
indicates that early interactions with
others are critical to the development of
regulation of affect (Schore & Schore,
2008; Trevarthen, 2001; Tronick, 1989).
Primary maladaptive emotion schemes
and secondary emotion schemes are
thought to form through regulation fail-
ures in this developmental process (Pos,
Greenberg, & Elliott, 2007). 

The therapy relationship can itself 
regulate emotion as well as facilitate the 
development of emotion regulation ca-
pacities. Interpersonal contact regulates
anxiety by reducing the sense of isola-
tion. Avoidant secondary emotions can
be reduced by the therapist modeling
emotional acceptance. The therapist’s
empathic understanding increases the
client’s capacity to attend to experience,
symbolize emotions in words, and reflect
on and make sense of them. Over time,

the therapist’s empathy and validation
become internalized and strengthen the
client’s ability to regulate affective expe-
rience (Paivio & Laurent, 2001; Watson,
2002).  Through this process, the client
learns to tolerate emotional experience,
effectively express it, and self-soothe.
Another factor is therapist genuineness,
which increases interpersonal trust, and
can provide corrective emotional expe-
rience or new interpersonal learning
that can modify maladaptive emotions
over time. The strength of the alliance
also supports the client’s willingness
and capacity to tolerate their therapist
confronting maladaptive expression of
emotion (Linehan, 1993). 

3. Educate clients about emotions 
and their function

Many common misconceptions about
emotions exist. It is therefore important
for clients to understand their own emo-
tions and how they play a vital role in
healthy and unhealthy functioning. The
therapist should convey that emotions
have value; they provide us with infor-
mation about a situation, mobilize us to-
wards adaptive action, and are a means
of interpersonal communication (Line-
han, 1993; McCullough, Kuhn, An-
drews, Kaplan, Wolf, & Hurley, 2003).
Distinguishing between primary and
secondary emotions can help one recog-
nize when emotions are mobilizing
adaptive action. By appreciating that
emotions are complex responses, com-
prised of various components, clients
can learn to differentiate their own emo-
tional responses and the situational cues
that evoke them. Clients should under-
stand that emotions address a primary
need of orienting people and that ad-
dressing this need regulates emotions.
Orientation is especially important
when a client is emotionally aroused
and vulnerable. There is evidence that
when a therapist evokes and intensifies

continued on page 19
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emotional expression in the absence of a
clear rationale for such activities, the
client reacts with confusion, and this can
contribute to ruptures in the alliance
(Paivio & Pascual-Leone, 2010). 
4. Promote awareness and acceptance
People are more likely to use emotional
information if they place value on being
aware of emotions. Initially, clients’
emotional acceptance is supported by
the therapists’ acceptance of the client’s
feelings. Later on, acceptance of emotion
emerges through increased emotional
regulation that follows from the accept-
ance of all emotion (e.g. positive and
negative). All components of an emo-
tional response—the behavioral and
physiological reactions, the situations
that trigger responses, the needs, the
thoughts and memories—can occur out-
side of an individual’s awareness. This
can occur because an emotion is feared,
or not valued, and therefore is blocked
from experience. Emotions can also 
be automatically regulated by another
emotion, and/or be simply not attended
to. By attending to and describing the
various components of an emotional re-
sponse, individuals are able to make
meaning of their experience, increasing
their likelihood of responding adap-
tively. The psychotherapist should help
the client learn to pay attention to expe-
riences of emotion as they arise both in
an out of session. This can be achieved
by attending to expressive signals of pri-
mary emotions including posture, tone,
behavioral and facial expressions
(Greenberg, 2002).  As well, by directing
clients to monitor their emotional re-
sponses outside of session clients can be-
come more aware of the triggers to their
reactions. Furthermore, not only does in-
creased awareness regulate emotion
through more adaptive orientation, it
also provides the client with opportuni-
ties to gain mastery in capturing such
experiences in words, which itself regu-

lates experience (Gendlin, 1962; Green-
berg, 2002).  

5. Help clients reduce problematic
avoidance and inhibition of 
emotions

People can’t completely avoid feelings.
Nonetheless, the inhibition of some
emotions is necessary for adaptive emo-
tion regulation. Through social learning
we may be taught that some emotions
are not acceptable with certain people,
and in specific situations. People can de-
velop pervasive problems of emotion in-
hibition as a result. For example, a
person who learns that it is not accept-
able to express a negative emotion such
as anger is more likely to inhibit this po-
tentially adaptive emotion with a sec-
ondary emotion such as sadness. The
more people bottle up adaptive emo-
tion, the more this becomes problematic
because chronic emotional interruption
and non-expression renders individuals
out of touch with their needs and feel-
ings as well as disconnected from others
who seek connection through emotional
attunement (Goldman & Greenberg,
2008; Stern, 1993). In general, helping
clients loosen blocked emotional expres-
sion will improve emotion-regulation.
Unblocking emotions can also help to
overcome the fear of emotions associ-
ated with avoidance. This strategy needs
to implemented carefully; therapists
should monitor the client’s ability to tol-
erate and contain strong emotions. By
attending to in-session signs of emotion
inhibition or avoidance the client can be
helped to develop better awareness of
how, and what emotions are being
blocked. This strategy needs to imple-
mented carefully, however; as clients
should not be left overly aroused and
unable to contain strong emotions. Psy-
chotherapists must monitor the client’s
present ability to tolerate and contain
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strong emotions.  When overwhelmed
emotionally, increasing clients’ emo-
tional inhibition may be necessary.
Helping clients develop abilities to both
attend to and control emotions are both
increased by non-avoidance and inhibi-
tion of emotion.

6. Increase the capacity to adaptively
express emotion

Whether or not it is effective to express
an emotion depends on the context, on
how the emotion is expressed, and on to
whom it is expressed (Whelton, 2004).
Deficits in the ability to express emo-
tions as well as regulate harmful behav-
iors associated with specific emotions
can both have serious negative implica-
tions. Unmodulated emotions and be-
haviors can compromise interpersonal
relationships and result in self-destruc-
tive behaviors. Alternatively, ineffective
expression of emotions leads to unre-
solved needs persisting in the form of
chronic perseverance of emotion. Con-
sequently, the capacity to both express
emotions effectively and inhibit mal-
adaptive emotional response tendencies
are a core emotion regulation skill (Cam-
pos, Frankel, & Camras, 2004). 

The use of language to contain, regulate,
make meaning of and express experi-
ence is one important means for regulat-
ing emotions. By translating one’s
bodily-felt emotions into words,
metaphors, and narrative, people expe-
rience a gut ‘knowing of what is’ (Dama-
sio, 1999). Overwhelming internal
experiences are thus both contained and
made meaningful through language.
This can change an overwhelming expe-
rience into an informative signal
(Gendlin, 1962; Horowitz, 2005). By in-
creasing awareness of adaptive needs
signalled by emotion, the individual can
attend to and mobilize action to attain
these needs (Goldstein, 1939). With
clients prone to maladaptive expression

of emotions and behaviors, therapists
may need to help clients modulate their
emotional arousal in order to increase
their control over what, and when they
express themselves. There are many
possible strategies: deploying attention
to alternate cues; utilizing distraction to
reduce emotional salience; reappraising
the situation or the urgency of a need;
self-soothing; engaging action tenden-
cies opposite to those of a presently acti-
vated emotion in order to modify it, or
activating behaviors inconsistent with
any emotional arousal, such as deep
breathing and relaxation. Activating and
expressing adaptive emotion, brings it
more easily into awareness, and helps to
support the genuine expression of expe-
rience, meaning, and needs.
7.  Increase positive emotional 
experiences

A common symptom for people experi-
encing chronic emotional distress is the
shortage of positive emotional experi-
ences such as satisfying interpersonal re-
lationships, joy, play, pleasure and
experiences of success and mastery. For
those with impoverished quality of life
experiences, pleasure may be rare, and
misery and pain can be prevailing
moods. Clients may choose to obtain
some pleasure or gratification through
dysfunctional behaviors such as sub-
stance use, or sexual impulsivity. The
immediate positive feelings gained
through these behaviors are however
typically short-lived, exacerbating neg-
ative and painful emotions over the
long-term. 

Healthy functioning requires the experi-
ence of positive emotions. The therapist
should assess the extent to which a
client’s life is impoverished and lacking
in positive experiences. Becoming aware
of positive feelings is important because
these emotions can regulate the experi-
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ence of negative emotions as well as
help to build resilience to negative emo-
tion states (Stalikas & Fitzpatrick, 2008;
Tugade & Fredrickson, 2007). Emotion
regulation can be enhanced by helping
clients build opportunities for engaging
in healthy pleasurable experiences.
Strategies can include encouraging them
to do something pleasurable for them-
selves, to engage in meaningful produc-
tive activity, or to reduce social isolation
and develop meaningful interpersonal
relationships. As well, the therapist can
promote positive emotional experiences
in session by acknowledging the client’s
sense of mastery and accomplishment
and by responding with praise, joy, and
or relief. The mutual sharing of accom-
plishment as well as pain helps to vali-
date the client’s change, new affects, and
experience (Fosha, 2000). The regulation
of emotion should involve not only cre-
ating opportunities for positive emo-
tional experiences, but where possible
avoiding negative ones (Gross &
Thompson, 2007). 

8. Facilitate changes in emotional
processes by providing opportunities
for new learning/experience
The maladaptive nature of emotional
processes can lie in their uninhibited ex-
pression, faulty appraisal processes, and
the habitual manner in which they lock
individuals into unproductive, rigid re-
sponse patterns. While the regulation of
problematic emotional arousal is often
stressed in discussions on emotion regu-
lation, maladaptive emotional responses
can also be transformed through new
experience/learning into more adaptive
emotional responses over time. For ex-
ample, a therapist’s consistent validation
and empathy can transform a client’s
maladaptive shame into a sense of pride.
Transformation of emotion can occur via
several possible interventions: exposure;
working with automatic appraisals,
rules, and assumptions; accessing alter-

nate emotional resources by accessing
primary emotion with its attendant moti-
vational potential; making meaning of
maladaptive emotional processes by con-
necting these to original contexts; ‘re-sto-
rying’ one’s life, to name but a few. While
the theorized mechanisms of change un-
derlying these interventions remain
mostly unclear, all interventions arguably
share a common end state—evoking a
new learning/experience. Clients experi-
ence new learning or ‘corrective’ experi-
ence that feeds back into the emotion
structure. New information or experience
is accommodated and changes the emo-
tion structure so that emotional processes
automatically function in a more modu-
lated manner. Therapists should be
knowledgeable of methods that stimulate
new learning/experience and help to
transform emotional processes. Some of
these methods—identified in previous
sections—include: decreasing emotional
avoidance; increasing awareness; tolerat-
ing distress; and constructing new mean-
ing. Considerable interpersonal support
and validation of short-term pain is often
essential as the client is supported in 
undergoing new learning/experience. 

Summary
Problems regulating emotions are a core
dysfunction for most people seeking
therapy. A shared goal that cuts across
therapeutic modalities is to facilitate
clients’ effective emotion regulation.
While a wide range of therapeutic strate-
gies for working with emotions have
been detailed in the clinical literature, we
propose that there are general principles
for facilitating emotion regulation that
are common to diverse approaches. In
this article, we outline a selective set of
integrative principles that emerge from
the clinical, theoretical and empirical lit-
erature. While our discussion focuses on
the work of psychotherapy, the proposed
principles have relevance to the preven-
tion and general enhancement of psy-
chological well-being.
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me with their name.
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DIVERSITY
Modifying Psychologists Views on 
Treating Trauma in African Americans
Rachelle Y. Edwards, Ph.D.
Georgia Regional Hospital at Atlanta, Georgia

Throughout the years,
psychological inter-
ventions, as well as the
meaning of trauma
have remained nar-
rowly focused. Trauma
had long been consid-

ered an anxiety-provoking, distressing
experience related to a natural disaster,
accident, physical/sexual abuse, or war-
related event. This initial way of thinking
seemed almost unfamiliar to the general
population and would only appear to
occur to individuals in a particular re-
gion of the country (e.g., tornado in the
Midwestern United States) or specific
group (i.e., military personnel).The Diag-
nostic and Statistical Manual-Third Edi-
tion (DSM-III; APA, 1980) also indicated
that the “stressor producing this syn-
drome would evoke significant symp-
toms of distress in most people and is
generally outside the range of such com-
mon experiences as simple bereavement,
chronic illness, business losses or marital
conflict” (APA, 1980, p. 236). At that
time, trauma had become synonymous
with Posttraumatic Stress Disorder
(PTSD) and was not considered to psy-
chologically affect individuals in other
ways (e.g., depression or conduct). 

Obviously, little thought was considered
for situations that were not considered
traumatic but a societal condition. In-
deed, societal challenges have mostly af-
fected ethnic minority groups,
particularly African Americans, and
have been thought of as social phenom-
ena rather than a traumatic experience.
Even more, these conditions (e.g.,
poverty, witnessing violence, lack of ed-

ucation) have not oftentimes been iden-
tified as causing significant mental
health challenges for individuals. These
social conditions are experienced by
many African Americans, directly or in-
directly, and can be considered invisible
traumas (i.e., racism, discrimination) or
visible traumas (i.e., sexual abuse, car
accidents, grief). Visible traumas are
those incidents that are tangible that an
individual can see and know are occur-
ring while an invisible trauma is an inci-
dent that an individual may not be able
to touch or see but the impact to an indi-
vidual’s mental health can be drastic
(Okazaki, 2009). The invisible traumas
can affect an individual just as much as
those that are visible. This thought
process is in contrast to earlier views. In
the past, these events were not consid-
ered traumatic as defined by the criteria
of PTSD. However, what has been dis-
covered is that how one perceives the
stressor is what is key and vital to their
well-being. The overwhelming toll that
these experiences can have on someone
can be endless and the symptoms can
mimic PTSD, Depression, a Personality
Disorder, or even Schizophrenia.
Since the introduction of PTSD in the
DSM-III (APA, 1980), epidemiological
studies in the general population have
emerged slowly due to researchers be-
lieving that PTSD was only applicable to
those involved in events that were “out-
side the range of usual human experi-
ence” (Kessler et al., 1999, p. 25). These
studies have emerged, as data showed
that exposure to traumatic events is also
high in the general population. Lifetime

continued on page 24



exposure to a traumatic event ranges
from 36% (Resnick et al., 1993) to over
69% (Breslau et al., 1998) in the general
population. Further, specific ethnic dif-
ferences in endorsement of PTSD symp-
tomatology and exposure to traumatic
events have emerged. First, African
American adults and children who have
experienced a traumatic event report
more PTSD symptomatology than Euro-
pean Americans (Shannon et al., 1994)
and English-preferring Hispanics (Per-
illa et al., 2002). 
Socioeconomic status is another contex-
tual factor significant in the mental health
of African Americans. While there are a
large number of African Americans mov-
ing into the ranks of the middle class, as
a whole, the African American ethnic
group is poor. In particular, the rate of
poverty in this ethnic group was 22 per-
cent, whereas the rate of poverty in the
entire country was 10 percent (Depart-
ment of Health and Human Services
(DHHS); 2001). African Americans, com-
pared to European Americans, are more
likely to stay in poverty longer. Not only
does this challenge affect African Ameri-
can adults, but it also affects the children
and adolescents (DHHS, 2001). Due to
the economic situation of African Amer-
icans, other forms of adversity emerge,
including poor neighborhood conditions.
The neighborhood conditions in impov-
erished areas consist of poor housing and
schools. A major component of these
areas is a high rate of crime. These high
rates of crime expose an individual to
various acts of violence, as a victim or
witness. For instance, in a sample of 221
African American, urban youth of low in-
come, 43.4% reported eye witnessing a
murder and 75% indicated that they had
witnessed a shooting (Fitzpatrick &
Boldizar, 1993). Further, African Ameri-
cans of any age are more likely to be a
victim of violence than European Amer-
icans (DHHS, 2001).
Significant numbers of African-Ameri-

cans live in poor, inner-city communities
and are at a greater risk of witnessing
crime, illegal drug activity, experiencing
poor school systems, having inadequate
living conditions, and a host of other neg-
ative environmental conditions (Dinges,
Atlis, Vincent, 1997). Furthermore,
African-Americans living in these cir-
cumstances are more likely to drop out of
school, leaving few options for employ-
ment. It is thought that these factors are
related to increased incarceration rates
(Dinges et al., 1997). Crimes committed
by African Americans are usually more
serious than those by other ethnic
groups, leading to imprisonment. Ac-
cording to the US Census Bureau (2001),
approximately 12% of the American pop-
ulation identify themselves as African-
American. On the other hand, nearly half
of all State and Federal prisoners are of
this ethnic group (DHHS, 2001). 

Further, due to a lack of research there
has been scarce information on the ef-
fects these stressors have on the African
American population. While African
Americans are considered a resilient
group and oftentimes do not identify
many challenges as traumatic but as a
daily part of life, individuals may not
seek therapy to cope with these life
stressors. Additionally, African Ameri-
cans may be more likely seek services
from a primary care provider due to
convenience but also the stigma associ-
ated with receiving mental health serv-
ices. Thus, these challenges mostly go
undetected and untreated. While we
know the amount of stress and trauma
one can endure is based on the particu-
lar individual it should not be insur-
mountable and numerous. These
insurmountable stressors will likely lead
to eventual psychological challenges. In-
dividuals exposed to trauma do not au-
tomatically develop PTSD and may
exhibit other symptomatology. It is be-
lieved that individual differences exert a 
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large role in the progression of a disorder,
especially in how one perceives a trauma.
It will be necessary for psychologists’
thought processes to be modified. Incor-
porating additional traumatic events (i.e.,
witnessing violence, lack of education,
racism) into their assessment of trauma
history will allow for a group of individ-
uals to be better understood and therapy
can target the challenges accurately
based on the changing society and eco-
nomic conditions. This will broaden psy-
chologists’ scope of the effects of trauma
and how it is expressed in other ethnic
groups rather than automatically refer-
ring them for PTSD treatment.

As the landscape of politics, corporations,
and neighborhoods change, so should the
views of many psychological concepts
and how the effects on different ethnic
groups may be different than what has
normally been observed in the past. As
has been mentioned, the traumatic expe-
riences African Americans face are com-
plex and multi-faceted. Usually, there are
many levels to a trauma experience and
rarely due to a single event. Additionally,
in the African American population there
will likely be a shift in the types of chal-
lenges that lead individuals to seek ther-
apeutic services. It has been noted that
African Americans encounter experiences
like racism, poverty, and high incarcera-
tion rates at a higher degree than other
ethnic groups (DHHS, 2001). Thus, these
groups are at greater risk of developing
trauma-related disorders, as well as en-
gaging in antisocial features as a survival
mechanism. Although, the onset of psy-
chological diagnoses has been found to be
low because of resiliency factors in these
ethnic groups the overall effect of the
stressor can still be taxing. Therefore, ther-
apists must be prepared and aware of the
other types of trauma that the African
American population experiences in
order to assess more adequately during
therapeutic interventions.

The worldview of the individual should
be considered, as the reaction to the
event can be easily explained. We
should frequently be reminded that
every individual experiences a situation
differently. Thus, how an individual ex-
periences or perceives an event will de-
termine how one will respond. Each
client should be assessed for trauma and
as clinicians, it will be of importance to
allow an individual to explain thor-
oughly what they have experienced and
not categorize the event but pay atten-
tion to what is said in the session and
how the individual is affected emotion-
ally. Also being knowledgeable of how
trauma can be experienced and that it
may not develop into PTSD but a mood,
personality, and/or psychotic disorder.
Better understanding of what is actually
occurring with the individual will allow
the psychologist to appropriately treat
the client and not dismiss the symptoms
or desire an individual to make changes
that are unrealistic (i.e., move out of a
poverty stricken community). Further,
the current coping mechanisms of the
client will be paramount which can give
more information on how the client is
being affected psychologically and what
coping skills are currently being uti-
lized. For instance, as we know, suicide
is steadily increasing in the young (15-
24 years), African American, male popu-
lation. Psychologists will benefit in
learning more about the reasons for this
despondency which will allow for better
treatments. Usually when we think of
trauma, specific, structured, manualized
assessments and treatments come to
mind. However, when trauma is looked
at as a broad concept the type of therapy
will be reconsidered and a “cookie cut-
ter” approach will not be taken. 

When invisible and unconventional 
visible traumas are taken into consider-
ation as affecting an individual’s psy-
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chological well-being then the assess-
ment and treatment of an individual,
particularly the African American popu-
lation, will be advanced. That is, the
therapeutic interventions, diagnostic

considerations, and assessment tools
will no longer be restricted. This will aid
the client and possibly allow for treat-
ment to progress. 
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As representatives
from Division 29 and
in our roles as the Pro-
fessional Practice Do-
main representative
and past chair of the
Professional Practice
Committee for our di-
vision, we would like
to share some news of
an ongoing project
with the membership
and solicit your input.
As practitioners, re-

searchers and trainers we are constantly
challenged to meet the needs of diverse
ethnocultural communities. 

Our society is in a constant state of change
and is becoming increasingly open, and
challenged, to the uniqueness demon-
strated by the various cultures, ethnic
groups, countries of origin and lifestyle
orientations. Try as we do, it is becoming
more difficult to keep up with the profes-
sional literature and practices that allow
us to effectively serve and provide treat-
ment for those who have important defin-
ing experiences, backgrounds and
identities for which we as practitioners
have received very little, if any training.
Thus we would like to provide a multi-
cultural resource that will be an aid in en-
hancing our multicultural competency.  

Division 29 (Psychotherapy) and Division
42 (Independent Practice) have devel-
oped a joint work group to develop a
“Multicultural Toolkit” based on the in-
terest and commitment of Division 42
President, Dr. Lisa Grossman. The mem-
bers of this work group are Bonita Cade
(29) Miguel Gallardo (29, Professional

Practice Domain Rep) co-chair. Doug
Haldeman (42) co-chair, Kirstyn Chun
(42), Konjit Page (42), Rochelle Balter (42),
Rosemary Adam-Terem (29, Public Policy
and Social Justice Domain Rep), and
Caryn Rodgers (29, Diversity Domain
Rep). We have had a number of confer-
ence calls and will be meeting in San
Diego for a face-to-face meeting in the Di-
vision 29 Suite. Please feel free to contact
either of the co- chairs or myself with
your ideas. With this foundation mind,
“we” thought that it might be helpful to
have a centralized location on our divi-
sions websites that could provide up-to-
date resources to facilitate training and
education links as well as information re-
garding various activities and approaches
other practitioners’ have found useful in
their practice when working with those
who are “diverse” to the practitioner and
her/his experiences. We are currently re-
viewing the wide variety of approaches
that other APA entities such as the SPTA’s
and Divisions have used to address mul-
ticultural competency and want to be
careful to avoid duplication in our efforts.
We believe that an interactive website
might be one of the taskforce’s outcomes.
In addition, links to resources and infor-
mation, and possibly some self-assess-
ment options in the area of multicultural
competency. The pertinent question is,
“What would be most useful to you as a
psychologist at this time?” We recognize
that in order to develop a worthwhile
product it must be both “user friendly”
and “user relevant.” Thus, your input is
crucial and is an integral part of the MTP
(Multicultural Toolkit Project).  We look
forward to hearing your ideas (or reading
them at bcade@rwu.edu) and seeing in
San Diego!   

PROFESSIONAL PRACTICE DOMAIN 
Multicultural Toolkit Taskforce Update
Miguel E. Gallardo, Psy.D., Pepperdine University, Malibu, California, and
Bonita Cade, Ph.D., Rogers Williams University, Bristol, Rhode Island



01.12.2010 Earthquake 7.0 
Haiti
250,000 dead

01.27.2010 Earthquake 8.8/tsunami
Chile
700+ dead

04.04.2010 Earthquake 7.2
Mexico
very few dead

04.13.2010 Earthquake 6.9
China
670+ dead

As Melissa Lafsky
(2010) noted in a post
to the Infrastructurist,
the earthquake that
struck Chile in Febru-
ary measured 8.8 on
the Richter Scale, hun-

dreds of times more powerful than the
7.0 quake that struck Haiti in January.
However, the estimated 700 or more
deaths in Chile amount to only 0.3% of
the estimated 250,000 who died in the
Caribbean nation’s capital. Compar-
isons with other recent disastrous earth-
quakes in other parts of the world show
similar disparities. The death and de-
struction associated with natural disas-
ters are directly related to the magnitude
and quality of the event, but its effects
are amplified by factors like population
density, geographical remoteness, and
poverty. 

In Tracy Kidder’s (2004) book, Paul
Farmer, the founder of Partners in
Health (pih.org), quoted a Haitian
proverb “Deye mon gen mon,” trans-

lated as “Beyond mountains, there are
mountains” in describing the nature of
working to provide health care against
such massive forces. If you are fortunate
enough to solve one problem, there will
be another one right behind: always an-
other hill to climb. Of himself, Kidder
writes:

“The world is full of miserable places. One
way of living comfortably is not to think
about them or, when you do, to send
money.” (Kidder, 2004, p. 8)

Psychologists understand the complexity
of disasters in human terms, and want to
find meaningful ways to assist in relief ef-
forts. APA maintains a Disaster Response
Network that helps to coordinate first re-
sponders from the psychological com-
munity. APA’s website has a very useful
page on the topic of disasters that in-
cludes numerous resources for the public
as well as professionals.

A key concept to have emerged in disas-
ter mental health is that of the phases of
disaster response (Tassey et al., 1997).
There is a fuller explanation in the Cen-
ter for Mental Health Services (1994)
Handbook. The disastrous event is gen-
erally met with a “heroic” response,
where people go beyond the call and
often beyond their own reasonable lim-
its in trying to help. In the case of a com-
munity disaster, there will likely be a
“honeymoon phase” where the commu-
nity pulls together and shows cohesive
spirit and action. However, commonly
in the aftermath as days become weeks

SOCIAL JUSTICE AND 
PUBLIC POLICY DOMAIN
Natural Disasters: Another Hill to Climb
Rosemary Adam-Terem, Ph.D.
Independent Practice, Honolulu, Hawaii
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and weeks months, “disillusionment”
sets in; people feel despondent, helpless
and hopeless, and often angry at per-
ceived failures to provide adequate re-
sources. This was clearly seen after the
cataclysmic Hurricane Katrina in the
southeastern states. To reach the post-
disaster “reconstruction phase,” or as
Bill Clinton put it in the case of Haiti “to
build back better,” there is a long road of
coming to terms somehow with what
has happened. There are many psycho-
logical tasks in these months and years,
such as working through grief and loss,
survivor guilt, and crises of faith, and
there will be trigger events for PTSD as
well as anniversary reactions that com-
plicate the emotional healing. 

Innovative service-delivery methods are
often necessary to provide effective psy-
chological assistance in the wake of wide-
spread disaster. Psychologists may need
to be out in the community perhaps of-
fering “meetings” on coping rather than

expecting to do classical psychotherapy.
If the psychologists are of the affected
community, they too will have sustained
losses and may not have an office or a
home to go to. Incoming responders need
to be attentive to the needs and nature of
the community, and must attend to their
own self-care lest they become casualties
of the situation too. The CDC Guidelines
for Relief Workers (2010) note that among
aid workers returning from distant disas-
ter sites, about a third report depression
and more than half report negative emo-
tions on their return home. The Guide-
lines also contain very useful references
to resources.

Meanwhile, for those who cannot travel
to Haiti, Chile, China or Mexico, we can
always raise awareness of the dispro-
portional impact of disasters on poor
and marginalized people, and work for
universal health care coverage. We can
climb one hill at a time. And we can
send money.
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The completion of a dissertation or 
doctoral paper is one of the final require-
ments and a monumental stepping-
stone towards graduation and
professional life as a psychologist. De-
spite the benefits of completing the doc-
toral paper, many doctorate of
psychology (Psy.D.) students struggle to
do this in a timely fashion in order to
graduate on schedule. This paper seeks
to better understand the factors that in-
fluence the likelihood of a doctoral stu-
dent’s completion of the doctoral paper.
We propose that there are supportive
factors present in exclusively affiliated
consortium programs, where internship
positions are held solely by students in
that doctoral program, that may be
missing for students in other internship
programs. We will review the current lit-
erature on factors that affect graduation
rates in doctoral programs, consider
specific protective factors at the exclu-
sively affiliated consortium program

through the Graduate School of Profes-
sional Psychology at the University of
Denver, and make recommendations on
how these factors can be implemented
at other training sites.

Literature Review
There is scant literature related to factors
influencing graduation rates from Psy.D.
programs. However, according to Cash
and Sanchez-Hucles (1992), 24% of stu-
dents in psychology professional pro-
grams do not graduate until two years
after their expected completion date. As
one of the final requirements, the disser-
tation or doctoral paper can be time con-
suming and challenging. Completion of
a major research project is influenced by
a student’s skills and personal character-
istics as well as by elements of the aca-
demic and internship program, which
can either promote or inhibit successful
completion of the paper. Several factors

FEATURE
Factors Influencing Doctoral Paper Completion 
in a Captive Consortium

Greene, H.D.,  
Howard, R., 
Wade, K., 
Bartels, J.D., 
Farrington, T.G., 
Geva, A., 
Glazer, J.C., 
Heermann, M.A., 
Jacklin, E., 
Langley, J.E., 
Sackett, J.J., 
Smith-Acuña, S., 
Stein, M.C., & 
Ward, B.S.
University of Denver Graduate School of Professional Psychology
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concerning the research environment of
the academic program have been iden-
tified that promote scholarly productiv-
ity, including faculty modeling, positive
reinforcement of a student’s initial ef-
forts, making science a partly social ex-
perience, and emphasizing varied
approaches to conducting research
(Kahn & Gelso, 1997). Factors within in-
ternship training environments that pos-
itively influence scholarly production
include teaching students how research
is conducted within practice settings, of-
fering regularly scheduled research
meetings, providing research seminars,
and offering mentoring specific to schol-
arly activities (Gelso, 1993; Szymanski,
Philips, Jovanovic Ozegovic, & Briggs-
Phillips, 2007). Personal factors that in-
hibit research or dissertation completion
include tendencies towards procrastina-
tion, perfectionism, and dependence
(Yulish, Muszynski & Akamatsu, 1991;
Green, 1997).

There are unique factors for students
who participate in exclusively affiliated
consortium programs that have a posi-
tive influence on completion of the re-
quired doctoral paper. One requirement
is that students remain in the commu-
nity where they attended school.
Krieshok, Lopez, Somber and Cantrell
(2000) recommended that academic pro-
grams encourage ongoing ties to the
program throughout internship as well
as offer regular structured support for
completing dissertations. This contact
may provide an increased source of sup-
port and more accountability for doc-
toral paper progress, which has been
shown to be an important step in creat-
ing a helpful structure for students com-
pleting their papers (Green, 1997). In an
exclusively affiliated consortium, stu-
dents have the ability to maintain closer
personal contact with their dissertation
committee, a crucial aspect of an envi-
ronment that encourages completion

(Green, 1997). Students can also receive
mentoring from their cohort and faculty,
capitalizing on their personal and pro-
fessional knowledge of, and experience
with, committee members in order to
most effectively advocate for themselves
throughout the doctoral paper process.

Case Example
The University of Denver (DU) Gradu-
ate School of Professional Psychology
(GSPP) has one of four APA-accredited
affiliated internship consortium pro-
grams in the United States. As an exclu-
sively affiliated internship program with
seven sites in the Denver area, the con-
sortium accepts applications for intern-
ship solely from DU GSPP students. The
GSPP internship consortium partici-
pates in the Association of Psychology
Postdoctoral and Internships Centers
(APPIC) national match, so that GSPP
students can apply to both GSPP consor-
tium and national internship sites. Dur-
ing the internship year interns in the
consortium spend four days a week at
their training sites and one day a week
attending seminars focused on profes-
sional issues, research, multiculturalism,
and psychological assessment as well as
taking part in a cohort lunch.

Since the exclusively affiliated intern-
ship consortium was created in 2000, on-
time graduation rates at the GSPP have
been 96% for consortium interns and
78% for other GSPP students at national
sites. According to the literature re-
viewed above, several factors may have
contributed to higher doctoral paper
completion rates in the GSPP consor-
tium compared to GSPP students who
completed internship at national sites.
Unlike students who have moved to a
new city for internship, GSPP consor-
tium interns are able to maintain their
social and professional connections dur-
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ing the internship year. As one intern in
the GSPP consortium stated, “Being sit-
uated locally, I didn‘t have to relocate
my family. In terms of the [internship]
peer group, everyone was supportive of
me and I got a lot of understanding
which helped decrease my anxiety and
stress levels.” 

Additionally, the high completion rate of
the GSPP consortium interns may also
be attributed to the sense of community
fostered in the weekly seminars and
throughout the internship year. The in-
terns and faculty in the consortium
share personal and professional history.
This shared history and connection to a
common academic environment reduces
competition between interns thereby fa-
cilitating a cooperative and supportive
research environment. The research
seminar requires each intern to present
their doctoral paper to the cohort at the
start of the year, and regularly update
the group on their progress throughout
the year. This increases the sense of ac-
countability for doctoral paper comple-
tion among the interns. One member of
the faculty expressed the benefits of this
shared history,
The consortium setting builds on
shared research experience and
knowledge of how to best work with
specific faculty members and offers
greater continuity in research training
as well as easier accessibility to faculty
resources. Being with one’s estab-
lished peer group and talking about
the project on a regular basis provides
peer pressure in a most positive way.
Students develop healthy competition
and inspire each other. Witnessing
other students’ processes makes the
project seem doable.

Recommendations and Conclusion
The doctoral paper marks one of the last
hurdles towards graduation and the
next step in becoming a psychologist.

While the completion of the doctoral
paper is ultimately the student’s respon-
sibility, the structure of an internship can
play a critical role in whether their in-
terns are able to complete their doctoral
papers and graduate. There are features
that may be unique to an exclusively af-
filiated consortium that increase the
chances of on-time doctoral paper com-
pletion; however, the recommendations
outlined below contain elements that can
be implemented across many different
internship programs. The exclusively af-
filiated consortium fosters an environ-
ment in which accountability, support,
and shared knowledge contribute to
helping students finish their doctoral pa-
pers on time. These elements are often
overlooked, but can be implemented to
any internship program with minimal
changes to format and structure.
Internship sites should create a context,
such as a designated weekly check-in, in
which each student reports on his or her
paper progress. All students will benefit
from hearing how peers are progressing,
and which unforeseen, yet commonly
encountered, roadblocks are faced and
overcome. They can compare their
progress with their peers, which can
serve as a motivation for completion,
and seek help from others engaged in
the doctoral paper process. Finally,
while establishing the context for dis-
cussing progress is a valuable tool for
keeping writers on track to completion,
it is also beneficial to have students com-
mit to specific, time-limited bench-
marks, to which they will be held
accountable by the group. 
An intern’s ability to approach commit-
tee members can be a significant factor
in doctoral paper completion whether
the barriers to approach are real or per-
ceived. Students who have a positive 
relationship with their committee mem-
bers have an advantage over interns

continued on page 33
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who have less access to committee mem-
bers due to geographical distance or lack
of personal connection. While geo-
graphic distance cannot be overcome,
internship sites can provide opportuni-
ties for informal mentoring and net-
working with professionals in their new
community, which may foster comfort
and confidence in communicating with
committee members. Site training direc-
tors, supervisors and peers can also en-
courage and suggest ways for interns to
maintain regular, informal contact
throughout the internship year, as well
as provide guidance on how they might
approach or respond to the challenges of
the doctoral paper process.

Lastly, we find that the GSPP consor-
tium provides a format that helps miti-
gate unforeseen life events that could
normally result in a delay in doctoral
paper completion. Particularly because
internship is a stressful period and com-
pleting a doctoral paper is a significant
added stressor, it would beneficial for
interns to have a space to receive sup-
port for various life circumstances.

Thus, we recommend that time be set
aside to address unpredictable life
events, and that it is clearly communi-
cated that flexibility exists for personal
issues. In a best-case scenario, hands-on
assistance in contingency planning on
the part of peers and supervisors at in-
ternship sites would be encouraged
when unforeseen events occur.

Much of our understanding of the doc-
toral paper process is anecdotal; research
has not specifically examined how the ex-
pectations of the Psy.D. doctoral paper af-
fect paper completion and graduation
rates. Future empirical research should
focus on Psy.D. programs, students, and
the doctoral paper in particular. In addi-
tion, further understanding of the chal-
lenges that face students completing their
doctoral paper while on internship as op-
posed to before or after the internship
year would be beneficial. Finally, it
would also be helpful to explore how an
exclusively affiliated consortium might
differ from an open consortium in influ-
encing completion rates. 
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Recent years have
brought an intensifica-
tion of focus on “new”
therapies, for reasons
both good and ill.
While any procedure
that can briefly, reli-
ably, and effectively 
alleviate the suffering
of those with whom
we come in contact
should be applied, it is
worth noting that mar-
ket forces often under-
lie the creation and

dissemination of lists of approved brief
treatments. These lists are for the most
part compiled without reference to the
limitations of the validating processes.
In general, the research is done with
picked patients without co-morbid con-
ditions (who meet criteria, don’t drop
out, and are able to be compliant), is not
well generalized across ethnic groups,
and insufficiently considers the impact
of common factors.

It is also worth noting that the primary
promoters of these “new” treatments in-
clude third party payers, who stand to
save money by decreasing the length of
treatment, and university based re-
searchers whose career advancement
may hinge on the production and mar-
keting of “successful” research. We as a
profession have a long history of want-
ing to be viewed as a science, from the
earliest days of psychophysics and the
measurement of Just Noticeable Differ-
ences to today’s efforts to find specific
remedies for specific maladies. I have no
quarrel with the results of these efforts,
where they apply, and a great deal of dif-

ficulty in forcing problem definitions to
fit the solutions we think we have.
The new therapies themselves are, for
the most part, newly studied re-packag-
ings of elements that are themselves
generally quite old. What’s new is the
degree to which the elements have been
formalized, structured, manualized,
tested, and sold.
Inasmuch as even seemingly targeted
and “well-researched” treatments such
as antidepressant medications can, ar-
guably, be shown to rely on “common
(e.g., psychological) factors,” (cf Psy-
chotherapy: Theory, Research, Practice,
Training, Vol.45, No. 3, 329-339, “Treat-
ment of Depression with Antidepres-
sants Is Primarily a Psychological
Treatment”), the same arguments can be
applied equally to many of the “new”
therapies. 
All interventions are performed in the
context of a relationship, and it is the re-
lationship as much or more than the in-
tervention to which the results can be
attributed. (See entire issue of Psy-
chotherapy: Theory, Research, Practice,
Training, Vol.38, No. 4) 
The largest ever study of actual psy-
chotherapy (Consumer Reports, Martin
Seligman, Ph.D.), while not method-
ologically ideal, also clearly supports 
the value of longer term non-specific
treatment.

I hope that with the pressure we feel to
save money, be effective, promote our
careers, and keep current with the unre-
lenting episodic fads that sweep our

FEATURE
Relationship and Common Factors in ‘New’ Therapies
Richard A. Lewis, Ph.D., UCLA Department of Psychology, and
Kristopher I. Mathis, Ph.D., U.S. Department of Veterans Affairs
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profession, we keep in some part of our
awareness the fact that we serve those in
need with our art and our selves as
much or more than we ever could with
our scientific knowledge. While we all
must cope with the problem of allocat-
ing limited resources, we need not em-

brace as ideal that which circumstance
mandates. And we should be especially
careful in our teaching and supervision
to pass on the best of our profession and
not merely that dictated by fad, conven-
ience, or scarcity.
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Depending on which
study you read, be-
tween 20 and 57% per-
cent of therapy clients
do not return after
their initial session.
Another thirty-seven
to 45% only attend
therapy a total of two
times. Although many
factors contribute to
premature client ter-
mination, the number
one cited reason by
clients is dissatisfac-

tion with the therapist. (Acosta, 1980;
Cross and Warren, 1984; Hynan, 1990).
The problem of the “disappearing
client” is what Arnold Lazarus calls “…
the slippery underbelly to the successful
practice of psychotherapy that is almost
never discussed in graduate programs
or medical schools.” 

As clinical supervisors of interns at a
university community clinic, we are
painfully aware of the high rate of client
dropout, and thus the idea for our book;
“How to Fail as a Therapist” was born.
What we found in doing the research for
the book is that high dropout rates are
not just common amongst interns, but
are equally prevalent among experi-
enced therapists regardless of training
and clinical orientation 

When clients dropout early, everyone
loses. We clinicians lose a chance to help
someone in need and our wallets and
reputation suffer as well. The conse-

quences for clients are even more dire.
Those clients who dropout early display
poor treatment outcomes, over-utilize
mental health services, and demoralize
clinicians.

Now the good news (after all, therapists
should be optimistic): there are a num-
ber of well researched strategies which
have been proven to reduce dropout
rates and increase positive treatment
outcomes.  For example, in one study a
simple phone call to confirm a client’s
first appointment resulted in a two-
thirds reduction in dropouts. Unfortu-
nately, it is often labor intensive to seek
out and review much of the relevant re-
search because it is scattered throughout
the literature—a journal article here, a
chapter in a book there. And, unfortu-
nately, most mental health clinicians,
with and without a Ph.D., rate reading
research as a very low clinical priority. 
Thus, a major task in writing the book
“How to Fail as a Therapist” was to as-
semble, organize and condense the vast
body of research addressing therapeutic
effectiveness. Of the fifty therapeutic 
errors described in the book, here we
present three of the most common ones
made by clinicians—both beginners and
“master” therapists. 

The “Infallibility Error”
“Bad Therapists Don’t Know What 
They Don’t Know.” (A. Lazarus, 1977)
One of the most distinguishing charac-

FEATURE
How Therapists Fail: Why Too Many Clients 
Drop Out of Therapy Prematurely
Bernard Schwartz Ph.D. and John. V. Flowers Ph.D.
Chapman University, Orange, California
Adapted from the book: “How To Fail As A Therapist”
Impact Publishers 2010
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teristics of therapists who have low
dropout rates is that they actively seek
feedback—both positive and negative -
regarding the effectiveness of their clin-
ical work. On the other hand are those
therapists who believe that after years
and years of study, comprehensive
exams, post-graduate supervision. and
licensing exams—they do or should
have all of the answers to clinical mat-
ters. Thus when their clients voice con-
cerns about their progress, or worse yet
when they drop out or deteriorate under
their care, there is a tendency to avoid
accepting responsibility for committing
a possible therapeutic error. It is easier
to point the finger elsewhere—“maybe
the problems were too severe;” “the 
patient was not ready or willing to
change;” there was too much transfer-
ence operating.”—the possibility for 
rationalization and denial is endless.
These explanations, even when partially
valid, may soothe the ego, but they pro-
tect clinicians from engaging in an 
honest and comprehensive exploration
of what might have gone wrong in a
particular case. 

A group of interns was asked to describe a
case in which a client of theirs terminated
early in therapy. One intern described the
case of a 10 year old male client, who had
been referred by his teacher because he
seemed disconsolate over his parents’ di-
vorce. During the first session the intern
probed about the effect of the parents’ separa-
tion and the client became emotional and
wanted to change the subject. The intern
persisted however, and the client stood up,
tears falling, and refused thereafter to return
to therapy. The supervisor responded to the
case presentation by emphasizing the need
for therapists to be very cautious during
early sessions, particularly when eliciting
difficult material from clients. Before the su-
pervisor could get very far, the intern inter-
rupted by stating: “I am already discussing
this case with my other supervisor, so I prob-
ably shouldn’t get input from both of you.”

Clearly, this intern was desperate to
avoid facing the possibility that he did
not handle the case as delicately as per-
haps he should have. None of us really
relishes the idea that we may have blun-
dered, but if we deny this possibility, we
deny ourselves the chance to grow as 
clinicians. 

One way to avoid the “infallibility”
error is to seek feedback from clients
who have dropped out prematurely.
Arnold Lazarus describes in his book on
Multimodal Therapy how he has gained
great insights by writing “early termina-
tors” and suggesting that they come in
for a “feedback session” for which he
doesn’t charge. In one such case, a client
reported that she felt the therapist had
not been sympathetic when she was re-
counting the loss of a beloved pet. The
therapist apologized for the insensitivity
and the client decided to continue in
therapy. 

One crucial statistic to keep is mind is
that the majority of clients who drop
out, do so after the first or second ses-
sion. Thus, we must elicit client feed-
back, positive and negative, early on to
head off any misunderstandings or neg-
ative feelings about the therapis or, 
the therapeutic process. Clients can be
asked directly at the end of the first 
session if they feel therapy is on track
and if they feel liked, understood and re-
spected. Asking for direct feedback may
feel a little awkward?  However, a little
awkwardness is better than losing a
client before he or she can be helped. 

The “Pathology Orientation” Error 
“The less we think, during the therapeutic
process, of diagnostic categories and labels,
the better.”  (I. Yalom, 2003)
In the field of psychotherapy, the term
“The Bible” has become synonymous
with the publication known as Diagnos-
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tic and Statistical Manual. This defini-
tive compendium of emotional disor-
ders was first published in 1952. Since
that time the Manual has gone through a
number of revisions (four major and
several minor ones) and has continued
to add new diagnostic categories. In ad-
dition, it has really bulked up over the
decades, growing from a mere 138 pages
at the outset to over 800 pages in its
most recent incarnation. 
Currently every student entering the
fields of psychiatry, psychology, social
work and counseling is required to vir-
tually memorize the DSM-IV-TR, and
thus professionals in our field have
greatly increased their knowledge base
of diagnostic criteria, demographics and
prognoses of emotional disorders. Alas
these advances have a down side as
well. It has created an overemphasis on
pathology to the near exclusion of what
is healthy, resilient, and capable in the
clients that we treat. 
At the same time that the fields of diag-
nosis and assessment were becoming
more sophisticated, an alternative view
of human potential was also advancing.
Theorists such as Carl Rogers, Abraham
Maslow and Victor Frankl were among
the earliest progenitors of those who
tended to take a broader view of the
client, looking beyond pathology to-
ward human capability. Milton Erick-
son’s work, which emphasized client
resources, was in the vanguard of this
new perspective.
Following Erickson’s lead a number of
other clinicians and researchers have ex-
plored the idea of utilizing client
strengths as a resource in the treatment
of emotional problems. Narrative Ther-
apy avoids the exclusive focus on prob-
lems and pathology by instead
exploring clients’ alternative stories—
occasions in which healthy, productive
behaviors were enacted instead of the
usual counter-productive responses. 

Ryan was described as “incorrigible” by his
teachers. He spent as much time in the prin-
cipal’s office as he did in the classroom. His
main transgressions revolved around ag-
gressive and bullying behavior. Ryan’s coun-
selor applied a narrative approach by first
asking Ryan about his “problem story”—the
things that get him in trouble. They then
gave a name to his problem story—“Mr.
Trouble.” In addition to gathering the nasty
details of his misbehavior, the counselor also
inquired about occasions when a different
Ryan, a kinder Ryan surfaced. The question
itself seemed to shock the ten year old. How-
ever, after reflection he confessed that on oc-
casion he had shown care to his younger
brother when he was ill, or was lonely and
needed a playmate. The counselor then asked
follow up questions to explore the way “Kind
Ryan” felt after demonstrating care to his
brother.

“What did you think of yourself for being
helpful to your brother?”
“How did your brother respond to your
help?”

“What did your parents think of you?” 

“What does it say about you that you show
care to your brother?”

Unfortunately, in spite of the advent of
“positive psychological” approaches to
therapy, we have been programmed to
look more at what clients are lacking
and less at client strengths.  Most “initial
interview” forms have a space in which
the client’s clinical diagnosis is sup-
posed to be entered. To avoid the
“pathology orientation” we need to ex-
pand the initial interview to include a
thorough assessment of a client’s skills,
talents and resources. We need to know
what challenges they have surmounted,
what kinds of accomplishments they
have attained, what special abilities they
have developed.
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When therapists and clients shift their
focus from the “pathologized victim” to
the “heroic victor” therapy becomes a
much more creative and productive
process. 

Emphasizing Therapeutic Techniques
Over Relationship Building
“It is imperative that clinicians remember
that decades of research consistently demon-
strate that relationship factors correlate more
highly with client outcome than do special-
ized treatment techniques.” (Castengu, et
al., 1996).

One of the best things about attending
continuing education seminars is learn-
ing about the latest therapeutic interven-
tions. And every year or so, such new
“breakthroughs” arrive—EMDR, DBT,
ACT—you name it. We rush home from
the seminars, and can hardly wait for
the first patient that we can try out our
new found knowledge on.

Many of these innovations do have cred-
ibility, but there is one glitch in all of the
focus on techniques. As the above quote
states emphatically, the most powerful
predictor of positive therapeutic out-
come depends less on what type of ther-
apeutic interventions you employ, and
more on what kind of therapist-client
bond you develop. 

An intern related to her ever patient super-
visor that she had been learning about the
use of “paradoxical intentions” in her ad-
vanced counseling class. She was hoping to
try out this new dramatic technique with
one of her clients, and did so with a patient
during their very first session. The patient
had returned to school after a recent divorce,
and complained of being totally over-
whelmed. She couldn’t get herself to do any
homework and was no longer the organized
housewife she used to be—failing to do even
the simplest of chores like laundry or dishes.
The intervention the intern tried was to”

join the symptom” and prescribe the home-
work assignment to do “absolutely no work
at all this week” and report back at the next
session how this went.

Unfortunately, there was no next 
session—the client was never heard
from again. The lesson here is one that
is all too commonly missed—the thera-
peutic relationship trumps technique. To
be more precise, no other single factor
affects therapy outcomes more than the
quality of the client-therapist relation-
ship. Although exact percentages of
therapeutic effect are difficult to ascer-
tain—one study did attempt to do just
that. After reviewing over 100 outcome
studies, Lambert and Barley (2001) de-
rived an estimate of the relative contri-
bution of the myriad factors which have
been studied in outcome research. 
Surprisingly, the specific techniques em-
ployed by therapists (cognitive, psycho-
dynamic, etc.), accounted for only 30%
of therapeutic outcome. However, the
quality of the client-therapist relation-
ship predicted results 40% of the time.

In the case discussed above, the paro-
doxical intervention might have proven
effective in the long run, if the therapist
had developed enough rapport and a
trusting relationship before implement-
ing the approach. The tendency to rush
into the therapist tool kit and resolve the
problem quickly is of course exacer-
bated by the current emphasis on brief
or time-limited therapy. Suffice it to say,
the “bottom line orientation (“time is
money”) is not always in the patient’s
best interests. 

Relationship building begins with the
first hello—and handshake. In fact, in
one study of medical doctors, the “hand-
shake” was cited by patients on an exit
questionnaire as the most positive factor
in the office visit.

continued on page 40
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One of the best (and least utilized) meth-
ods to ensure that the therapist and
client are on the same page is to employ
as “relationship assessment tool” such
as the Working Alliance Inventory de-
veloped by Horvath and Greenberg and
readily available on the internet.  This
user friendly tool predicts with a high
degree of accuracy whether or not a
client is at risk of dropping out of 
therapy. It also points to the areas of

“disconnect’ which can be addressed
sympathetically with the client. 

It is our hope in writing about the fac-
tors that cause client dissatisfaction and
eventual termination, that we can the
move the discussion of therapist error
from “the underbelly of the profession”
to the broad light of day. And in so
doing can provide clinicians with added
tools to enhance their professionalism,
effectiveness and success. 
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When I began private
practice in the mid-
1980s, I had just left a
full-time “secure” (the
hospital has closed)
position at a private
psychiatric hospital

and had made the transition from part-
time to full-time practice. This had been
a dream for many years and taking the
leap was exhilarating and scary. I rented
a small office suite and started a group
practice with a part-time social worker.
The group practice expanded and con-
tracted over the years to its current form
where I am a solo practitioner and rent
space to psychiatrists and other psychol-
ogists. I remember early in my career
when my group practice was expanding
and thriving how exciting it was grow-
ing my dream practice. One day while
getting coffee with one of the associates
she commented that her old supervisor
upon hearing that she was an associate
in my group commented, “Oh he is that
entrepreneur.”  Psychologists were led
to believe that business interests were
beneath us. I can still remember the
shame that I felt when she repeated the
statement. Since that time I have com-
pletely left the ranks of managed care
and work fee for service, although I will
submit insurance forms for those with
out of network benefits. I love what I do
and feel that I am well compensated for
my education, training, and skills. 

With this as a backdrop, I was eager to
read Steven Walfish’s edited volume en-
titled Earning a Living Outside of Managed

Mental Health Care: 50 Ways to Expand
Your Practice published by the American
Psychological Association. Dr. Walfish
has previously co-authored another vol-
ume with Jeffrey Barnett on the topic of
achieving financial success in mental
health practice but this latest volume is
an edited compilation of chapters from
50 contributors who have achieved suc-
cess outside of managed care. Walfish
knows his topic and the territory well.

Contributors begin their chapters by in-
troducing themselves and describing a
variety of niche areas in which they have
established themselves outside of the
constraints of managed care. Wonderful
suggestions abound in these interesting
and concise summaries. The volume
covers a wide spectrum of areas in
which the contributors have found a
need, developed a specialty, and appro-
priately marketed their services with
quality in the forefront. I found the first
chapter by David Verhaagen immensely
concise and informative. He summa-
rizes seven keys to building a dream
practice outside of the constraints of
managed care. I found his points, which
I won’t repeat here because I really hope
that you will read this book, to be reso-
nant with what I have found has
worked in my own practice.  I suspect
your curiosity is peaked so I will reveal
just one of the seven keys, which is to
“think of yourself as a brand.” I agree
that this suggestion is essential to estab-
lishing yourself as someone distinctive.

continued on page 42
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Branding was a major theme of APA’s
past President James Bray’s Task Force
on the Future of Practice. Another piece
of wisdom that has been true in my ex-
perience is that when you are fee for
service you have to be comfortable not
accepting up to 40% of your referrals but
to think abundance and not scarcity.

The remaining chapters are also concise
and cover a range of services, which
psychologists are well suited to provide
and for which markets exist outside of
managed care. Walfish conducted some
preliminary surveys with psychologists
about activities that they conducted out-
side the purview of managed care.  This
was used to guide his selection of topics.
A sample of the spectrum of activities
covered in this volume include premar-
ital counseling, teaching marriage skills,
collaborative divorce, pet therapy, vari-
ous types of specialty evaluations, exec-
utive leadership coaching, consulting to
family owned businesses, supervision of
psychotherapy providers and many oth-
ers. There are wonderful suggestions

gleaned from experiences of seasoned
practitioners with many years of honing
their business models. 

One of the points that is made in this
volume is applicable whether you are
just starting your practice or have been
in it for a while: managed care can be
secure in that you will likely have a
stream of referrals, but you will not
thrive. I suspect that this is one of the
factors that leads us to burnout and is
part of the industrialization of our field. 

Reading this volume is certainly a treat
in that it is well organized and chapters
are articulate and personal conveying
the contributors’ passion for their work
and business insight. I must say that
since I started in practice decades ago it
is nice to see that the entrepreneurial
spirit is not longer an anathema to psy-
chologists. I highly recommend this
book to everyone in private practice
who is considering making the transi-
tion from managed care and those who
are just starting out in practice.
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WASHINGTON SCENE
Bridge Over Troubled Water
Pat DeLeon, Ph.D.
Former APA President

With the various provi-
sions of President
Obama’s landmark
health care reform leg-
islation now being
steadily, if not system-
atically, implemented,

there is a considerable sense of uncer-
tainty within the practice community
(and the nation at large) regarding ex-
actly how his far reaching vision will ul-
timately affect their daily lives. Many
Republicans in Congress, a significant
number of Governors, and vocal inter-
ests such as the Tea Party advocates are
calling for an outright repeal – a
prospect which is highly unlikely re-
gardless of how the November elections
turn out. From a historical frame of ref-
erence, we understand that a similar
sense of concern existed following the
enactment of the original Medicare leg-
islation during President Lyndon John-
son’s Great Society Era. Yet, almost
everyone would agree that today
Medicare is cherished by the vast major-
ity of our nation’s senior citizens, a num-
ber of whom routinely call for “keeping
the federal government out” of their
beloved program. During these uncer-
tain times, we thought it would be use-
ful for the readership to reflect upon the
recent past and explore elements of the
probable future.

Psychology’s Institutional Vision: At
the 2009 annual State Leadership Con-
ference, Katherine Nordal, Executive Di-
rector of the APA Practice Directorate,
noted: “We spend $2.3 trillion annually
on health care, almost twice as much per
person as any other industrialized na-
tion. But studies show that we are not

getting what we are paying for. Fully a
third of our spending is wasted on treat-
ments, drugs, and tests that do not im-
prove outcomes…. I want to turn our
attention now to a broader role for psy-
chologists in the health care system, one
which must focus increasingly on inte-
grated care. Why integrated care? Over
time, health, mental health, and sub-
stance use treatment systems have
evolved in silos and independently from
each other. As if the mind and body
were two separate and unrelated sys-
tems…. We know that at least half of the
care provided for common psychologi-
cal disorders, such as depression, is pro-
vided in the primary care environment,
not in specialty behavioral health set-
tings…. The consequences of unmet
mental health treatment needs, which
can contribute to or worsen a variety of
physical health problems, are too costly
to ignore. Unfortunately, the first line of
primary care treatment for psychologi-
cal disorders is usually medication with-
out the appropriate referral for
psychotherapy…. It is foolhardy for us
to focus narrowly on mental health is-
sues when the real opportunities to
make a significant difference in the qual-
ity of life for most of our citizens are in
the broader domain of general health
care and in delivery systems that will
have stringent demands for accountabil-
ity with a focus on quality and out-
comes. It is time for us to view our
discipline more broadly as a health care
profession, with mental health as a sub-
set of our expertise, and to communicate
the breadth of our expertise to the public
and policy makers.” At the 2010 State

continued on page 45
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Leadership Conference, correctly antici-
pating the timely enactment President
Obama’s health care reform legislation,
Katherine highlighted several critical
policy themes: “We need an integrated
health care delivery system, and psy-
chologists must be part of the health care
teams in that system. We cannot afford
to watch from a distance as a new health
care delivery system is crafted… one
that is unlikely to value what psycholo-
gists can bring to the table if we sit on
the sidelines. When we fail to become in-
volved in advocacy, we give others the
power over our future as health care
providers…. We also need to help more
of our members become comfortable
with and accustomed to using the elec-
tronic media that increasingly shape our
interactions with others….”

A Visionary Psychologist’s View: Ron
Rozensky: “Over the years a number of
psychology’s national leaders have
stressed the need for our colleagues to
do more to educate our nation’s health
care leaders regarding our extensive
clinical expertise and to appreciate that
the forthcoming major gains in the effort
(for psychology) to be fully recognized
as a mainstream health profession will
now require new partnerships. These
new partnerships will definitely need to
include advance practice nurses, clinical
pharmacists, primary care and other
non-psychiatric physicians, and partic-
ularly politically active consumer
groups and business leaders. Political
advocacy agendas will now have to be
done collaboratively.

“Thanks to the efforts of Cynthia Belar
and Nina Levitt of the Education Direc-
torate, it has been exciting to be involved
in that process via my appointment by
the Secretary of Health and Human Serv-
ices (HHS) to the Health Resources and
Services Administration’s (HRSA) Advi-
sory Committee on Interdisciplinary,
Community Based Linkages (ACICBL)

within the Bureau of Health Professions.
By its very definition, and charter from
Congress, this is exactly the collaborative
environment that will facilitate partner-
ships leading to a more efficient and ef-
fective health care system.

“I currently serve as chair of the ACICBL
and our 2010 annual report to the Secre-
tary of HHS and to the Congress will
focus on ‘Preparing the HealthCare
Workforce to Address and Manage
Health Behaviors.’ Clearly, this topic is
near and dear to my professional iden-
tity, having published five books and
numerous articles on this subject, having
spent years in clinical practice as a board
certified clinical health psychologist,
and spending most of my week now as
a professor educating and training the
next generation of psychologists who
will ‘address and manage’ health behav-
iors. This current focus of ACICBL on
health behaviors came about by the in-
terdisciplinary discussions of the nurses,
physicians, pharmacists, podiatrists,
physician assistants, and other health-
care professionals on the committee.
There was a cooperative agreement that
this topic and addressing how to assure
the future education, training, and prac-
tice of the entire healthcare workforce to
address health behaviors will have a
positive impact on individual and pop-
ulation health and the overall cost of our
nation’s health care.

“Last year our committee’s report was
Agenda for Change: Interprofessional
Education and Practice – Implications
for Primary Care in Health Care Reform.
This clearly illustrates the importance of
the involvement of the full range of
healthcare professions, including psy-
chology, in primary care services. Rec-
ommendations included assuring that
all disciplines are educated together to
understand each other’s roles and how
to work together in team structures like

continued on page 46
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‘The Patient Centered Health Care
Home’ and that reimbursement be as-
sured for all members of the team. The
ACICBL also worked with the three
other advisory committees in the Bureau
of Health Professions—Graduate Med-
ical Education, Nursing Education, and
Dentistry & Primary Care—to write a
letter to the Secretary of HHS and Con-
gress with recommendations for the
then, upcoming healthcare reform legis-
lation. The chairs and vice chairs of each
committee signed the letter and noted
that we were acting as a true team of
health care providers, were not advocat-
ing for any one discipline’s agenda over
another’s, but were advocating for qual-
ity patient care. It was gratifying to
know that Members of Congress draft-
ing the soon to be passed healthcare re-
form legislation not only attended to the
content of our recommendations but
took to heart, and mind, the importance
of interprofessional education, training,
and practice and helped assure that all
professions were recognized as able to
practice to the full extent of their scope
of practice.

“There are many ways to be involved in
advocacy for the future of psychology.
Using the strength of our evidence-
based science and our best clinical prac-
tice models as the data needed to build
policy recommendations is extremely
powerful. This works even better when
done in the context of a strong working
relationship with our colleagues across
all healthcare disciplines—interprofes-
sional professionalism is our future. As
others before me have said—‘Political
advocacy agendas will now have to be
done collaboratively.’”

An Interesting Perspective From The
AMA: In their December 1, 2009 letter to
the Senate Majority Leader, the AMA
shared its views on the pending health-
care reform legislation. “The American

Medical Association (AMA) remains
committed to achieving enactment of
comprehensive health system reform
legislation that improves access to af-
fordable, high-quality care and reduces
unnecessary costs. We do not believe
that maintaining the status quo is an 
acceptable option for physicians or the
patients we serve.” The AMA recom-
mendations addressed a number of their
concerns, especially those related to re-
imbursement levels and the specifics of
the proposed Independent Medicare
Advisory Board.

Most relevant to the issues raised by
Katherine and Ron, as well as the impor-
tance of collaborative efforts across the
various health professions, was the
AMA position on workforce training
and a related demonstration program.
“The AMA supports provisions in the
bill that would authorize increased
funding for the National Health Service
Corps and funding for Title VII health
professions and diversity programs in
order to address the need for more
physicians and other health care profes-
sionals. The AMA also generally sup-
ports programs that increase basic
nursing education opportunities, pro-
vide workforce incentives, as well as
other initiatives in order to increase the
supply of registered nurses. In lieu of
the proposed nurse-managed health
clinics, the AMA supports fully inte-
grated multidisciplinary health care
teams that are comprised of nurses and
other health care professionals, which
are led by physicians to ensure that pa-
tients get the best possible care [high-
lighted in letter]…. The AMA generally
supports testing independence at home
medical models, as provided for in the
bill, but we have some structural con-
cerns, including that the demonstration
program should be led by physicians.
We would suggest that psychology

continued on page 47
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should not be surprised by the historical
AMA position that “physicians should
always be captain of the ship.” We
would seriously question, however,
whether this fundamental policy posi-
tion can be supported by any objective
data and we would further suggest that
it is important for our colleagues in psy-
chology to become increasingly in-
volved on behalf of their profession as
Kathleen and Ron have urged. Of inter-
est, the nurse-managed clinic provision
did become public law, notwithstanding
the AMA’s expressed concerns.

Change Is Definitely Coming: This
Summer, HRSA released a report from
its Division of Nursing Dual and Joint
Degree with Nursing Roundtable Work-
ing Group. HRSA had convened a work-
ing group in May, 2010 of 24 leaders
from nursing and other disciplines who
are program directors of dual and joint
degree programs; representatives from
accrediting agencies and associations
that are involved with the national dia-
logue on dual and joint degree pro-
grams; and Division of Nursing staff.
Five of the individuals participated by
telephone conference call. The overall
purpose of the Roundtable was to ex-
plore innovative cross cutting dual or
joint degree nursing programs that seek
to prepare nurses to expand the tradi-
tional scope of nursing practice; and to
provide an opportunity to share experi-
ences to gain insight about the imple-
mentation of Dual or Joint degrees with
Nursing programs. Participants had an
opportunity to explain the reason for
starting their program, challenges, solu-
tions, graduate employment and scope
of practice, recommendations and the
value of these programs in strengthen-
ing health care teams and achieving in-
terprofessional competencies. Several of
the objectives addressed were identify-
ing critical elements necessary for inte-
grated or parallel curricula; sharing
evaluation indicators that measured

program outcomes; and sharing experi-
ences to date on how graduates are inte-
grating both disciplines into their
practice and leadership positions within
the health system.

The American Association of Colleges of
Nursing (AACN) 2009 survey of schools
of nursing documents that there are over
100 nursing schools that offer dual degree
programs: 74 MSA/MBA programs; 34
MSA/MPH programs; 10 MSN/MHA
programs; 5 MSN/MPA programs; 4
MSN/MDIV programs; and, 3 MSN/JD
programs. The Executive Vice President
and CEO of the Association of Colleges of
Pharmacy provided a report on their
field’s experiences and noted that one
Physician Assistant and Doctor of Phar-
macy (PharmD) joint program is cur-
rently accredited.

Accrediting agencies and professional
association representatives provided
valuable contributions. No barriers that
would inhibit full accreditation of dual
or joint degree programs were identi-
fied. Additional anecdotes were pro-
vided about the value of dual and joint
degree programs and reasons that the
schools have implemented them. Inter-
est in participating in future meetings
was received from the Association of
Schools of Public Health (ASPH). The
professional association representatives
expressed support for innovative pro-
grams and interprofessional learning ex-
periences.

The participants identified the value
added by the opportunity for Dual and
Joint degree programs, including their
attention to achievement of interprofes-
sional competencies and the extent to
which practice experiences can incorpo-
rate the knowledge and skills and com-
petency development needed for both
disciplines. It was felt that additional

continued on page 48
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evaluation needs to be carried out on the
extent to which the graduates of some of
these programs improve access to pri-
mary health care. Additional investiga-
tion also is needed to determine how the
programs are integrating attention to
addressing disparities, diversity of the
workforce, and increased quality of
service for underserved populations. A
benefit emphasized by all was that fac-
ulty prepared in both disciplines were
able to bring in-depth expertise to their
teaching and research, and to continue
these connections across disciplines
through their academic careers and
practice. The participants made recom-
mendations for how to foster more op-
portunities for joint degree programs.
One key area of attention is to increase
connections among these programs in
order to share innovations. HRSA is con-
sidering the recommendations and next

steps. We fully expect that in the near fu-
ture, a dual degree program between
nursing and pharmacy will be estab-
lished at the University of Hawaii at
Hilo, with a special emphasis upon
gerontology and long term care. Their
current plan is to integrate course mate-
rials wherever possible, thus signifi-
cantly reducing the overall length of
study. The level of student interest in
participating is exciting. In our judg-
ment, this particular initiative possesses
the potential for truly revolutionizing
society’s definition of “quality care” for
a steadily growing segment of our soci-
ety; i.e., our nation’s elderly. All your
dreams are on their way. See how they
shine…. Like a bridge over troubled
water. I will ease your mind. Aloha,

Pat DeLeon, former APA President – 
Division 29 – August, 2010
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