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entering the 2018 Stretch

Michael J. Constantino, PhD
University of Massachusetts Amherst

to follow through on the
horse racing analogy that
i introduced in my sec-
ond President’s column,
we are now entering the
stretch run of a produc-
tive and celebratory year
for our Society. So, for one

last time in “print”—happy 50th birthday,
Division 29! and here’s to the start of our
next 50 years, which, when sticking to
our Bulletin’s theme for this year, could
be considered a major turning point. 

as this column will be my last as Presi-
dent, i would like to thank our members
for entrusting me to lead our organiza-
tion. i accepted the gavel for 2018 with
gratitude, humility, and excitement, and,
in a few short months, i will turn it over
to our next President, Dr. nancy Mur-
dock, with the same. as a Board of Di-
rectors, i am grateful for and humbled by
our wealth of accomplishments this year,
including several movements toward
my presidential theme—Establishing and
refining personalized mental health care: Pro-
moting disruptive, evidence-informed inno-
vations to psychotherapy training molds and
methods. i am also excited to witness our
continued growth and cutting-edge con-
tributions to the psychotherapy field
during nancy’s term and beyond. in this
final column for 2018, i will summarize
and spotlight several of the agenda items
and initiatives that our Board took up 
at our most recent in-person meeting,
which took place at aPa Headquarters
from September 14-16.

Your Board at Hard Work
the following initiatives remain at the
front and center of our Division’s busi-
ness, some of which have been com-

pleted as of this writing. although the
list is not exhaustive, it is representative
of the types of important items that our
Board addresses and raises for the good
and betterment of our Society. as i noted
in my first column, i simply use the term
“we” to indicate Society actions. as
there is such a wonderful collaborative
spirit among our Board members, it
would be too challenging to list all of the
associated names behind each creative
endeavor. However, if you want names,
or if you would like to be involved in
any of our efforts, you should never hes-
itate to contact our Board!

if you are reading this column, it likely
means that you have accessed the entire
Bulletin online. thus, you can see for
yourself what amazing content that our
team publishes. the information is timely,
diverse, and mission-relevant, and it is
disseminated by authors who span dif-
ferent, yet interrelating cross sections of
our field (students, licensed professionals,
faculty members, practitioners, re-
searchers, trainers, administrators, and
others). it is always a treat to receive the
Bulletin release notice in our inbox, and
we owe a huge, and ongoing, debt of grat-
itude to the Editorial team.

as you click through our website, you
will also notice significant upgrades,
timely news, important announcements,
and exciting web-only features. Simply
put, the website is flush with content.
there is so much good psychotherapy
“stuff” to find here, and through our so-
cial media, that i urge you to browse reg-
ularly and read often. and, thank you, to
our immensely talented web team.

2
continued on page 3
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While i’m at it, our Publications and
Communications (Pub) Board as a whole
is doing a fantastic job. in addition to the
Bulletin and website, our flagship journal,
Psychotherapy, keeps churning out re-
markable scholarship, including with the
recent release of the special issue on Evi-
dence-Based Psychotherapy Relationships III.
the Pub Board also doubled as the
Search Committee charged with inter-
viewing candidates and selecting the
next Editor-in-Chief of Psychotherapy who
will succeed Dr. Mark Hilsenroth when
his second term, and immensely success-
ful entire tenure, ends after 2020. as i
have happily announced through multi-
ple Division 29 channels, including this
Bulletin issue, the next Editor will be Dr.
Jesse owen. Simply put, the Journal will
remain in extremely capable hands, and i
look forward to witnessing Jesse realize
his long-term vision for it. i also note that
as Drs. lillian Comas-Diaz and Heather
lyons rotate off of the Pub Board after the
calendar year, we will welcome Drs.
Sarah Knox and Paul Kwan as new mem-
bers; further, we are thrilled to have Brien
goodwin serve a second term as student
member of this Board.

Consistent with our long-standing and
ongoing commitment to, and apprecia-
tion of, diversity, the Board has ap-
proved a revised diversity mission
statement, which can be viewed on our
website. We will also send a representa-
tive to the next national Multicultural
Conference and Summit (nMCS). We
also continue to contribute to the en-
dowment for the nMCS.

Consistent with Dr. Jeff Zimmerman’s
2017 Presidential theme, several Board
members are involved in organizing a
conference on bringing psychotherapy
to the underserved.

as a consequence of efforts to further
our Society’s collaboration with the So-
ciety for the Exploration of Psychother-

apy integration (SEPi), our Board has
approved three concrete actions. First,
the organizations have established an
agreement for in kind advertising at
each other’s annual professional confer-
ence, as well as Division 29’s no cost
sponsorship of the continuing education
program at SEPi meetings. Second, the
organizations will invite the current
President (or other designated represen-
tative) to each other’s meetings, with
registration waived or reimbursed. this
will facilitate ongoing connection and
pursuit of collaborative initiatives. Fi-
nally, the organizations have established
annual, bi-directional poster awards to
be given at the other organization’s
meeting (with both named in memory of
Dr. Jeremy Safran). that is, Division 29
will sponsor and administer a poster
award (with a cash prize) to be given to
a SEPi poster presenter at SEPi’s annual
meeting. SEPi will then do the same for
a Division 29 poster presenter at aPa’s
annual convention.

the Board has approved several revi-
sions to our bylaws on which all Divi-
sion members can now vote. if you are a
Member or Fellow of Division 29, or an
associate Member who is also a voting
associate Member of the american Psy-
chological association (aPa), you are
entitled to vote on the presently pro-
posed amendments. these changes will
allow undergraduate students to be 
student affiliate members of our Society.
Moreover, we have proposed changes 
to the composition of the Committee 
on Professional awards; namely, given
the growing number of award programs
that we now administer, we are propos-
ing for there to be a Chair that serves 
in this role for two consecutive years. 
We have also clarified various member-
ship rights and privileges. Please visit
our website to see a fuller review of
these three substantive changes, and

continued on page 4
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cast your vote before the poll closes on
December 9, 2018.

Speaking of awards, we have developed
and will launch for the 2019 cycle two
new mid-career awards; one for distin-
guished scholarship contributions, and
the other for distinguished practice con-
tributions. See our website for nomina-
tion details and submission guidelines
(as well as for our longer-standing pro-
fessional awards and grant programs).

nancy Murdock has been hard at work
finalizing her Standing Committee
Chair appointments for her 2019 term
(and check out her Column in this issue),
and our President-Elect designate, Dr.
Jennifer Callahan, has appointed (with
Board approval) her Committee on
nomination and Elections.

our Board has approved a renewed
partnership with oriental insight
(which will be signed at the start of
2019), and we remain devoted to the in-
ternationalization of our Society.

a workgroup is actively pursuing cre-
ative options for updating and upgrad-
ing our Division’s logo.

the Board agreed to endorse our Divi-
sion’s Past-president, Dr. armand Cer-
bone, for President-Elect of the aPa.

We have convened a Presidential work
group to develop guidelines for admin-
istering a seed grant program for a train-
ing initiative. this will be one of my
Past-president initiatives in 2019.

as discussed elsewhere in this issue, we
have completed our companion video
series to the chapters in the forthcoming

book, Psychotherapy Relationships That
Work (3rd ed.). in these videos, Dr. rayna
Markin interviews contributing authors
who discuss the training implications of
their original meta-analyses on factors
that contribute to psychotherapy im-
provement. the videos will soon be
cross-listed on our website and the ox-
ford university Press website, so be on
the lookout!

our Program Chair, Dr. James Boswell, is
already hard at work soliciting proposals
for our Divisional programming at the
2019 aPa Convention in Chicago. if you
have yet to do so, please submit your best
work, especially as if it relates to our in-
coming President’s 2019 theme—Psy-
chotherapy for the future: Promoting growth
through interventions designed for diverse
clients and settings. this is such an impor-
tant focus, and i am already looking for-
ward to Division 29’s sessions.

again, these are just some of the cur-
rently salient agenda items and initiatives
that i have extracted from the constant
motion of our Education and Training,
Practice, Science and Scholarship, Interna-
tional Affairs, Social Justice and Public In-
terest, Membership, Early Career, Diversity
(Rosemary Phelps), and Student domains.
a big “thank you,” to our past, present,
and future Board members for keeping
these wheels in motion. and, of course,
such motions are invariably supported
by our tireless and gifted administrator,
tracey Martin. thank you, tracey, for
helping me navigate this year!

it has been an honor and an absolute
pleasure to serve our Division, and i
look forward to my next role as Past-
president, and to (hopefully) other fu-
ture roles.
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Hello Society Members:

as i contemplate the
transition to President
next month (which, to be
honest, is a little over-
whelming), i would like
to briefly remind you

about our convention theme and my pri-
mary presidential initiative for my up-
coming (2019) presidential year. 

i am pleased to announce the Society for
the advancement of Psychotherapy
theme for the 2019 aPa convention: Psy-
chotherapy for the future: Promoting growth
through interventions designed for diverse
clients and settings. i am guessing that you
have already submitted your proposals
by the time you read this note, but if not,
please do! this convention theme is rep-
resentative of my presidential initiative,
which is to explore and promote our
membership’s wide range of expertise in
psychotherapy, with a special focus on
non-traditional intervention.

Please join me in realizing this effort to
spotlight what the Society’s member-
ship is doing that falls under my tag line
Out of the Office and Into the Streets. If you
or someone you know engages in
growth-producing intervention outside
of the typical office setting, please let
me know. i’d like to feature these efforts
periodically on the Society’s website,
and i am working on a presidential sym-
posium in the same vein for the Chicago
aPa convention. 

it’s always a little difficult for me to write
about myself, but i will try to overcome
that enough to offer a brief bio. i am cur-
rently Professor of Counseling Psychol-
ogy at the university of Missouri-Kansas
City and have been at uMKC since re-
ceiving my Ph.D. in Counseling Psychol-
ogy from Virginia Commonwealth
university. i have occupied numerous
roles at the university, including depart-
ment chair, director of training of our
aPa-accredited doctoral program in
Counseling Psychology and currently am
coordinator of our MPCaC-accredited
master’s program in Counseling. 

over the years, i have served in various
roles in professional organizations, in-
cluding program chair for the Society for
the advancement of Psychotherapy,
president of the Council of Counseling
Psychology training Programs, Vice
President for Education and training
and program chair for the Society of
Counseling Psychology. My scholarship
is in the area of psychotherapy process
and family systems theory, but i con-
sider my most significant contribution
to be my textbook: Theories of and Coun-
seling and Psychotherapy: A Case Approach,
which is in its 4th edition.

i am truly honored to serve the Society
for the advancement of Psychotherapy
as President in the coming year. 

PreSIDeNT-elecT’S columN

greetings From the President-elect: 
aPa convention Theme and Presidential Initiative

Nancy L. Murdock, Ph.D.
University of Missouri-Kansas City
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as the year draws to a
close, we are pleased to
bring you the final Psy-
chotherapy Bulletin for
2018. this issue has a lit-
tle something for every-
one, from Education and
training pieces looking
at the professional de-
velopment of trainees in
supervision and the cli-
mate of clinical training,
to considering the impli-

cations of diagnosis and assessment from
an Ethics perspective, to considerations
for working with clients with specific di-
agnoses, such as Borderline Personality
Disorder or autism Spectrum Disorder,
to a review of the state of multicultural
counseling competencies research for our
Diversity Domain. 

We are especially delighted to bring you
several Special Features, including a
look at Psychotherapy: the next 50
years by Drs. John and rita Sommers-
Flanagan; a discussion of professional
competence and ethical practice when
“going it alone” by Dr. Jeff Barnett and
Kendall Corcoran; and three “turning
Points,” including a piece on retirement
myths by Dr. tom Barrett. 

We truly appreciate all of the contribu-
tions from our authors this year, and join
SaP President Mike Constantino in
thanking our Domain representatives,
Contributing Editors, members of gov-
ernance, and all of the others who have
helped make this year such a memo-
rable one for the Society (please see the

President’s Column in this issue). We
also look forward to things to come—for
a sneak peek, see the President-Elect’s
Column, in this issue, as well.

We would also like to express our grati-
tude to Dr. Constantino and the mem-
bers of the Publications Board for their
ongoing support, and to our Editorial
assistants, Salwa Chowdhury and Cory
Marchi, and SaP’s fantastic Web team,
Dr. amy Ellis, Kourtney Schroeder, and
Elizabeth Kilmer, for their amazing
work. i (lynett) would also personally
like to thank associate Editor Dr. Cara
Jacobson for her invaluable assistance
with every issue. 

and our final “thank you” for the year
goes to you, our readers! on that note,
please consider writing for the Bulletin
in 2019! our submission guidelines can
be found online (http://societyforpsy-
chotherapy.org/publications/bul-
letin/about/), and our deadlines are:
February 1, may 1, august 1, and 
November 1. 

Wishing everyone a safe and joyous end
of 2018, and a wonderful beginning to
the year to come.

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

Cara Jacobson, PsyD
Psychotherapy Bulletin associate Editor 
email: chjacobson@loyola.edu
phone: (443) 520-2036

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

Cara Jacobson, PsyD
Loyola University Maryland 
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Simeon woke from the
nightmare, sweaty and
frightened. He groped
for his Calm Now (CN)
program, plugging it
into his ear-port. He did-
n’t just hear soothing
music, he felt it; his
breathing slowed, his
forehead relaxed. the
gentle instructions, in
the voice he’d chosen,
brought calmness and

tranquility. thanks to an activated
parasympathetic nervous system, within
minutes, he was emotionally regulated. 

Simeon faced a choice. He could continue
with his usual daily social, vocational,
and recreational routines, or he could
take time for personal exploration. this
was the fourth morning in the past two
weeks that he’d awakened from a simi-
lar nightmare. Maybe the Cn program
wasn’t enough. thanks to his grand-
mother’s influence, for nearly all of his 25
years, Simeon had been interested in un-
derstanding life at a deeper level. He
made remote contact (rM) with his
grandmother, conferred a bit, and de-
cided to invest time in symptom relief
and growth-producing insight. He
logged into his Living Calendar (LC), reset
his november 15, 2068, work schedule,
and moved his evening date an hour
later. He punched in codes that his com-
pany’s employee support program pro-
vided and input his symptoms and goals.
instantly, the company sent Simeon a vir-
tual therapist, a hologram named Indigo.

For the next hour, Simeon interacted
with Indigo. He shared his dream, en-
gaged in guided emotional processing,
and began recognizing how his dream
was related to a near-death experience
he had during an air quality emergency
that happened six months ago in his
dome complex. “Duh,” he thought to
himself. “i should have put that to-
gether.” He contemplated connections
between his trauma, his daily distress,
and his disconnected interpersonal rela-
tionships. Exhilarated, Simeon requested
three more sessions that week. By Friday,
Simeon’s Spoken Daily Log (SDL) read,
“Monday was a turning point. Even
though i was nearly asphyxiated 6
months ago, i’m letting go of the pain,
integrating the experience into my life,
and functioning from a place of authen-
tic self again. the week was packed with
meaning. i’m communicating more ef-
fectively and choosing interpersonal
connections rather than my usual dis-
tancing. My grandmother always talked
about the thrill of being a psychothera-
pist; now i understand why. i’m so glad
she nudged me to get the help i needed.
thanks grandma! thanks Indigo!” 

although he always thought of her as
his quirky Grandma Nola, Simeon’s
grandmother was a real (non-virtual)
75-year-old retired psychotherapist.
grandma nola had provided in-person
counseling and psychotherapy, and had
contributed to the ongoing process of
updating the data bases used around
the globe for virtual psychotherapy. 

PSYcHoTHeraPY: THe NeXT 50 YearS

recursive and emerging Themes in Psychotherapy: 
Past, Present, and Future

John Sommers-Flanagan, PhD
Rita Sommers-Flanagan, PhD

University of Montana

continued on page 8
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Having been preoccupied with his own
life and issues, Simeon didn’t know much
about grandma nola’s past. He didn’t re-
alize that, 50 years ago, as a graduate stu-
dent in clinical psychology (2017-2021),
she had been studying and writing about
the existential, cognitive, behavioral, psy-
chodynamic, and feminist-multicultural
themes she would use in her work as a
psychotherapist and researcher. Much
later, when he enrolled in a History of Psy-
chotherapy course, he would recognize his
grandmother’s influence on how Indigo
had worked with him. 

Past as Prologue
Simeon’s nightmare was linked to a 2068
global air quality crisis that had severely
damaged systems across the globe, re-
sulting in thousands of fatalities. But
Simeon’s traumatic experience could
have occurred any time in human his-
tory. His distress could have been due to
an automobile crash, intergenerational
trauma, cultural oppression, a mudslide
or tsunami, child sexual abuse, or emo-
tional neglect. Humans have been, are,
and will be physically, psychologically,
and emotionally vulnerable.

in 2018, grandma nola was in the uni-
versity of Montana library. She had a
class assignment to go back 50 years and
identify recurring themes in the devel-
opment and application of psychother-
apy. as a 25-year-old graduate student,
nola had an immense drive to learn
everything she could about psychology
and psychotherapy. 

Social context, gender, and 
relational Solutions
nola used a popular counseling and
psychotherapy theories textbook to
begin exploring themes and issues in the
history of psychotherapy (Sommers-
Flanagan & Sommers-Flanagan, 2018).
She was captivated by a short summary
of naomi Weisstein’s (1968) critique of
psychology’s and psychiatry’s construc-

tions of gender. nola searched and
found an original Weisstein article on-
line and the words resonated with her
experience. immediately, she found her-
self in a timeless space of learning and
discovery. From Weisstein, she leapt
back to alfred adler’s (1931) ideas on
feminism and social interest (aka:
Gemeinschaftsgefühl). then, she circled
forward to Bowlby’s (1969) and
ainsworth’s (1969) work on attachment.
She took the pulse of psychoanalysis,
finding that it wasn’t dead, but trans-
formed. She loved the quotation, 
“libido is object-seeking, not pleasure-
seeking” (Fairbairn, 1952, p. 82). look-
ing at the past aided nola in her under-
standing of contemporary feminist
theory and therapy. the underlying prin-
ciples of relational cultural therapy (Jor-
dan, 2010) became clear. She recognized
that social context and relational connec-
tion, long downplayed in psychology,
was a theme that connected the past,
present, and future of psychotherapy. 

recursive Themes: Bringing There
and Then to Here and Now
nola’s assignment took her to the late
1960s. once there, she discovered books
and articles written by Jean Baker Miller,
albert Bandura, aaron Beck, albert
Ellis, rollo May, Donald Meichenbaum,
Fritz and lore Perls, Carl rogers, and B.
F. Skinner. But her focus didn’t hold. She
flitted back and forth in time, reading
the rogers-Skinner debates, finding a
copy of Mary Cover Jones’s (1924a,
1924b) articles on deconditioning, then
taking a side-track to C. g. Jung (1953),
and returning, as her professor insisted,
to neuroscience, psychotherapy out-
come research, and interactive roles of
biology, environment, culture, and voli-
tion in psychopathology, recovery, and
wellbeing. in addition to social context,
gender, and relational insights, she
found additional themes and principles.

continued on page 9
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exposure and counterconditioning
From Jungian theory to existentialism to
behavior therapy to acceptance and
commitment therapy and eye-move-
ment desensitization, nola discovered
the core principle: Thou shalt avoid avoid-
ance. nearly every perspective, for dis-
tinct and indistinct theoretical reasons,
advocated approaching and embracing
anxiety and feared stimuli. as she con-
nected this idea with contemporary
movements toward psychology’s inter-
est in obtaining prescription privileges,
she became increasingly skeptical of
quick fixes that might dull emotional
and cognitive awareness. 

in her future work, she questioned the
overuse of primitive psychotropic drugs
for mood control and testified before the
united nations to help establish global
credentials for virtual and human psy-
chotherapists. grandma nola was in-
strumental in insisting that virtual
psychotherapists, like Indigo, integrate
behavioral classical conditioning and 
existential embracing of emotion and 
interpersonal connection into their 
programming.

Therapeutic relationships: 
real and Virtual
as nola continued reading for her proj-
ect, she focused in on what Wampold
and imel (2015) called the great psy-
chotherapy debate. intrigued, she quickly
concluded that both common factors
and technical procedures were critical to
efficacious psychotherapy. in particular,
she became interested in relationally-
based common factors (norcross &
lambert, 2018; Sommers-Flanagan,
2015). Even more specifically, she began
exploring in-vivo and virtual therapeu-
tic relationships. 

in 1969, Carl rogers was applying
client-centered therapy principles to the
field of education. rogers’s core condi-
tions for psychotherapy were deeply

meaningful to nola. although she imag-
ined rogers as averse to a future where
his core conditions were implemented
virtually, she started viewing congruence,
unconditional positive regard, and em-
pathic understanding as transferrable to
virtual counseling and psychotherapy. 

nola thought that perhaps Jerome Frank
could have helped Carl rogers make the
leap from real to virtual. in 1961, Frank
had written about common healing fac-
tors that transcended culture and spe-
cific method. Frank posited that specific
healing myths, rituals, and settings
could be (and would be) vastly different,
depending on social context. although
Frank didn’t write about virtual psy-
chotherapists, his vision opened up the
possibility, “My position is not that tech-
nique is irrelevant to outcome. rather, i
maintain that . . . the success of all tech-
niques depends on the patient’s sense of
alliance with an actual or symbolic
healer” (1961, p. xv).

as it turned out, given the right social
and cultural context, Indigo could be-
come Frank’s symbolic healer. nola dis-
covered, in 2018, that clients who choose
online or virtual counseling reported
having a positive therapeutic alliance—
even if the alliance was with a non-
living entity (Sommers-Flanagan &
Sommers-Flanagan, 2017). 

Humans easily anthropomorphize de-
vices. Simeon quickly felt a sense of al-
liance and attachment to Indigo.
Whether we explain it through attach-
ment theory or classical conditioning, al-
liance and attachment are natural
byproducts of repeated positive interac-
tions. in 2068, relational components of
psychotherapy will remain central, but
these “relationships” are likely to in-
clude many variations: virtual encoun-
ters with other humans; relational

continued on page 10
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interactions between humans in distress
and artificial intelligences functioning as
helping entities (such as Indigo); anony-
mous, internet-based group work; and
amalgamations of all of the above.

The Brain, the Body, and Behavior
advances in neuroscience are exciting,
palpable, and no doubt will influence
psychotherapy’s future. However, as
nola discovered in 2018, it can be diffi-
cult to distinguish between research-
based implications for psychotherapy
and popular hype of the so-called “new
brain science” (Satel & lilienfeld, 2013).
the challenge for nola and other psy-
chotherapy researchers in the future is
to separate the neuroscience wheat from
the neuroscience shaft.

Mind-body dualism is a consistent theme
in psychology and medicine. over time,
grandma nola’s position held brain and
body as one. Distinct from, but similar to,
van der Kolk’s (2014) emphasis on the
body, nola fought to integrate brain and
body into a fully functioning partnership.
But like rogers’s battle with psychiatry
in the 1960s, this was not an easy fight
(see Sommers-Flanagan & Sommers-
Flanagan, 2018). the biomedical push for
biogenetic and pharmacological inter-
ventions, including psychosurgery, was 
a continual force with which nola 
contended. She held that developing
emotional awareness, encouraging inter-
personal connection, and empowering
human choice was preferred over bio-
medical interventions. But sometimes her
grip on that position was threatened.

relational Technology
Combining themes from the past and
looking to the future brings up unlikely
partnerships. theoretical propositions
from attachment, feminist, adlerian, per-
son-centered, and existential perspectives
heavily favor the therapeutic relationship
as foundational for change. in contrast,

the learning theories that are foundational
to cognitive-behavioral therapy—the most
empirically supported treatment of our
generation, circa 2018—are far more tech-
nical and procedural, often bracketing or
downplaying the transformative role of
therapeutic relationships.

Most likely, therapists who believe in the
centrality of the therapeutic relationship
for healing and change wouldn’t easily
endorse the partnership of relationship
with technology. However, Simeon’s In-
digo program wove relationship and tech-
nology together in ways that could and
did create meaning, new learning, and
insight for Simeon. We are reasonably
certain that by 2068 there will be sophis-
ticated devices able to offer comfort, pro-
mote insight, and capitalize on teachable
moments in the lives of a broad swath of
a technologically savvy generation.

Hopefully, though, the goal(s) of psy-
chotherapy will be both basically un-
changed and appropriately articulated for
the times. regardless of how technical
Simeon’s intervention might be, we be-
lieve the 2068 Simeon will long for
healthy relationships, intimate connec-
tions with real people, meaningful work,
and a sense of fulfillment. Indigo will
weave this understanding into its treat-
ment of Simeon, and likely Simeon will
benefit. But we also predict that many hu-
mans will not accept a virtual therapist,
and will prefer a human psychotherapist.
and, as grandma nola would attest, In-
digo will not program itself. Human ther-
apists, thinkers, and scientists will
continue to explore how to best help oth-
ers heal, grow, learn, and develop. 

the morning after the nightmare, when
Simeon plugged his chosen program
into his ear-port, he immediately bene-
fited from counter-conditioning. Simeon
didn’t know the research-based origins
of counter-conditioning or the subse-

continued on page 11
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quent neuroscientific support of expo-
sure therapies. all he did was take time
to face his psychological issues, report-
ing his reactions into his SDL; these re-
actions were automatically uploaded
into his Psychological Needs Profile (PNP).
in turn, Simeon was given assignments
designed to increase his self-efficacy
(Bandura, 1977), expose him to his anxi-
eties (Jones, 1924a), and offer him op-
portunities for deepening interpersonal
connections (Jordan, 2010; Yalom, 1980).
the feedback and feedforward processes
integrated into his PnP helped Indigo
support Simeon as he engaged in daily
decision-making that moved him toward
psychological health.

challenges
given Simeon’s positive response to
psychotherapy with Indigo, it might feel
easy to conclude that the future of psy-
chotherapy is rosy. However, psy-
chotherapy research and practice has
always been fraught with conflict;
there’s no reason to expect smooth sail-
ing ahead. 

Science and art
Divisions between the science of psy-
chotherapy research and the art of clini-
cal practice persist. this will not change.
Fifty years from now, humans may have
an even wider range of choices available
to them when it comes to pursuing relief
from distress or pursuing psychological
growth. Some researchers and practi-
tioners will insist that psychotherapy be
an interpersonal experience; others will
fight to integrate empirically-based prin-
ciples into virtual scenarios; still others
will hold a stronger allegiance to profit
than science or principle. Consequently,
the future will be shaped, in part, from
battles for principles and funding. as
different groups influence state, na-
tional, and global policies and beliefs,
distribution of funds will undoubtedly
shape the future of psychotherapy.

credentialing
as access to medical and psychological
assistance becomes increasingly virtual,
traditional boundaries such as state and
national credentials will give way to in-
ternational credentialing. “Mid-level”
providers will play a significant role, as
will virtual providers such as indigo.
Corporations and other communal enti-
ties such as governments and insurance
companies will invest in the layered pro-
vision of physical and mental health care. 

concluding comments
Fifty years from now, assuming we’ve
solved our urgent political and climate
challenges, humans will continue to
seek meaningful work, fulfilling rela-
tionships, and recreational opportuni-
ties. Humans will still experience
trauma, pursue intellectual stimulation,
and long for connection and meaning.
there will be human-caused and natu-
ral disasters. Psychotherapists, both liv-
ing and virtual, will offer integrated
interventions, tailored closely to the per-
son, place, needs, and resources. greater
awareness of the role of cultures, gen-
ders, and other intersecting identities,
along with environments and biological
factors, will inform these interventions
and relationships. Surgical or medical
interventions, although available, will
not address longings for insight and
self-improvement. these interventions
will not answer the existential questions
we associate with being fully human.
these tasks, we hope, will continue to be
in the domain of human psychothera-
pists at the helm of a vast array of vir-
tual assistants.

one such psychotherapist will likely be
Simeon, who after his work with indigo,
asked grandma nola for a referral for a
human psychotherapist. He then fol-
lowed in her footsteps, eventually being
accepted into a prestigious graduate pro-

continued on page 12
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gram in the field we currently refer to as
Clinical Psychology. then, at some point
in the future, we suspect he will publish
an article in Psychotherapy Bulletin.
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like many of you, at
the heart of my profes-
sional identity lies a
psychotherapy rela-
tionship researcher.
While my specific in-
terests have changed
and evolved over time,

this aspect of my professional identity
has always remained constant. this part
of me has delivered professional talks
about the relationship, has studied it
under the lens of an empirical eye, and
written about it from multiple theoreti-
cal vantage points. Yet, quite honestly,
no part of me feels fully competent
when it comes to teaching students how
exactly to facilitate a “good” therapeu-
tic relationship with patients. 

While i can cite the latest research on al-
liance and outcome, it is a much more
difficult task to actually teach beginning
trainees how to facilitate a good alliance,
particularly when they simply do not
know how to begin. i was a collaborator
on the forthcoming meta-analysis on the
real relationship and therapy outcome
(gelso, Kivlighan, & Markin, 2018), but
i can’t really tell you how to teach stu-
dents to be “real” with a client, not ex-
actly. as a group leader, i have
experienced group cohesion or lack
thereof first-hand. Yet, when it comes
down to it, how exactly do we teach stu-
dents to help others feel as if they be-
long? and, then, there is empathy. this
construct haunts me as an educator be-
cause i feel at the very least i should be
able to teach my students how to be em-

pathic. i view empathy as so fundamen-
tal to the therapy process that i feel as if
i really should have a systematic, well-
researched, and generalizable method
for teaching trainees how to experience
and communicate empathy to clients.
Yet, while i can help students develop
their conceptualization skills, and i can
ask questions to inspire their curiosity
into the client’s mental world, i’m not so
sure that those are the same as actually
teaching someone how to do empathy
and how to be empathic. 

While i am embellishing here somewhat
to make a point, i believe many of us en-
counter a similar dilemma as educators
and psychotherapy trainers. We under-
stand very well the research on the rela-
tionship and treatment outcome and are
adept at facilitating good relationships
with our own patients; it follows that we
want to train our students in the same
vain. Yet, teaching the relationship is
hard to do—so often we just don’t, in
least not as much and as systematically
as we might like.  

challenges in Teaching relationship
Systemically integrating evidence-based
relationship principles into our teaching
and training of graduate students is often
hard to do for several reasons. to start, we
may be in academic environments that
value evidence-based treatments at the
exclusion of evidence-based relation-
ship principles. as a result, faculty, es-
pecially those going up for tenure, may
feel a tremendous amount of pressure to

continued on page 14
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focus more on the treatment than the in-
dividual patient and/or therapist. re-
lated to this, at least in part, may be the
current cultural emphasis on the biolog-
ical basis of behavior, concrete solutions,
and quick answers, leading beginning
trainees more often than not to want you
as the instructor to tell them how to “fix”
something, not how to relate to some-
one. teaching the relationship in this
context can feel like an exhausting up-
hill battle. 

However, even without real or perceived
pressure from colleagues and/or stu-
dents to focus on the treatment over in-
dividual or relationship factors, there still
remains a significant challenge to teach-
ing our students how to be competent in
facilitating effective elements of the ther-
apeutic relationship. in my experience,
that challenge has to do with the largely
abstract, complex, experiential, and non-
verbal nature of the relationship. How do
you teach something explicitly when that
“something” is largely implicit and intu-
itive? How do you explain a relational ex-
perience that is largely affective and lies
outside verbal language? How do you
test a student’s knowledge of a construct
that oftentimes has no right or wrong an-
swer? How do you teach someone the
steps in facilitating a therapeutic rela-
tionship when the steps are somewhat
different every time? Perhaps most chal-
lenging, how do we teach students to fa-
cilitate a good therapy relationship when
there is something about their personal-
ity or interpersonal style that is impeding
the relationship? How do we teach
trainees, in a didactic classroom context,
relational principles that are usually
learned … well, in a good relationship?
in contrast, teaching students about con-
crete skills and well defined treatment
packages starts to look pretty “good,” or
at least more doable. in essence, teaching
the relationship is a vulnerable place for
students and instructors alike. it is an am-

biguous place in which to reside, a per-
sonal place, and, sometimes, a raw one,
making the teaching and learning of re-
lationship factors that much more com-
plex and challenging.

i believe the inter-Divisional task Force
on evidence-based relationships simi-
larly grasped the need for more training
recommendations and guidelines on the
relationship when they concluded that:
(a) training and continuing education
programs are encouraged to provide
competency-based training in the
demonstrably and probably effective el-
ements of the therapy relationship; (b)
training and continuing education pro-
grams are encouraged to provide com-
petency-based training in adapting
psychotherapy to the individual patient
in ways that demonstrably and proba-
bly enhance treatment success; and (c)
accreditation and certification bodies for
mental health training programs should
develop criteria for assessing the ade-
quacy of training in evidence-based
therapy relationships. 

resources for Teaching relationship
more effectively
Consistent with the training recommen-
dations set forth by the task Force and
with my personal desire to more sys-
tematically integrate relationship factors
into classroom instruction, i embarked
on a project to translate evidence-based
relationship principles to teaching and
learning, along with my collaborator Dr.
Michael J. Constantino, on behalf of Di-
vision 29. this project consists of a series
of videos titled, Teaching and Learning Ev-
idence-Based Relationships: Interviews with
the Experts, and is a companion project
to the third edition of Psychotherapy Re-
lationships that Work, Edited by John
norcross and Michael lambert.  the
videos can soon be found on the divi-
sion’s web site (http://societyforpsy-

continued on page 15
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chotherapy.org/teaching-learning-evi-
dence-based-relationships/), and will be
posted in installments. 

the overall goal of the project is to trans-
late relationship research to teaching
and learning, from the classroom con-
text to clinical supervision. the videos
consist of interviews with experts on dif-
ferent aspects of the  therapeutic rela-
tionship and how to apply relationship
research to clinical training. they are ap-
propriate for supervisors, instructors,
and students. in these interviews, i had
the pleasure of speaking with various
authors in the upcoming book, Psy-
chotherapy Relationships that Work, edited
by J. norcross and M. lambert. these
authors briefly reviewed their meta-an-
alytic findings, gave practical sugges-
tions on how to apply their research
findings on the relationship to the class-
room context and clinical training, dis-
cussed resources for relationship
teaching, and suggested readings,
videos, and other teaching tools. Per-
haps most helpful for me personally,
these authors/interviewees talked about
their own struggles in teaching the rela-
tionship to trainees and how they have
dealt with these challenges. they also
offer future suggestions and steps for us
to take as relationship researchers, prac-
titioners, and educators. 

Some common recommendations for
teaching evidence-based relationship
principles that have emerged from the
interviews thus far include:

• use varied didactic and experiential
teaching methods including read-
ings, videos, and role play assign-
ments.

• Encourage students to make mis-
takes and explore their fears of in-
adequacy, failure, and loss of
control.

• instructors should consider giving
personal examples of successful and
unsuccessful relationships with
clients.

• Encourage peer and instructor feed-
back on role plays and taped ses-
sions of student work.

• Have students complete instru-
ments that measure various rela-
tionship factors based on “good”
and “bad” sessions. 

• Explore through readings and case
examples how the different rela-
tionship factors are inter-related in
the clinical context.

We hope that these videos will help ed-
ucators, supervisors, and students con-
tinue to have this conversation, as,
together, we wrestle with how to best
teach competencies in evidence-based
relationships to the next generation of
psychotherapists.
.
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the practice of psy-
chotherapy is typically,
by its very nature, a
solitary activity for the
psychotherapist. Even
for those psychothera-
pists who work in
group practices, hospi-
tals, clinics, and other
similar settings, the in-
dividual nature of the
practice of psychother-
apy can be isolating.

the one-on-one nature of most psy-
chotherapy and the demands placed on
the psychotherapist due to confidential-
ity requirements add to the isolation one
may experience. For psychotherapists in
private practice, this can be even more
pronounced. Yet, even when there are
colleagues in one’s practice setting, it is
easy to become focused on direct client
care, seeing clients hour after hour, and
not taking the time to interact with col-
leagues. Brief breaks between treatment
sessions and lunch breaks (if one takes
them) may be used to keep up with doc-
umentation requirements, checking 
and responding to e-mails, listening to
voicemail messages, and returning
phone calls. Confidentiality require-
ments make it difficult to share clinical
challenges, leading psychotherapists to
keep all that transpires in their interac-
tions with clients and the personal im-
pact of these experiences to themselves.

Financial pressures, such as from de-
creasing reimbursement rates from
managed care, can push psychothera-
pists to see more clients each day. Even

for those in fee for service practices, fi-
nancial and other pressures may exist
that can make taking time for oneself
more challenging. it has become in-
creasingly difficult for interactions with
colleagues to occur on an ongoing basis,
perhaps adding to psychotherapists’
feelings of isolation. Professional isola-
tion can be detrimental to one’s profes-
sional competence and can contribute to
the development of distress, burnout
(Baker, 2003), and problems with pro-
fessional competence (Elman & Forrest,
2007). as will be described in this arti-
cle, professional isolation can contribute
to difficulties with ethical decision-mak-
ing and can lead to increased risks of
unethical conduct occurring. recom-
mendations for preventing and ad-
dressing these challenges are provided. 

understanding competence
Competence is defined by Haas and
Malouf (2005) as possessing the neces-
sary knowledge, skills, attitudes, and
values to effectively provide needed pro-
fessional services, and having the ability
to implement them effectively. Compe-
tence is required of psychotherapists by
their profession’s ethics code and it is es-
sential for the provision of effective treat-
ment services to clients. Yet, competence
is not static and is easily impacted by the
presence of distress in the psychothera-
pist (Dunning, Johnson, Ehrlinger, &
Kruger, 2003). it also is vulnerable to
degradation over time due to changes in
one’s field and from lack of practice of
certain skills; thus, ongoing efforts must
be made to stay current with recent de-
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velopments in the field, to keep one’s
skills sharp, and to prevent professional
and personal stressors from negatively
impacting one’s competence (neimeyer,
taylor, rozensky, & Cox, 2014). Because
of the direct impact on the quality of care
clients receive, these authors emphasize
the ethical imperative of ensuring that
one’s ongoing competence is main-
tained. Yet, realizing when one’s compe-
tence is at risk and knowing what
corrective actions are needed can be a
challenging task for even the most
thoughtful psychotherapist. 

Ethics codes require psychotherapists to
self-monitor their competence and the
effects of any ongoing threats to it. For
example, Standard 2.06, Personal Prob-
lems and Conflicts, of the Ethical Princi-
ples of Psychologists and Code of
Conduct (american Psychological asso-
ciation [aPa], 2017) requires psycholo-
gists to monitor their personal
functioning and to take corrective action
“when they know or should know that
there is a substantial likelihood that their
personal problems will prevent them
from performing their work-related ac-
tivities in a competent manner” (p. 5).
Yet, self-monitoring and self-awareness,
while important, are generally insuffi-
cient for ensuring ongoing professional
competence. numerous studies demon-
strate that health professionals are poor
at accurately assessing their own com-
petence (Davis et al., 2006). in fact, re-
search shows that the more impaired
one’s functioning is, the more impaired
one’s ability to accurately assess it is, as
well (Kruger & Dunning, 1999). 

Professional Isolation
Professional isolation can contribute to
difficulties with ethical decision-making
and place the psychotherapist at greater
risk of engaging in unethical behaviors
(Cooper, 2009). Psychotherapists may be
isolated by choice, such as when sur-

rounded by colleagues but choosing not
to engage in any ongoing relationships
with them. alternatively, some psy-
chotherapists practice in rural and other
isolated areas where there may be few
colleagues available. in these settings
psychotherapists may need to pursue
collegial relationships with members of
other health professions in the local area,
and they may need to establish long dis-
tance collegial and mentoring relation-
ships with colleagues via the telephone
or internet. 

Colleagues can provide emotional sup-
port, serve as a sounding board, offer
practical advice and suggestions, pro-
vide consultation when clinically chal-
lenging situations arise, and help
manage the stresses of psychotherapy
practice. the act of getting out of the of-
fice and interacting with colleagues can
be important for promoting one’s com-
petence and wellbeing. Knapp and Van-
deCreek (2012) found that psychologists
who are members of their state psycho-
logical associations have a reduced risk
overall of disciplinary action by regula-
tory boards. of course, just paying dues
to maintain membership in one’s pro-
fessional association is not sufficient.
rather, active engagement with others,
participating on listservs, attending con-
tinuing education and social events (get-
ting out of the office and interacting
with colleagues), and the like are impor-
tant for reducing professional isolation
and promoting ongoing competence.
active participation in one’s profes-
sional association can lead to forming a
network of colleagues with whom one
can consult when faced with ethical
dilemmas and clinically challenging sit-
uations, and who can serve as resources
when making referrals for clients whose
needs fall outside one’s areas of compe-
tence (allot & lloyd, 2009).  

continued on page 18
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Self-care, the Promotion of Wellness,
and competence
in addition to generally being isolating
(a stressor in its own right) the practice
of psychotherapy can be an emotionally
taxing and demanding endeavor. We
may work with clients suffering from
chronic conditions who do not im-
prove—and for those who do, some
may experience relapses. Clients may be
aggressive or violent and some may en-
gage in self-harm, life-threatening be-
haviors, and even suicide, which
Baerger (2001) describes as “emotionally
devastating” for clinicians (p. 359).
When treating clients who are victims of
trauma, psychotherapists may experi-
ence vicarious or secondary trauma
(Figley, 1995). Clients may be uncooper-
ative with efforts to assist them, they
may discontinue treatment prematurely,
they may refuse to pay for services pro-
vided, and may file ethics and licensing
board complaints or law suits. in addi-
tion, there are stresses and challenges as-
sociated with the business aspects of
practice with which psychotherapists
must contend. Finally, each psychother-
apist has unique personal life challenges
and stressors, such as those involving re-
lationships, health (and mental health),
and financial issues. 

While the practice of psychotherapy can
be tremendously rewarding and gratify-
ing, each of the factors mentioned
above, along with many others, can
make it a challenging and stressful en-
deavor (o’Connor, 2001). in combina-
tion with other life events, this can lead
to the experience of distress, the subjec-
tive emotional response to challenges
that each psychotherapist will experi-
ence at various times. While distress
does not imply decreased competence,
as Baker (2003) describes, distress left
unchecked can develop into burnout
and, over time, result in reduced profes-
sional competence. 

Eventually, failure to adequately man-
age and respond to these various
stresses can result in psychotherapists
experiencing emotional depletion, dis-
rupted personal relationships, loneli-
ness, anxiety, and depression (Johnson
& Barnett, 2011). Continued practice
under these circumstances can result in
a decrease in competence and is not con-
sistent with the ethical responsibility for
mental health providers to take correc-
tive action when “personal problems
will prevent them from performing their
work-related activities in a competent
manner” (aPa, 2017, p. 5).

thus, it is vital that each psychotherapist
engage in ongoing self-care and the pro-
motion of wellness. While the specific
self-care practices used are up to the indi-
vidual psychotherapist, they can be espe-
cially effective when they include a social
or relational component. Many of each in-
dividual’s needs are relational, and the
use of colleagues can be especially help-
ful in our efforts to promote ongoing
wellness and effective functioning. 

communitarianism and 
Professional competence
as Johnson et al. (2014) observe, “ethics
standards and regulatory policies in
psychology frame competence as an in-
dividual responsibility” (p. 212). Yet, as
these authors propose, it is only through
effective interaction with others that
psychotherapists are able to practice eth-
ically and competently. additionally,
while self-monitoring and self-aware-
ness are regularly emphasized in ethics
codes and professional practice stan-
dards to promote ethical practice, due to
psychotherapists’ flawed self-assess-
ment overall (Dunning, Heath, & Suls,
2004), being solely responsible for one’s
self-assessment and for developing
one’s own response plan when difficul-
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ties arise is highly problematic and not
likely to be effective. 

Johnson, Barnett, Elman, Forrest, and
Kaslow (2012) recommend replacing the
current individualistic approach to pro-
fessional practice with a communitarian,
collectivistic, or interdependent one. as
they state: “When communities of psy-
chologists accept responsibility for sup-
porting the functioning and professional
competence of colleagues, problems of
professional competence will be less fre-
quent and less likely to harm consumers,
the profession, and psychologists them-
selves” (pp. 557-558). in essence, psy-
chotherapists must look out for each
other and must actively utilize each
other in their efforts to manage the var-
ious challenges and stresses in their
lives, taking a proactive and preventive
approach to defending against ongoing
threats to their competence. 

in addition to the above, the process of
aging can bring with it decreases in
functioning and effectiveness that can be
difficult for individual psychotherapists
to accurately assess. While some profes-
sions have a mandatory retirement age
(tarkan, 2011), licensed psychotherapists
are authorized to practice their entire
lives unless a complaint is filed. they
have sole responsibility for monitoring
and evaluating their own functioning,
and for deciding when they “should” re-
tire from practice (guy, Stark, Poelstra,
& Souder, 1987). 

it is hoped that it is evident that this in-
dividualized approach to self-monitor-
ing and independent decision-making is
not optimal. Johnson, Barnett, Elman,
Forrest, and Kaslow (2013) recommend
creating competence constellations: net-
works of colleagues and others who in-
teract and rely on each other on an
ongoing basis. it is by being there for
each other and by taking responsibility

for ourselves and for our colleagues in
these caring networks that we have the
best chance of addressing these needs
through emotional and operational
mentoring, feedback, and support. 

it is recommended that all psychothera-
pists pursue the development of, and 
actively participate in, their own com-
petence constellation. By actively en-
gaging with colleagues in an open,
honest, and transparent manner, psy-
chotherapists may receive the support
and assistance needed to more effec-
tively manage the many challenges,
stresses, and difficulties they face in
their professional and personal lives. By
being there for colleagues as an active
part of their competence constellations,
psychotherapists have the opportunity
to assist and support these colleagues
while benefitting from participation in
meaningful reciprocal relationships. 

an example of one aspect of a compe-
tence constellation is the peer sup-
port/consultation group. this involves
a group of colleagues who meet regu-
larly to discuss various issues and chal-
lenges in a supportive and accepting
environment. over time, each partici-
pant will have the opportunity to serve
in both sharing and caring roles with
these colleagues. While clinical consul-
tations may occur, the group is not lim-
ited to this. Members may share about
successes and sources of pride in their
lives along with challenges, dilemmas,
stresses, and frustrations. Participation
in such a group will hopefully reflect a
more communitarian and interdepend-
ent approach to being a mental health
clinician, resulting in more effective re-
sponses to threats to one’s competence. 

ethical Practice as an 
Interpersonal activity
as has been highlighted, psychothera-
pists regularly face ethical dilemmas
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and challenging clinical situations.
Knowing the best course of action to
take is not always a simple proposition
and is not always readily evident. addi-
tionally, as has been pointed out, when
one’s competence is degraded, the abil-
ity to accurately assess one’s compe-
tence, including one’s ethical
decision-making and judgment, may be
degraded as well. risk management ex-
perts recommend several key strategies
to promote ethical practice and to help
minimize risk. these include informed
consent, documentation, and consulta-
tion (Knapp, Younggren, VandeCreek,
Harris, & Martin, 2013). 

Consultation is described as an essential
component of ethical practice. no psy-
chotherapist can have all the answers at
all times. Seeking input from colleagues
can provide different perspectives on a
challenging situation or dilemma, open-
ing one’s mind to options and alterna-
tive courses of action that had
previously not been evident. From a risk
management perspective, consultation
with colleagues demonstrates an ac-
knowledgement of the complexities of a
client’s treatment and a recognition of
the need for input by others to best ad-
dress the client’s treatment needs. the
use of consultation also demonstrates an
understanding that one’s competence is
finite and that the assistance of experi-
enced colleagues can augment one’s
limited competence. it also demon-
strates appropriate humility in that we
don’t know what we don’t know, as well
as one’s commitment to provide clients
with the highest possible quality of care. 

Consultation is also found as one of the
essential steps in a wide range of ethical
decision-making models (Barnett &
Johnson, 2008, 2011; Cottone & Claus,
2000) that are suggested for use when
psychotherapists are confronted by eth-
ical dilemmas and challenging clinical

situations. the inclusion of consultation
with experienced colleagues in such a
wide range of decision-making models
acknowledges the need to not attempt to
work through such challenges on one’s
own and that effective ethical decision-
making is not a solitary activity. addi-
tionally, as has been highlighted, a
communitarian approach to addressing
the many stresses and challenges in
one’s professional and personal lives
further reinforces the point that to prac-
tice ethically and competently, one
needs active engagement with col-
leagues on an ongoing basis. 

moving Forward
Psychotherapists (and psychotherapists-
in-training) must see themselves as part
of a larger network and recognize that
active participation in this network is es-
sential for maintaining their fragile com-
petence throughout their careers. rather
than focus on independent functioning
and responsibility, there is a need to
train psychotherapists to seek input and
care from colleagues and to see their
own roles in providing this to their col-
leagues. this focus on interdependence
should help promote professional com-
petence among psychotherapists at each
stage of their lives and careers. 

the mental health professions need to
infuse a communitarian approach to
ethical practice and competence into
each student’s training and integrate a
focus on competence constellations as
an essential obligation of all mental
health professionals.

Educators and supervisors will need to
engage in these practices themselves,
modeling them for their students and
trainees, helping to normalize this cul-
ture of reciprocal caring as an essential
aspect of each psychotherapist’s profes-
sional identity. the importance and role
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of competence constellations should be
integrated into all aspects of graduate
training, both in relevant academic
coursework and in clinical supervision. 

the aPa Ethics Code (aPa, 2017) and the
ethics codes of the other mental health
professions need to be modified to move
away from their historic individualistic
approaches. a focus on communitarian-
ism and caring for each other should be
infused throughout their standards. Ex-
amples include the following italicized
additions to these standards, as suggested
by Johnson and colleagues (2012):

Standard 2.03, Maintaining Compe-
tence: Psychologists undertake on-
going efforts to develop and
maintain their competence. Psychol-
ogists maintain regular engagement
with colleagues, consultation groups,
and professional organizations and rou-
tinely solicit feedback from these
sources regarding their competence for
work in specific roles and with specific
populations.

Standard 2.06, Personal Problems
and Conflicts: (c) When psychologists
become aware that a psychologist col-
league is experiencing problems that
may lead to interference with profes-
sional competence, they offer care and
support, and collaborate with that col-
league in assessing competence and de-
termining the need to limit, suspend, or
terminate their work-related duties.

it is hoped that such sentiments will be
integrated into each psychotherapist’s
professional identity. Doing so should go
a long way toward promoting ongoing
competence despite the many challenges
one may face throughout one’s career.
But, there is no need to wait for the aPa
and other professional organizations to
revise their ethical standards. Each psy-
chotherapist should take positive actions
now to engage with colleagues in sup-

portive and caring communities to pro-
mote personal and collective wellness,
competence, and ethical practice. it is es-
sential that psychotherapists combat and
overcome the urge to isolate themselves
and attempt to manage the challenges of
being a psychotherapist on their own.
after all, the only way we can truly prac-
tice ethically and competently over time
is with the input, support, and guidance
of each other. 
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Introduction
Despite many distin-
guishing characteristics
of the therapeutic rela-
tionship, aspects of the
dialogue between a
therapist and a client
can sometimes resemble
everyday conversa-
tions. namely, individ-
uals in therapy may
occasionally engage in
the normative human
behavior of lying. Blan-
chard and Farber (2016)
found that 93% of
clients report lying or
otherwise being dishon-
est to their therapist in
psychotherapy. Client

lying behavior largely stems from feel-
ings of shame or embarrassment, mak-
ing disguising or hiding the truth easier
than confronting the truth straightaway.
While this is a well-studied phenome-
non in psychotherapeutic research, a
comparatively under-researched topic is
the occurrence of dishonesty on the part
of the therapist. 

therapists must use their professional
judgment in deciding what is relevant,
appropriate, and helpful to disclose or
not to disclose to a client in psychother-
apy. traditionally, therapists practicing
classic psychoanalysis were instructed
to remain objective and anonymous
within the therapeutic relationship, pre-

cluding the therapist from self-disclos-
ing (McWilliams, 2011). as the practice
of psychotherapy has evolved, however,
therapist self-disclosure became viewed
as a possible tool with which the clini-
cian might normalize a client’s human-
ness (audet, 2011; Farber, 2006).
acknowledging fallibility and modeling
open expression may strengthen the
therapeutic relationship and even en-
courage client disclosure when used in
moderation (Hanson, 2005; Henretty,
Currier, Berman, & levitt, 2014; Ziv-
Beiman, 2013). However, not all thera-
pist self-disclosure is equally beneficial.
Clients tend to respond more positively
to disclosures that reveal information
about in-session events rather than dis-
closures that are overly personal in na-
ture (audet, 2011).  

in an effort to maintain professional
boundaries and situate the focus on the
client, therapists occasionally choose
non-disclosure over self-disclosure. But
while non-disclosure is typically clini-
cally appropriate and benign, therapists
may also at times engage in conceal-
ment, exaggeration, or explicit misrep-
resentation. Curtis and Hart (2015) were
among the first to study patterns of ther-
apist concealment and deception. they
found that 96% of therapists reported in-
tentionally keeping information from
clients “in order to protect the client,”
while 81% reported directly lying to
their clients. the topic of therapist lying
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similarly interests the research team at
Columbia university, teachers College,
especially in regard to the frequency and
content of therapist lies. the purpose of
our current study is to characterize the
nature of clinician dishonesty and the
demographics of dissembling therapists. 

method
We recruited 271 (n=271) practicing
therapists from 38 states and 12 countries
to participate in research that investi-
gated the extent to which therapists are
occasionally dishonest in psychotherapy.
among this sample, 19.2% were male,
79.7% female, and 1.1% other; 61.7% had
been practicing less than 10 years, 21.4%
between 10 and 20 years, and 16.9%
more than 20 years. When asked about
primary therapeutic modality, 11.3% of
respondents indicated Dynamic, 21.4%
indicated Cognitive Behavioral ther-
apy/Dialectical Behavior therapy
(CBt/DBt), 1.5% indicated Humanistic,
57.9% indicated integrative/Eclectic,
and 7.9% indicated other. 

the Psychotherapists’ assessment of
truth, Candor, and Honesty (PatCH)
Survey explores the frequency of “ther-
apist lying” across 23 topics:

1.    Being less than alert

2.    Forgetting something a client said

3.    Competence or expertise

4.    Confidence in being able to help

5.    Clinical progress

6.    Clinical availability

7.    reasons for canceling/
rescheduling

8.    reasons for being late/absent

9.    Conversations with others

10.   Discussing diagnosis

11.   Explaining fees

12.   Discussing training or credentials

13.   Having outside knowledge

14.   own physical/mental health

15.   own physical or emotional state

16.   aspects of one’s own personal life
17.   Personal beliefs or values
18.   Knowledge of someone or 

something
19.   liking/disliking clients
20.   Feelings of frustration/

disappointment
21.   romantic/sexual feelings 

for a client
22.   reasons for not taking on a client
23.   reason for termination

the frequency of lying for each topic is
measured on a 7-point likert scale with
1 = never, 4 = Sometimes, and 7 = Fre-
quently. therapists’ responses to the
scaled lying items were averaged to de-
termine the most common topics of lies.    

in addition to our lab’s overarching hy-
pothesis that therapists occasionally are
less than completely honest more fre-
quently about certain topics, we also hy-
pothesized that more experienced
therapists dissemble with greater fre-
quency.  Since therapists theoretically be-
come more comfortable navigating
conversations in psychotherapy as they
gain more experience, we predicted that a
longer period of time practicing therapy
would correlate to an increased ability to
use tools of redirection and tactful conceal-
ment. to study this hypothesis, we per-
formed a latent Class analysis (lCa) to
identify class membership by lying topics.
the distinct classes were then compared to
the demographic variables “practice
years,” “student vs. non-student,” and
“age” to determine if experience effects the
lying behavior of therapists.

results
overall, therapists are most frequently
dishonest about their feelings of frustra-
tion or disappointment with a client,
whether or not they like or dislike a
client, their physical or emotional state,
their personal beliefs and values, and

continued on page 26



26

whether they forgot something a client
has said (See table 1). Conversely, ther-
apists are least frequently dishonest
about their training or credentials, their
fee structure, reasons for terminating a
client, reasons for being late or absent,
and a client’s diagnosis (See table 2).

Even among the topics that are most fre-
quently lied about, different types of ther-
apists dissemble with varying levels of
frequency. the lCa distinguished two
classes within our data: Class 1 being the
therapists who dissemble less frequently
and Class 2 being the therapists who dis-
semble with greater frequency compara-
tively (2 classes, p = .0008). 

independent t-tests, anoVaS, and 
chi-square analyses were run against the
demographic variables, revealing signif-
icant differences among the demo-
graphic characteristics of the classes.
Class 1, the less frequently dishonest cli-
nicians, consists of therapists who are
currently in a graduate program, are
younger than 30 years old, and have less
than 5 years in practice. Class 2, the
more frequently dishonest clinicians, are
the therapists who are already licensed,
are older than 30 years old, and have
greater than 5 years in practice (see
table 3 top of next page). 

the results of our analyses support the
hypothesis that therapists with more ex-
perience engage in forms of dishonesty
or dissembling with greater frequency
than less experienced therapists. al-
though experience correlates with fre-
quency of dissembling, instances of
therapist dishonesty occur relatively in-
frequently overall. the means of each
topic of lie are lower than 4 on our 7-
point likert scale. 

Discussion
Compared to graduate students, experi-
enced therapists generally have more
freedom and autonomy to construct
therapeutic conversations as they see fit.
Having completed graduate-level clini-
cal training, experienced therapists have
fewer regulatory bodies monitoring
their actions. graduate students, con-
versely, practice under supervision,
which likely regulates the level of stu-
dent dishonesty. it is far more likely that
students would get “caught” in a lie, if
not by the client, than by a supervisor.
Consequently, it follows that experi-
enced therapists may engage in dishon-
esty more frequently because they are
better able to bend the rules in service of
the therapeutic relationship. Still, it
bears keeping in mind that the occur-
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rence of any of these deceptions is not
especially common. 

although our results indicate that
greater experience is correlated with
greater rates of dishonesty, it is impor-
tant to consider the context in which
therapeutic untruths are told. the thera-
peutic relationship requires that the ther-
apist fulfill the role of the primary
listener and the client fulfill the role of
the primary discloser. Even as the field
shifts towards increased levels of thera-
pist self-disclosure, the professional
boundaries within the alliance must be
maintained. to disclose every thought
and feeling a therapist has would reverse
the intended roles of therapy, thereby ex-
ploiting the position of the client (audet,
2011). Experienced therapists may be ex-
pressly aware of this fact and deliber-
ately choosing to use tactful dishonesty
to preserve the roles of the alliance.

the american Psychological association
(aPa; 2002) recognizes the necessity and
utility of occasional dishonesty, in stating:

in situations in which deception
may be ethically justifiable to maxi-
mize benefits and minimize harm,
psychologists have a serious obliga-
tion to consider the need for, the pos-
sible consequences of, and their

responsibility to correct any result-
ing mistrust or other harmful effects
that arise from the use of such tech-
niques. (p. 3)

Evidently, dishonesty is permissible when
used to benefit the client if the conse-
quences of taking such an action are 
carefully considered. therapists must ac-
knowledge the potential for resulting
mistrust if dishonesty is recognized and
left unresolved. Experience may afford
therapists the ability to better judge when
the benefits of being less than completely
honest outweigh the consequences.

as noted above, although instances of
dishonesty in psychotherapy are pres-
ent, our results indicate that they are rel-
atively infrequent and primarily involve
the therapist’s feelings towards the
client. Both experienced and beginning
therapists may recognize that revealing
one’s feelings of frustration towards a
client or feelings of liking or disliking a
client could do more harm than good.
therapists make clinical decisions in
consideration of what would benefit the
client. Engaging in occasional dishon-
esty is likely considered in this context
as well. in line with this, Curtis and Hart
(2015) found that therapists admit to in-

continued on page 28
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tentionally deceiving clients; however,
“mainly with the intent of protecting
clients” (p. 290). therefore, therapist dis-
honesty may in fact be a necessary tool
for the sake of therapeutic tact and pro-
tection of the client. 

Future Directions
our findings offer initial insight into the
virtually unexplored topic of therapist
dishonesty. therapist lying is clearly an
existing and likely consequential phe-
nomenon in psychotherapy that varies
by therapists’ demographics. With this
knowledge, clinical training in psy-
chotherapy has the potential to expand
to include techniques to work with ther-
apeutic lying, including considerations
of when lying is clinically justifiable, dis-
cussions of how therapists can manage
their feelings when they have lied or
concealed information, and how thera-
pists might anticipate and deal with the
potential clinical consequences of this
behavior. to expand on our preliminary
findings, our lab plans to conduct fol-
low-up surveys to investigate motiva-
tions, justifications, and perceived
consequences of therapist dishonesty.
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By last count i had 
retired three times—
once from the state of
Colorado as the mental
health director, once
from the World Health
organization in geneva,
Switzerland, and finally

from the graduate School of Profes-
sional Psychology at the university of
Denver. You might conclude that it was
difficult for me to retire! retirement is a
significant life event. according to the
Holmes-rahe Stress inventory, retirement is
the 10th most stressful event you can expe-
rience. i am far from an expert on retirement.
However, my experiences might provide
some insight into some of the myths and
misconceptions about retirement.

according to the u.S. Census Bureau;
“the  average retirement age  in the
united States comes to about age 63.
…the u.S. Census Bureau data shows
that people experience an average re-
tirement length of approximately 18
years” (anspach, 2018). However, the
change in social security benefits may be
encouraging later retirements (Brandon,
2018). also, there is some evidence that
university professors retire at a much
later age (Hicken, 2013).

the media is flooded with advice about
the financial aspects of retirement but
there are other considerations about
when and how to retire. these consider-
ations are particularly relevant for pro-

fessionals who have been very busy in
their pre-retirement years. this article
will focus on the professional and per-
sonal aspects of retirement.

So, you took the trip of a lifetime you
didn’t have the time for before retire-
ment, now what?! 

retirement myths
Myth number one: It is easy to retire from
an active professional life to a less active
lifestyle. it is not easy. like any transition,
it requires some forethought and hard
work. My financial advisor says that it
is better to retire to something rather
than away from something. So, it is im-
portant to have some activities that you
want to do more in retirement. For me, it
was to spend more time with my family
and to be able to pick and choose what i
wanted to do professionally. like many
people, i was doing many things that i
liked in my professional life, but i was
also doing some administrative things
that i did not like. retirement can offer
you the opportunity to say “yes, i want
to continue to teach, but i do not want to
do the administrative work.” However,
this transition was not easy. it took more
work than i had imagined to make this
transition. For example, i had less con-
trol with organizations after i retired. Be-
fore retirement, i could usually teach the
courses that i wanted to teach. after re-
tirement, it was much more compli-
cated. understandably, active professors
have priority over retired professors.  

continued on page 30
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Myth number two: Retired people do not
want to work. i was not planning to go
from a pretty active professional life to
no professional activity. Some of my re-
tired colleagues are happy with no pro-
fessional activity but most want some
professional life after retirement. For
most of us, working has become an es-
sential part of our persona. the work
ethic is pretty difficult to abandon and
there are many ways to continue that
work ethic in retirement. For me, it was
important to feel that i could still have
an impact on making the world a better
place. So, i have pursued some consult-
ing positions where i could continue to
make a difference but in a less time con-
suming way. i had the fantasy that i
would be called upon as a wise elder
statesman. in some situations, this has
actually happened. in others, i had to
work pretty hard to convince colleagues
that my work still had relevance. 

Myth number three: Retired people do not
want to be paid. i believe in volunteer
work and i increased my volunteer time
in retirement. i am now chair of the
Mental Health Colorado Board of Direc-
tors and that is a considerable volunteer
commitment. However, i was not will-
ing to volunteer all of my services after
retirement. retiring was a big change for
me but i could not abandon everything
i had been doing for 50 years. So, i
wanted to continue to do consulting and
teaching. Some suggested that i should
volunteer my consulting and teaching
services since retired people do not need
to be paid! this is a pretty common mis-
conception. i am not rich, but i did plan
for retirement. However, that does not
mean that i do not need money. also, it
was important that my work still had a
financial value. 

Myth number four: Retired people have un-
limited free time. My wife tells me that i
am just as busy in retirement as i was be-
fore i retired. other retirees have told me

that they have experienced the same
thing. they do not believe how they
could have had time to work before they
retired because they are so busy in retire-
ment. However, this does not happen au-
tomatically. it takes some work to balance
your personal life, hobbies, and the pro-
fessional work that you want to continue.
there were times in my retirement tran-
sition where i was working more than i
had planned and more than i desired. 

if you think about your time in the two
broad categories of professional time
and personal time, you can set a goal for
your ideal mix of time. Personal time
should include all those things that you
wanted to do but never had the time to
do. For example, reconnect with high
school and college friends, take the trip
of a lifetime, pursue the hobby that you
never had time for, or volunteering for
organizations outside your profession. it
should also include things like spending
more time with family and friends. Your
professional time should include teach-
ing, consulting, volunteering in profes-
sional groups, and private practice.
Before retirement, i spent about 50% of
my time in professional activities. My
goal in retirement was to spend about
20% of my time in professional activities.
My actual postretirement time is about
35% (partly because i did not want to
turn down opportunities). So, i may
need to adjust my ideal plan or my ac-
tual plan! (See Figure 1 top of next page)

Pre-retirement: Professional time 50%,
leisure time 50% (i am excluding main-
tenance time—sleeping, household
tasks, hygiene, etc.).

Planned post-retirement time: leisure time
80%, Professional time 20%. 

Actual post-retirement time: leisure time
65%, Professional time 35%.

continued on page 31
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Suggestions for a Successful 
retirement
1. retiring is a significant life event and

it requires not only financial planning
but also professional and personal
planning. Set a goal for your ideal mix
of personal and professional time.

2. Don’t let stereotypes of retirement de-
termine your retirement plans. if you
really want no professional activity,
go for it. However, if you want some
professional activities, you need to
work on making that happen in re-
tirement.

3. By all means, do those things that you
always wanted to do but did not have
time for. However, make sure that you
have a long range plan also. as men-
tioned above, the u.S. Census Bureau
reports that the average retirement

length is 18 years. Your plan should be
at least that long!
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as i’ve reflected on the
question of what made
me choose forensic
psychology as a pro-
fession, i realize that
the answer may be a
surprising one: heavy
metal music and hor-

ror movies. the 1980s were a great time
to be in high school and college. For an
adolescent male with grief and loss (and
subsequent latent anger) issues, heavy
metal and horror movies provided a
perfect outlet. this was the era of the
slasher movie—Halloween, Friday the
13th, Nightmare on Elm Street. i watched
every horror movie i could get my
hands on, and i found myself increas-
ingly curious about the character devel-
opment of the killer. Why did he turn
out that way? How did his mind work?
Why wouldn’t poor Jason Voorhees be
angry at the camp counselors who let
him drown? Michael Myers spent 15
years in a dank, horrifying insane asy-
lum as a child, for goodness’ sake. The
Silence of the Lambs, released in 1991, was
the best of the bunch in terms of explor-
ing the “mind of the maniac.”  

Horror is to film as heavy metal is to
music. Heavy metal is fueled by themes
of mental illness and violent crime.
these songs were formative in my earli-
est understanding of the criminal mind.
Metallica’s “Welcome Home (Sanitar-
ium)” and anthrax’s “Madhouse” de-
scribe being unjustly placed in an
asylum (a common theme shared across
many metal songs). Slayer’s “Criminally

insane,” “Dead Skin Mask,” and
“Killing Fields” all describe the mind
and behavior of the psychopathic killer
in gruesome detail, with many other
metal artists creating entire catalogs out
of these types of themes. and i was all
in. Channeling the words of Quiet riot’s
singer Kevin DuBose, pictured wild-
eyed in a straitjacket on the album cover,
i just knew that “metal health will drive
you mad.”

So here i was, my understanding of psy-
chology informed and titillated by the
stories i watched and heard in movies
and music. it didn’t take long for me to
find forensic psychology in graduate
school, focusing on a career in which i
could see these movies and songs come
to life. i created an external rotation at
my internship in which i shadowed a
forensic psychologist in private practice,
which piqued my interest in forensic as-
sessment and evaluation. Walking into
jail the first time, ready to evaluate a de-
fendant who was charged with a violent
assault, was the culmination of years of
training, study, schooling – and yes,
movies and metal. My postdoctoral fel-
lowship at St. Elizabeth’s Hospital ce-
mented my focus on forensic evaluation. 

My first job as a psychologist was at
new Jersey State Prison (nJSP), the
state’s featured maximum security insti-
tution. at that time, it held more than
2000 men, all sentenced to at least 30
years, with most serving life sentences.
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nicknamed “the Wall” because of its
imposing exterior multi-story walls,
nJSP housed new Jersey’s death row,
management control unit, several men-
tal health units, and (to my excitement)
many of the state’s most infamous in-
mates. My job as a staff psychologist
was to provide acute mental health
emergency care, conduct risk assess-
ments for internal and external transfers,
check the mental health status of in-
mates in administrative Segregation,
and oversee mental health care for cer-
tain units. 

For the first six months, i was like a kid in
a candy store. i pored over case files that
read like Hollywood B-movie scripts—
heinous criminal offenses, offenders with
brutal histories. i interviewed the same
offenders at their cell doors, trying to un-
derstand how and why they committed
the crimes they had been accused of.
Many of these offenders were diagnosed
with various mental illnesses—the songs
and movies of my adolescence were truly
living and breathing before me. Between
St. Elizabeth’s and nJSP, i was working
in the world of the “criminally insane,”
and like any good voyeur, i was fasci-
nated by the stories around me. in fact,
several movies and songs had been writ-
ten about the very offenders i was work-
ing with. 

But an interested thing happened about
six months into my job. Within one par-
ticular week, i had a spate of jarring ex-
periences that challenged my voyeuristic
fascination. i was asked to complete a
suicide assessment on a depressed of-
fender serving a multi-year stint in ad-
ministrative Segregation who pointedly
and genuinely asked about the point of
spending the rest of his natural life in his
cold, dark cell. another inmate, diag-
nosed with paranoid schizophrenia, told
me his story—he had killed his father
while in the midst of a delusional psy-

chosis (essentially to stop his father from
“taking over the world,” since he be-
lieved his father had been plotting to
eradicate the world’s population one na-
tion at a time); despite having no previ-
ous criminal record, he was sentenced to
life in prison by a jury skeptical of the in-
sanity defense. another inmate was
given an institutional charge of “destroy-
ing state property” for smearing feces in-
side his cell while psychotic. 

the most significant event, however, oc-
curred on a Friday afternoon. things
were winding down for the work week.
Most professional staff didn’t work
weekends, so most of the mental health
and medical operations were moving to-
ward “maintenance mode” until we re-
turned the following Monday. However,
we received a call from an officer in a
general population unit. He asked us to
come to the unit immediately. upon our
arrival, the officer told us about a poten-
tially lethal situation. the unit was com-
posed of more than 40 cells, each with
two inmates per cell. one of the cells
housed an unlikely pair: a prototypical,
tattooed, muscle-bound man with a his-
tory of high-level biker gang member-
ship, and a lithe, emaciated man with
schizophrenia. Both were serving life
sentences. We arrived at the unit during
rec time. While the first inmate was
pumping iron outside in the yard, his
schizophrenic cellmate experienced an
acute psychotic episode. He began de-
facing his cellmate’s television in a
bizarre cleansing ritual, carving symbols
into the tv and covering it with milk.
the correctional officer stated gravely,
“Yard ends in 10 minutes. When that
guy comes back and sees his tv de-
stroyed, he’s gonna want to kill that
guy.” We managed to move the man
with schizophrenia to the mental health
unit just before the close of the day—po-
tentially saving his life. 

continued on page 34
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these events were not uncommon in the
prison, nor were they endemic to nJSP.
Similar events and experiences occurred
throughout my two years at the
prison—and no doubt were occurring at
other correctional facilities around the
country. like many institutions before
and after, nJSP was in the midst of a
class-action lawsuit in which inmates
had successfully sued on the grounds of
inadequate mental health care. in fact,
that was the primary reason i had the
job in the first place. the lawsuit created
a slew of mental health positions at the
prison. i had eagerly taken the position,
unaware of the context that had led to
the creation of the job in the first place.
But i soon learned that the job, like those
of my hard-working counterparts, was
only a salve for a gaping wound. i was
totally unprepared for the overwhel-
ming need for mental health care at the
prison—the sheer scale of chronic men-
tal illness as well as acute mental health
emergencies was unlike anything i had
been trained for. 

that was, in a phrase, my turning point.
i unwittingly transformed from a thrill-
seeking forensic psychologist into a jus-
tice-seeking one. i could no longer work
in the metaphorical dark, simply read-
ing case files or talking with inmates for
my own selfish excitement. i became
aware of the troubling yet pervasive re-
ality in which people with mental illness
had filled the prison largely by default.
of course, most inmates had committed
terrible crimes and were justifiably
being held accountable for their actions.
this should never change. However, i
began to understand that much of the
misery i witnessed as a correctional psy-
chologist was significantly exacerbated
by the failings of our country’s mis-
guided approach to mental illness. My
entire career since that week has there-
fore been rooted in the pursuit of social
justice for people with mental illness—

through applied research, teaching,
consultation, legislative action, policy
advocacy, and clinical work. 

i should say that this was not a problem
exclusive to nJSP. the state’s entire cor-
rectional system was captured under the
lawsuit and its subsequent ramifica-
tions. nor was the state of new Jersey
alone in this challenge. nearly every
state has faced these barriers. in my
opinion, it’s become the number one
mental health issue in our country and
can be summed up succinctly: We have
abdicated care for people with mental
illness from people with licenses to 
people with badges. 

now for a few statistics that help tell the
real story about mental health care in
america. Persons with mental illness are
more than three times as likely to be ar-
rested than people without mental ill-
ness for the same behavior (Qureshi,
liefman, Coffey, & Carney, 2015; teplin,
1984). nearly 60% of all persons with a
serious and persistent mental illness will
come into unwanted contact with law
enforcement at least once in their life-
times, and 40% have spent at least one
day in jail (Steinwachs, Kasper, & Skin-
ner, 1992). Especially tragic is the reality
that people with serious and persistent
mental illnesses are 4-10 times more
likely to be victims of violence and crime
than perpetrators—a harsh reality for
group of people with a life expectancy
in the sixties (gundaya, Crisanti, Steffen,
& gowensmith, 2009; treatment advo-
cacy Center, 2016; Walker, Mcgee, &,
Druss, 2015).

However, the sad story only worsens
after arrest. Jails and prisons have be-
come our nation’s largest inpatient men-
tal health facilities. County jails far
outpace state hospitals in terms of num-
bers of persons with mental illness

continued on page 35
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served and housed. los angeles County
Jail treats approximately 3000 men with
mental illness each day, with other large
urban jails rivaling that total. Most of
these men—now labeled as criminal 
defendants—are facing misdemeanor
charges after being arrested for low-
level, quality of life transgressions that
come as a byproduct of living on the
streets with a major mental illness. Crim-
inal courts order them to state hospitals
for mental health treatment, but wait
times are enormous. Persons with men-
tal illness wait in jails for weeks to
months for transfer, because state hospi-
tals operate at a meager eight percent of
previous capacities (Beachum, 2016).
Persons ordered by the criminal court in
Colorado, for example, now wait more
than 100 days on average for admission,
as compared to 25 days in 2017 (Sherry,
2018). as state hospitals become increas-
ingly filled with court-ordered forensic
patients, space for voluntary and civil
admissions evaporate. individuals with
serious and persistent mental illness thus
have fewer and fewer options when ex-
periencing acute symptoms. Behavior
then becomes increasingly erratic and
disruptive, the police are called—and the
cycle continues. 

Statistics tell part of the story. Human
stories tell the rest. in January 2017, a de-
fendant waiting 12 days for his transfer
to competency restoration services died
in the San luis obispo County Jail from
complications due to his mental illness
(Mcguinness, 2017). a few years earlier,
a northern California man previously
adjudicated as iSt (incompetent to
Stand trial) hanged himself in jail await-
ing transfer to napa State Hospital
(Shafer, 2015). in Washington state, one
woman with deteriorating mental health
was eventually deemed “gravely dis-
abled” after waiting in jail for more than
five months for competency-related
services to materialize; she was trans-

ferred to a civil hospital as an emergency
measure (Trueblood v. State of Washington
Department of Human and Social Services
(DSHS), 2015). across the country in the
Philadelphia county jail, a homeless
man awaiting inpatient competency
restoration services for more than seven
months was beaten to death in his cell
by another inmate – while in a separate
nearby facility, a different homeless man
accused of stealing candy from a Dollar
Store remained in jail awaiting compe-
tency-related services for nearly one
year (Moraff, 2015). Finally, Mr.
Jaymichael Mitchell died in his cell, cov-
ered with feces and urine, after spend-
ing more than three months in a Virginia
county jail while psychotic. Mr. Mitchell
was facing misdemeanor charges after
allegedly stealing a bottle of Mountain
Dew, a Snickers bar, and a Zebra Cake
from a convenience store (Swaine, 2018). 

these stories are incomprehensibly tra-
gic, and they should hold us account-
able. in the most powerful and
wealthiest nation in history, we have re-
linquished the care of our most vulnera-
ble citizens to retributive correctional
systems built on deterrence and punish-
ment. We would never allow these sorts
of realities to beset people with heart
disease or diabetes, yet as a society we
turn a blind eye while it’s happening to
people with treatable mental illness. 

the stories above are the same stories
that got me into the field of forensic psy-
chology. it’s the stuff that horror movies
and heavy metal are made of. it fueled
my early fascination with this field. But
after witnessing these events, one after
another after another after another, i ex-
perienced a turning point that switched
me from voyeur to advocate. People
with serious and persistent mental ill-
ness are often marginalized and misun-
derstood, and they deserve better than
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jail cells from the professionals and sys-
tems working to serve them. 

i hope this has been informative. Please
feel free to contact me at neil.gowen-
smith@du.edu. 
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the interpersonal diffi-
culties experienced by
patients diagnosed with
a personality disorder
(PD) tend to pose great
difficulty in negotiating
a strong therapeutic al-
liance between patient
and therapist (Muran,
Segal, Samstag, &
Crawford, 1994; Stern,
1938; Vaillant, 1992;
Waldinger & gunder-

son, 1984). Patients with PDs often gen-
erate intense and uncomfortable
reactions in their therapists, sometimes
producing iatrogenic therapist behav-
iors, sometimes referred to as counter-
transference (Bateman, 1998; Bateman &
Fonagy, 2006; levy, 2013). Forming a
strong therapeutic alliance with clients
with a PD diagnosis is challenging. For
instance, therapists of patients diag-
nosed with Cluster B (i.e., “dramatic,
emotional, erratic”) PDs often rate the
alliance negatively, while patients with
diagnoses of Cluster a (“odd-eccentric”)
PDs may have difficulty establishing a
working alliance at all (lingiardi, Fil-
ipucci, & Baiocco, 2005). Furthermore,
patients with Cluster B PD traits (e.g.,
impulsivity, dysregulation, and affective
lability) have been found to experience
more ruptures in the therapeutic alliance
than non-PD patients, even after the re-
lationship has been established (tufek-

cioglu, Muran, Safran, & Winston, 2013),
while patients diagnosed with Cluster C
(“anxious-fearful”) PDs may not display
more ruptures than other patients, but
may take significantly longer to experi-
ence a repair of these ruptures, specifi-
cally in less interpersonally based
treatments (e.g., CBt versus brief rela-
tional therapy; lipner, Muran, Zilcha-
Mano, Eubanks, & Safran, 2017). given
the interpersonal complexities associ-
ated with each cluster of PDs, some have
suggested unique modifications to
maintain an alliance with different pre-
senting concerns. For instance, when
working with patients with Cluster B
traits, therapists may do well to be
mindful of crossing interpersonal
boundaries to avoid colluding with the
poor boundary setting common among
these patients (Bender, 2005; levy in
Magnavita, levy, Critchfield, & lebow,
2010). Directly addressing ruptures in
the alliance when they occur has also
been shown to improve outcome in psy-
chotherapy for patients with PD diag-
noses in Clusters B and C (Muran,
Safran, Samstag, & Winston, 2005).

given that working with patients with
PDs presents a unique relational chal-
lenge, and that therapists may experi-
ence confusion, discomfort, or negative
countertransference when treating these
patients, we aim to provide an empiri-
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cally contextualized clinical case example
from a group psychotherapy with a PD
patient (conducted by the first author).
We focus specifically on areas of diffi-
culty in fostering an alliance, the ability
to repair alliance ruptures, the impor-
tance of developing empathy, and a will-
ingness to tolerate difficult emotions in
therapy. We point out specific therapeutic
maneuvers, deriving from an alliance-fo-
cused treatment approach, that may help
clinicians when working with patients
with personality difficulties. 

Patient Narrative: Vincent
note: Client information has been de-
identified to protect patient confiden-
tiality.

Vincent is a 63-year-old, White, hetero-
sexual male who was a member of an in-
terpersonal process group co-lead by the
first author. He had been a member of
this group for three year when i joined
the group, alongside a female co-leader.
the group consisted of Vincent and
three other female group members. He
was initially referred to the group by his
individual psychotherapist, with the
goal of building upon his limited inter-
personal skills and his ability to develop
relationships, particularly with women. 

Vincent’s presentation is complex and
regularly evokes feelings in me of being
overwhelmed and confused. Vincent
was initially described to me as being
“terrified of women.” this came to life
early on, as i learned that, due to past ex-
periences, Vincent develops strong,
eroticized, reactions (or “transference”)
to female group leaders and therapists,
particularly when they are young and
blonde—two criteria i met. in addition,
Vincent presents at times as feeling
hopeless and suicidal (e.g., “What’s the
point to all of this?”). alongside his de-
pressed presentation, he exhibited sig-
nificant Cluster B personality pathology
in terms of suicidality, fear of abandon-

ment, provocative statements to thera-
pists, dissociative experiences, and so
forth, as well as some dependent and
avoidant features. 

one likely contributor to the diametri-
cally opposed feelings Vincent experi-
ences towards women, fear and desire, is
likely the extreme traumas he reported
from his childhood. During the course of
group, Vincent revealed that he had been
sexually abused as a child by several
women. though these experiences may
not be the sole explanation of Vincent’s
psychopathology, it is understandable
given his early traumatic experiences,
which influenced the complexity of his
feelings towards women. He has learned
to fear them tremendously, and that he
must be submissive to them, particularly
towards women in roles of power (e.g.,
his therapists). at the same time, he
longs to be able to “touch a cheek,” “be
held,” or receive any physical contact he
can from women. He has expressed in
group a wish to “be submissive” to my
co-leader and me, to “get on [his] knees,
kiss [our] feet, and just worship [us].”
this eventually led to his explicitly de-
scribing how attracted he was to me,
while reassuring me that he would never
do anything to threaten our professional
relationship. Even more complex is his
anger towards women for “doing what
they did to me,” which manifests in se-
cret violent fantasies that he did not
share in the group, only in individual
therapy. His admissions of attraction and
desire to be submissive to me made me
feel uneasy, and unsure of what to do or
say. at the same time, i found myself
able to empathize with his current diffi-
culties given an awareness of his difficult
childhood, which was an important fac-
tor in my ability to work effectively with
Vincent in the face of feeling at times
overwhelmed by his way of relating.
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The impact of empathy—a moment of under-
standing. Vincent’s complex transference
towards me did not develop immedi-
ately. in fact, during the first months of
my joining the group as a co-leader, he
would make statements frequently such
as, “i look at [other co-leader] as com-
pletely, 100% dominant,” and then turn
to me and say, “and i don’t know you yet,
lauren, but i’m sure you’ll get there.”
During a group session approximately
four months into my joining, Vincent was
having difficulty explaining the paradox-
ical reaction he had to a phone call he had
made to me, stating that he would not be
able to come to group that week. My re-
sponse over the phone was simply, “all
right, no problem—see you next week.”
to my surprise, he expressed in the fol-
lowing group feeling extremely disap-
pointed by my reaction, stating that, in
his experience, care for him was ex-
pressed through anger. the other group
members were puzzled by the explana-
tion of his reaction to my relatively mun-
dane response, particularly why he
wanted me to be angry with him, even
though that would simultaneously upset
him. i took this opportunity to jump in,
and rephrase what i understood Vin-
cent’s feelings to be to the group: “i think
what Vincent is saying is that by not re-
acting in an angry or frustrated way that
he would not be able to attend group, it
seemed as if i did not care whether he
came to group or not. But, if i had gotten
angry and berated him for not coming, he
would know that his presence in group
mattered to me, even though he would
feel badly that he had angered me.” al-
though Vincent initially did not respond
to my comment, at the next group he
stated: “there are very few people that i
believe really, truly understand me. My
therapist is one of them, but from what
you said last week, i see that you also
have her ability to peel my layers like an
onion. i am so appreciative of that, but it’s
petrifying.” it was at this point that Vin-
cent had begun to see me as another

dominant figure in the room, laden with
feelings of fear and attraction. 

My ability to find aspects of Vincent’s ex-
periences with which i could empathize,
in spite of my own challenging reactions
to him, was crucial in allowing an admit-
tedly complex alliance to begin to form
between the two of us. While my initial
comment on the phone (i.e., “no prob-
lem”), meant to assure him that missing
group was okay, was experienced as up-
setting and invalidating for Vincent, in
my rephrasing of his conflictual feelings,
i demonstrated that i understood him
and his experience from his point of view.
this led to his both recognizing me as a
dominant force in the room, but also see-
ing me as a trusted protector. though his
transference appeared to be activated by
this comment, becoming both fearful and
enamored of me, this moment served to
open up the space for work with his
transference, which had not previously
been a possibility. the use of interven-
tions that capture the totality of a pa-
tient’s experience, rather than simply
trying to assuage or reassure the patient,
are an essential ingredient in both main-
taining therapeutic alliance and opening
the door to further exploration of the 
patient’s challenging and distressing 
experiences (e.g., Clarkin, Yeomans, &
Kernberg, 2006). 

Addressing the therapist’s difficult reactions.
although i am able to empathize with
him, there is no doubt that Vincent’s ex-
pressions of his feelings towards me
make me uncomfortable. How is one to
respond to statements such as, “i would
love to just kiss your feet”; “i’d give any-
thing to touch your cheek”; “i would
love to serve you, to get on my hands
and knees and worship you”? interest-
ingly, Vincent experienced intense re-
morse after making such statements,
and expressed fear of having destroyed
the relationship as a result of behaving
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inappropriately. Vincent was right that
these statements did make it challenging
for me to work with him and potentially
threatened our working alliance. this
dynamic is characteristic of that experi-
enced by many therapists of patients di-
agnosed with PDs, which may lead to
negative reactions or behaviors on the
part of the therapist, such as not
rescheduling patients who miss ap-
pointments (Bateman, 1998; levy, 2013).
Clearly an awareness of these dynamics
is vital in order to address them, and re-
quires therapists to be attuned to their
own emotional responses to their pa-
tients. in these moments, i had to make
a decision: Do i forbid Vincent from
sharing these thoughts, feelings, and
fantasies with me and pretend as if they
do not exist in order to decrease my own
uneasiness? or do i withstand my own
discomfort and allow for him to bring
up these complex emotions so that we
can explore them in the therapy? i con-
sistently aimed for the latter, which,
while it was incredibly difficult—as it
left me vulnerable in front of the
group—in fact allowed for some of Vin-
cent’s feelings to lessen in intensity as he
was able to put words to the conflict he
experienced regarding both desiring
and fearing closeness with me. 

one group session, i arrived dressed in
a black sweater dress, black tights, and
tall black boots. the group began as
usual, each member providing us with a
quick update. as Vincent took his turn
to speak, his storytelling grew increas-
ingly convoluted and difficult to follow.
When another member asked him for
clarification, Vincent suddenly stopped,
looked at me, and said “i have a real
problem with tall, black boots.” i was
suddenly hit by the realization that my
outfit resembled to him that of a domi-
natrix, and perhaps those he had inter-
acted with in clubs many times in the
past. immediately, i clapped my hand 

to my mouth, feeling exposed and
ashamed. i felt guilty for having been so
thoughtless as to wear something so
clearly triggering for Vincent. Before
thinking further, i blurted out, “i’m so
sorry, Vincent. i will keep this in mind
going forward, and would never inten-
tionally do or wear something to make
you uncomfortable,” a feeble attempt to
erase the moments that had just oc-
curred. i spent the rest of the hour tuck-
ing my feet under my chair as far back
as they would go. 

in retrospect, this moment provided a
missed opportunity to explore Vincent’s
dynamics. in my impulse to allay my
own shame and discomfort, i quickly
apologized and promised not to repeat
the mistake. However, had i been pre-
pared to withstand the uncomfortable
feelings evoked in me, i could have
asked him what my boots meant to him,
or to take an even larger risk, i could
have noted that i would likely wear
them again and ask what his reaction to
this might be, or even gently inquiring
of him his sense of how his comments
might make me feel. rather than further
increasing my sense of shame and guilt
as my apologizing had done, any of
these scenarios could have prompted
Vincent to acknowledge my own sub-
jective experience, to come to a clearer
understanding of his own experience,
and increase his awareness of his role as
a member of a therapeutic dyad.
though this would have been difficult
for Vincent, i imagine it would also have
been consoling to learn that our rela-
tionship would not fall apart, nor would
he be punished, for expressing genuine
thoughts about me, even if they were
uncomfortable for the two of us. 

Five Specific recommendations
in summarizing the case above, we reit-
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erate several treatment principles that
have also been proposed in the literature
for working with patients with PD diag-
noses, specifically regarding building
and maintaining an alliance, generating
empathy, and addressing the therapist’s
own difficult feelings in this work:

• Early diagnostic assessment for PDs
can aid the therapist in being pre-
pared for difficult interpersonal dy-
namics in therapy.

• it is important to understand the
developmental history of PD pa-
tients in order to empathize with
challenging behaviors, anger, at-
traction, etc., that they may display
in therapy. 

• the most empathic comments for a
patient are often those that capture
the conflicts or dilemmas that they
experience, rather than simply aim-
ing to reassure an explicit (often
surface-level) concern that they
share.

• therapists working with challeng-
ing patients must pay attention to
their own emotional responses to
their patients, as these can nega-
tively influence the work of therapy
and can also be important tools for
exploring the patient’s own inner
world and effect on others.

• Dynamics between therapist and
patient that risk destroying the ther-
apeutic alliance or effective psy-
chotherapy must be addressed
appropriately and gently, rather
than ignored or reflexively acted
upon. 
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the quality of the ther-
apeutic alliance is a 
robust predictor of psy-
 chotherapy outcomes
(Horvath, Del re,
Fluc̈kinger, & Symonds,
2011). recent studies
have shown that some

therapists are consistently better at de-
veloping and maintaining alliances with
their patients than others (Baldwin,
Wampold, & imel, 2007; Dinger, Strack,
leichsenring, Wilmers, & Schauenburg,
2008; Zuroff, Kelly, leybman, Blatt, &
Wampold, 2010), suggesting that alliance
quality may be systematically related to
certain therapist characteristics or behav-
iours. in this vein, recent research on the
alliance has sought to more precisely clar-
ify key therapist factors that contribute to
alliance development, including how
therapists identify and resolve alliance
ruptures, i.e., tensions, strains, or break-
downs in the patient-therapist collabora-
tive relationship (Safran & Muran, 2006).
unresolved alliance ruptures have been
shown to relate to poorer outcomes and
increased dropout rates, whereas the 
resolution of ruptures relates to better
outcomes (Safran, Muran, & Eubanks-
Carter, 2011).

research on alliance rupture and resolu-
tion has important implications for the
study of the alliance in psychotherapy
for borderline personality disorder
(BPD). BPD is a complex mental health
disorder characterized by pervasive pat-

terns of emotional instability, disturbed
interpersonal relationships, identity dis-
ruption, and behavioral dyscontrol. the
interpersonal difficulties associated BPD
often manifest with treatment providers,
leading to an increased likelihood of 
alliance ruptures (McMain, Boritz, &
leybman, 2015 Shearin & linehan, 1992;
Waldinger & gunderson, 1984). Dialec-
tical Behavior therapy (DBt), one of the
evidence-based treatments for BPD, was
developed, in part, to address the chal-
lenges of engaging and retaining BPD
patients in treatment. nevertheless,
dropout from DBt and other specialized
BPD treatments remain high, ranging
from 25% to 30% (Barnicot et al., 2012). 

Consistent with the broader alliance 
literature, these studies have linked 
patient and therapist-rated alliance 
with treatment retention and outcome
(Hirsh, Quilty, Bagby, & McMain, 2012;
Spinhoven, giesen-Bloo, van Dyck,
Kooiman, & arntz, 2007; turner, 2000).
in DBt specifically, the therapeutic al-
liance in sessions one through four has
been shown to predict treatment out-
comes, including dropout (McMain,
Burckell, links, & guimond, 2009).
However, there is limited research on
more fine-grained observational assess-
ments of therapist characteristics and in-
session behaviors that contribute to the
formation of a good alliance in BPD, in-
cluding strategies for identifying and re-
solving alliance ruptures that may
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correlate positively or negatively with
treatment outcomes for BPD patients. 

in a recent study by Boritz, Barnhart, Eu-
banks, & McMain (2018), we conducted
an exploratory analysis of alliance rup-
ture and resolution processes in the
early sessions of a small sample of
clients (n=6) who underwent one year
of standard DBt for BPD. alliance rup-
ture and resolution processes were
coded using the observer-based rupture
resolution rating Scale (3rS; Eubanks,
Muran, & Safran, 2015), which differen-
tiates whether a client responds to ten-
sion, misunderstanding, or conflict in
the therapy relationship by withdraw-
ing from or confronting the therapist.
Findings showed that unrecovered
clients evidenced a higher frequency of
withdrawal ruptures than recovered
clients. additionally, withdrawal rup-
tures tended to persist for unrecovered
clients despite the degree of resolution
in the prior session, unlike for recovered
clients, for whom the probability of
withdrawal ruptures decreased as the
degree of resolution increased. this
study suggests that alliance rupture and
resolution processes in early treatment
differ between recovered and unrecov-
ered clients in DBt for BPD.

the present study was an effort to repli-
cate and elaborate the findings from our
exploratory study, with the following
aims: (1) to determine whether alliance
rupture and resolution processes pre-
dicted clinical outcomes in BPD, and (2)
to assess the moderating effect of spe-
cific therapist baseline characteristics on
alliance rupture and resolution
processes and clinical outcomes. 

method 
Sample. the sample was drawn from an
ongoing rCt titled, “Faster application
of Suicidal treatment—Evaluating re-
sponse to Dialectical Behavior therapy”

(FaStEr-DBt; McMain et al., 2018). the
FaStEr-DBt trial assessed the clinical
and cost-effectiveness of randomly as-
signed six months versus one year of
treatment for chronically suicidal indi-
viduals diagnosed with BPD. in this
study, 12 participants (six from the six-
month arm, six from the one-year arm)
were drawn as a simple random sample
from the available participant pool of
the FaStEr-DBt study after the conclu-
sion of its first year. Ethics for the
FaStEr-DBt Study were obtained from
the Centre for addiction and Mental
Health (CaMH). 

all participants met DSM-iV diagnostic
criteria for BPD, as assessed using the
international Personality Disorder Exam
(iPDE; loranger, 1995). inclusion crite-
ria were the presence of at least two sui-
cide attempts or non-suicidal
self-injurious behaviours in the five
years prior to study enrolment, with at
least one of these episodes occurring in
the previous three months. Exclusion
criteria included DSM-iV diagnoses of
psychotic disorder, bipolar i disorder,
dementia, or iQ less than 70, chronic or
serious physical health problems requir-
ing hospitalization within the treatment
year, or plans to move out of the treat-
ment region during the study duration.
the sample was comprised of seven
women and five men, who had a mean
age of 28 (range = 19 to 43).

Treatment. all participants received com-
prehensive Dialectical Behaviour ther-
apy (DBt), an evidence-based treatment
for BPD developed by Marsha linehan
(1993). the four standard components of
DBt treatment were delivered: individ-
ual therapy (one hour per week), group
skills training (two hours per week),
phone coaching (available 24 hours a
day), and a therapist consultation team
meeting (two hours per week). there
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were no restrictions on ancillary phar-
macotherapy. therapy sessions were
videotaped. DBt adherence ratings were
applied to randomly selected video
recordings and the results indicated that
therapists adhered to the treatment pro-
tocols (see McMain et al., 2018). 

Measures. 
Process measures. this study examined
four process measures: (1) Rupture Reso-
lution Rating Scale (3RS: Eubanks et al.,
2015); (2) Alliance Rupture-Resolution Sec-
tion from the Post-session Questionnaire
(PSQ; Muran, Safran, Samstag, & Win-
ston, 1992); (3) Working Alliance Inventory
Short Form (WAIS; Horvath & greenberg,
1989); and (4) Kentucky inventory of mind-
fulness skills (KiMS; Baer, Smith, & allen,
2004). the 3rS was applied to the first
four treatment sessions. the PSQ was
completed by patients and therapists fol-
lowing the first four treatment sessions.
the WaiS completed by patients and
therapists following the first four ses-
sions, then at three and six months of
treatment. the KiMS completed by ther-
apists at baseline (pretreatment), then
monthly through to the end of the follow-
up phase (i.e., 24 months). 

outcome measures. this study exam-
ined three patient outcome measures: (1)
the Symptom Checklist-90-Revised (SCl-
90r: Derogatis, 1983); (2) Suicide Attempt
and Self-Injury Interview (SaSii; linehan,
Comtois, Brown, Heard, & Wagner,
2006); and (3) Zanarini Rating Scale for
Borderline Personality Disorder (Zan-
BPD; Zanarini et al., 2003). Clinical 
assessments occurred at baseline (pre-
treatment) and at three, six, and 12
months of treatment.

anticipated outcomes
given the broader empirical and theo-
retical literatures that implicate the clin-
ical importance of alliance quality and
treatment outcome in BPD, we hypothe-

size that higher frequencies of unre-
solved alliance ruptures in early treat-
ment (session one to four) will predict
poorer outcomes at mid- and post-treat-
ment. We further hypothesize that the
association between the frequency of
unresolved alliance ruptures in early
treatment and outcome at mid- and
post-treatment will be moderated by
mindfulness. Specifically, unresolved al-
liance ruptures will have their most
harmful impact when involving a less
mindful therapist. 

analytic Plan
all research questions will be evaluated
using multilevel modeling. Explicit test-
ing of our hypotheses will be examined
by testing the regression coefficients for
the frequency of alliance ruptures and
rupture-resolution episodes by time in-
teraction, while controlling for baseline
characteristics, across all outcome vari-
ables. individual and joint Wald χ2 tests
will be used. We will test for moderation
effects by expanding the regression
model to include the interactions of all
baseline characteristics of interest by
time, and then evaluating both the indi-
vidual and joint effects of these vari-
ables. these tests will include individual
and joint Wald χ2 tests and likelihood
ratio tests of model parameters, as well
as the evaluation of the reduction of un-
explained variance in the variance com-
ponents. Evaluation of model fit will be
provided by statistical indices including
akaike’s information Criteria (aiC) and
Bayesian information Criteria (BiC) and
likelihood ratio tests.

Summary
results from this study will highlight
therapist characteristics and therapeutic
strategies that are critical to enhancing
therapeutic alliances with BPD patients.
Such work can be used to improve DBt
and other evidence-based therapies for
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BPD by enhancing training practices in
light of research evidence for adaptive
in-session behaviours and preexisting
therapist characteristics.
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Due to changes in de-
mographics in the
united States, coun-
selors and therapists
are likely to serve
clients who have a cul-
turally diverse back-
ground. Data from the

2010 united States (u.S.) Census indi-
cated that foreign-born individuals rep-
resented 13.3% of the u.S. population,
some 42.3 million people (Colby & ort-
man, 2014). in 2014, the u.S. population
by race was represented by 62.2% of non-
latina/o Whites, while multiracial indi-
viduals and racial and ethnic minorities
represented 37.8% (Colby & ortman,
2014). By 2044, this percentage is ex-
pected to grow to more than 50% for
racial and ethnic minorities, and by 2060,
20% of u.S. population is expected to be
foreign born (Colby & ortman, 2014). 

these changes demand that counselors
and therapists prepare to effectively
serve the needs of these diverse popula-
tions. although there has been growth in
research and services on the health and
mental health needs of racial and ethnic
minorities, racial and ethnic minority
populations in the u.S. suffer dispropor-
tionally from mental health disparities
(Dillon et al., 2016; Holden et al.,
2014;  Smedley, Stith, & nelson, 2003).
the health disparities literature indicates
that compared to White americans,
racial and ethnic minorities are less
likely to have access to mental health
services, less likely to utilize mental
health services, more likely to receive
lower quality mental health care, and

less likely to retain treatment (Dillon et
al., 2016; Holden et al., 2014). racial and
ethnic minorities are also more likely to
leave treatment prematurely and less
likely to seek mental health care (Holden
& Xanthos, 2009). When they do seek
mental health care, they are more likely
to be underdiagnosed and undertreated
for affective disorders, overdiagnosed
and overtreated for psychotic disorders,
and less likely to receive newer and
more comprehensive care (agency for
Healthcare research and Quality [, 2013;
greenberg & rosenheck, 2003). research
has indicated that a lack of culturally
competent care contributes to these dis-
parities (Holden & Xanthos, 2009; Shim
et al., 2013;  van ryn & Fu, 2003). the
overall disparities in mental healthcare
have been associated with a lack of cul-
tural competency (Holden et al., 2014;
Holden & Xanthos, 2009; Shim et al.
2013). researchers and leaders in mental
health care, including the american 
Psychological association (aPa), have
recommended and mandated mental
health professionals provide culturally
competent care to reduce mental health
disparities (aPa, 2010, 2017; arredondo
et al., 1996; Sue et al., 1982).  

aPa ethical principles (2010) and the
american counseling association
(aca)
Code of Ethics (2014) advise psycholo-
gists and counselors on the boundaries 
of competence and instructs them to 
only provide services to populations 
included in their education, training, 
supervised experience, consultation,
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study, or professional experiences. the
aPa (2003) has provided guidelines for
multicultural education, training, re-
search, practice, and organizational
change for psychologists. ratts, Singh,
nassar�McMillan, Butler, and McCul-
lough (2016) also developed multicul-
tural and social justice counseling
competencies that offer guidance for
counselors in practice and research.
these guidelines, ethical principles, and
codes suggest that it is unethical for
counselors and psychologists to provide
services to culturally diverse populations
if they have not had any education and
training in multicultural competencies. 

although the need for multicultural
competencies has been widely accepted
and multicultural competency guide-
lines have been widely implemented in
professional psychological organiza-
tions and training programs (Worthing-
ton, Soth-Mcnett, & Moreno, 2007),
there is still surprisingly little empirical
research (Worthington et al., 2007) that
directly examines the effectiveness of
multicultural competencies (MCC), and
the validity of the widely used tripartite
model of MCC (Sue et al., 1982). Multi-
cultural competence, as defined by D.
W. Sue (2001), is obtaining the aware-
ness, knowledge, and skills to work with
people of diverse backgrounds in an ef-
fective manner. Sue and colleagues
(1982) developed the tripartite model of
MCCs that include attitudes and beliefs,
knowledge, and skills. they proposed
that 1) culturally competent mental
health providers are aware of their own
beliefs, attitudes, values, and world-
views that might impact their work with
their clients; 2) they have the knowledge
of beliefs, attitudes, values, and world-
views that are common to the specific
populations they work with; and 3) they
have the skills necessary to work with
diverse populations (Sue et al., 1982). 

as the acceptance of MCC has grown
over the last three decades, there have
been many conceptual and indirect em-
pirical research on MCC (ridley &
Shaw-ridley, 2011; Worthington et al.,
2007). However, much of the empirical
MCC literature includes studies with
flaws in their methodologies (ridley &
Shaw-ridley, 2011), measures with poor
validity (Kitaoka, 2005), and an overre-
liance on analogue studies, college stu-
dent populations, and indirect measures
(Worthington & Dillon, 2011; Worthing-
ton et al., 2007). the existing literature
has a lack of empirical studies examin-
ing MCCs using strong measures and
research design, real clients, and partic-
ipants who are representative of the
population at large. Below i provide a
review of the existing MCC literature
that demonstrates the need for addi-
tional research examining the efficacy of
MCC in psychotherapy. 

multicultural competency
Scholars and researchers have defined
MCC in various ways (Cornish, Schreier,
nadkarni, Henderson Metzger, &
rodolfa, 2010). D. W. Sue, arredondo,
and McDavis (1992) defined MCC as
counselors having the awareness of their
own worldviews, biases, and beliefs 
related to racial and ethnic minorities,
understanding the worldviews of indi-
vidual clients, and acquiring and using
culturally responsive interventions and
strategies in their work with clients. ac-
cording to S. Sue (1998), MCC is the abil-
ity to appreciate diverse cultures and
populations, and the ability to effec-
tively work with culturally diverse indi-
viduals. He stressed that MCC is
possessing culture-specific skills needed
to work effectively with clients from
specific populations. Cornish and col-
leagues (2010) defined MCC as, “the ex-
tent to which a psychotherapist is
actively engaged in the process of self-
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awareness, obtaining knowledge, and
implementing skills in working with di-
verse individuals” (p. 7). likewise,
owen, tao, leach, and rodolfa (2011),
focused on the behavior of the coun-
selor, and defined MCC as “a way of
doing” that evaluates the counselor’s
ability to apply their multicultural
awareness and knowledge in counseling
(p. 274). the definitions and dimensions
of MCC continue to be defined and re-
defined, along with models counselors
can use to develop their MCCs.

Multicultural Competency Model. Similar
to the definition of MCC, there are many
conceptualizations of MCC. one of the
most widely used and most researched
models (Worthington et al., 2007) of
MCCs in the literature is the tripartite
model (Sue et al., 1982; Sue et al., 1992).
as noted, Sue and colleagues’ (1992) con-
ceptualization of MCCs include three di-
mensions: 1) beliefs and attitudes, 2)
knowledge, and 3) skills (Sue et al., 1982,
Sue et al., 1992). Sue and colleagues
(1992) described the three dimensions of
culturally competent counselors as: 1)
being aware of their own values, beliefs,
and worldviews, and limitations that
might impact their work with a culturally
different client; paying special attention
to the impact ethnocentrism might have
on their work with racially, ethnically,
and otherwise culturally different clients;
2) making a genuine effort to understand
the client’s values, beliefs, and world-
views, and how those impact the client’s
life; the counselor approaches this in a
nonjudgmental manner and accepts the
client’s worldviews as a valid way of life;
3) and possessing the skills and interven-
tions necessary for working with the cul-
turally different client, as well as
practicing them in their work with the
particular client (Sue et al. 1982; Sue et al.,
1992; S. Sue et al., 1998). For the purposes
of this study, the tripartite model of MCC
will be used to conceptualize MCC. 

Empirical literature. research supports
that therapist training in multicultural is-
sues and therapist MCC may predict psy-
chotherapy processes and outcomes. in a
study that investigated clients’ percep-
tions of therapists and client attrition,
Wade and Bernstein (1991) found that
therapists who attended a culture sensi-
tivity training received higher ratings
from clients on expertness, trustworthi-
ness, attractiveness, unconditional 
regard, and empathy compared to coun-
selors who did not receive a culture sen-
sitivity training. Clients of therapists
who attended a culture sensitivity train-
ing attended more follow-up sessions
and reported higher satisfaction with
the therapeutic process compared to
clients of therapists who did not attend
a culture sensitivity training. the results
of this study found that training ac-
counted for increased client satisfaction
and client attrition for both Black and
White counselors, and that ethnic
matching did not account for client per-
ception of therapist MCC and psy-
chotherapy outcomes. 

in another study, Constantine (2001)
found that counselors who reported
higher levels of formal multicultural
training rated higher on a self-report
measure of empathy, and that coun-
selors who had an integrative theoreti-
cal orientation were more likely to be
rated higher on their multicultural case
conceptualization ability. the use of
multicultural case conceptualization
ability provided assessment of demon-
strated skills rather than self-reported
empathy or self-reported awareness,
knowledge, or skills alone (Constantine,
2001). these findings support that cul-
ture sensitivity training plays an impor-
tant role in enhancing  MCC and
improving psychotherapy processes and
outcomes (Wade & Bernstein, 1991).

continued on page 51



51

in analogue studies with african ameri-
can (Poston, Craine, & atkinson, 1991;
thompson, Worthington, & atkinson,
1994), Mexican american (atkinson,
Casas, & abreu, 1992), Japanese ameri-
can (atkinson & Matsushita, 1991), and
other asian american clients (gim,
atkinson, & Kim, 1991; Kim, li, & liang,
2002), MCC scholars have found that
culturally congruent and culturally re-
sponsive verbalizations in therapy had a
more positive impact on client outcomes
compared to verbalizations that focus on
the universality of human experiences.
Kim, li, and liang’s (2002) study (N =
78) on asian american clients’ (recruited
from undergraduate psychology and
asian american studies courses) experi-
ences in psychotherapy showed that
clients reported higher working alliance
and higher therapist empathic under-
standing when their therapists used in-
terventions that sought immediate
resolution of problems rather than fo-
cusing on gaining insight through ex-
ploration. Clients with higher adherence
to asian values reported higher therapist
MCC when therapist encouraged emo-
tional expression rather than expression
of cognitions. these results are congru-
ent with the asian value of favoring im-
mediate problem resolution early in
therapy and anticipating emotional
needs of others for interpersonal har-
mony (Sue & Sue, 2012). 

a relationship between therapist MCC
and psychotherapy processes and psy-
chotherapy outcomes with actual clients
has also been found. in a meta-analysis
of 20 independent samples, tao, owen,
Pace, and imel (2015) found strong and
positive effects of client perceptions of
therapist MCC on important psy-
chotherapy processes (r  = .58 to .72),
such as therapeutic alliance, and a mod-
erate relationship between MCCs and
psychotherapy outcomes (r = .29). this
association between clients’ ratings of

therapist MCC and psychotherapy out-
comes is supported by similar findings
in the empirical literature, such as the
association between therapist MCC and
psychotherapy processes that include
working alliance, empathy, genuineness,
goal consensus and collaboration, and
alliance-rupture repair (e.g., Elliott, Bo-
hart, Watson, & greenberg, 2011; nor-
cross & lambert, 2011). the strong
correlations between therapist MCC and
psychotherapy process suggest that the
two processes might occur simultane-
ously. When the client perceives the
therapist as multiculturally competent,
the client is more likely to have a strong
therapeutic alliance with the therapist
(tao et al., 2015).  

in addition to influencing perceptions of
greater understanding and stronger
therapeutic alliance, therapist MCC may
also predict client satisfaction. Constan-
tine’s (2002) study of clients of color (N =
112) at a college counseling center found
that clients’ perceptions of their coun-
selors’ (trainees) MCC and general
counseling competencies predicted their
satisfaction with treatment. Moreover,
clients’ perception of their counselors’
MCC predicted satisfaction beyond the
variance previously accounted for by
general counseling competencies (Con-
stantine, 2002). Constantine also found
that clients’ perceptions of their coun-
selors’ MCCs mediated the relationship
between their general counseling com-
petence and treatment satisfaction 
(Constantine, 2002). in a later study,
Constantine (2007) examined the expe-
rience of african american clients (n =
40) with White therapists (n = 19) and
found that clients’ perceptions of mi-
croaggressions in therapy, therapist
MCC, and therapists’ general counsel-
ing competence were not significantly
associated with client satisfaction. How-
ever, the results of this study did indi-
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cate that higher perceptions of microag-
gressions were predictive of weaker
therapeutic alliance and lower ratings of
MCC and general counseling compe-
tence. these findings suggest that ther-
apist MCC is an important relational
factor in therapy. 

Therapeutic alliance
one of the most important components
of psychotherapy is therapeutic alliance.
therapeutic alliance refers to the qual-
ity of relationship between the therapist
and client, the therapist’s ability to en-
gage the client and aid in effecting
change in the client (owen, tao, imel,
Wampold, & rodolfa, 2014). the nega-
tive impact of therapist biases and dis-
criminatory attitudes on the therapeutic
relationship and treatment outcomes are
documented in several studies (e.g.,
Constantine, 2007; owen et al., 2014;
owen, tao, & rodolfa, 2010). owen et
al. (2014) examined the therapeutic ex-
periences of racial and ethnic minority
clients (N = 120) at a university counsel-
ing center to explore whether experi-
ences of microaggressions are being
addressed in therapy. they found that
53% of clients reported experiencing
racial and ethnic microaggressions from
their therapists, and 76% of those clients
reported that the microaggressions were
not addressed as part of therapy. the re-
sults indicated that clients’ perceptions
of microaggression had a negative rela-
tionship with therapeutic alliance, even
after controlling for clients’ psychologi-
cal well-being, number of sessions, and
therapist racial and ethnic identity. Fur-
thermore, therapeutic alliance ratings
were even lower for clients who experi-
enced microaggressions, but did not dis-
cuss it with their therapists, compared
to clients who experienced microag-
gressions and discussed it with their
therapist and clients who did not expe-
rience any microaggressions. 

in another study with 121 female clients
and 37 therapists, owen et al. (2010)
found that female clients’ reports of 
gender-based microaggressions had a
negative association with therapeutic al-
liance and therapy outcomes. the re-
sults also demonstrated that clients’
perception of a strong therapeutic al-
liance could have a mediating effect on
the relationship between perception of
microaggressions and psychotherapy
outcomes. these findings suggest that
therapist biases can cause ruptures in
the therapeutic relationship and may
impact treatment outcomes and client
attrition, particularly when the ruptures
are not repaired (owen, tao, et al., 2014;
owen et al., 2010).  

the literature on alliance and psy-
chotherapy outcomes indicate that
stronger therapeutic alliance is associ-
ated with improved outcomes (owen,
2012; owen, tao, et al., 2011; owen,
reese, Quirk, & rodolfa, 2013; Zilcha-
Mano & Errázuriz, 2015; Zilcha-Mano et
al., 2015). in a study with 232 clients and
29 therapists, owen, imel, et al. (2011)
found that clients’ ratings of microag-
gressions had a negative relationship
with treatment outcomes. However,
clients’ ratings of therapeutic alliance
mediated the relationship between
clients’ perceptions of microaggressions
in therapy and treatment outcomes. 

Meta-analyses of psychotherapy studies
indicate that therapeutic alliance (Con-
nors, Carroll, DiClemente, longabaugh,
& Donovan, 1997; norcross, 2010) and
empathy are good predictors of success-
ful treatment outcome (greenberg, 
Watson, Elliot, & Bohart, 2001). Still,
therapists exhibit difficulties with accu-
rately assessing both therapeutic al-
liance and empathy in clinical practice
(greenberg et al., 2001). greenberg et al.
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(2001) found discrepancies in the ability
to assess empathy in treatment among
clients, observers, and therapists.
Client’s ratings of empathy (r = .25) were
the most predictive of treatment out-
comes compared to observer ratings (r =
.23) and therapist ratings (r = .18). thus,
therapist ratings were the least predic-
tive of treatment outcomes (greenberg
et al., 2001). given the average prema-
ture termination rate, deterioration rate,
no reliable change rate, and discrepancy
between therapists’ perceptions and
client perceptions, it appears that thera-
pists’ perceptions of their effectiveness
with some clients are inaccurate. this
finding supports evidence from other
empirical studies that found therapists
are often inaccurate in their assessment
of therapeutic alliance and treatment
outcomes, suggesting the need for im-
provement in research, education, and
training to enhance therapists’ ability to
accurately assess therapeutic alliance
and treatment progress.

limitations in existing mcc research
as the MCC literature has grown over
the last three decades, scholars have
raised concerns about the limitations of
the empirical studies in the current liter-
ature. limitations of MCC research in-
clude the effectiveness of existing
measures, use of indirect variables to
measure MCCs and psychotherapy out-
come, use of self-report measures, scant
inclusion of real clients, and lack of di-
versity in participants. these limitations
suggest that findings of the MCC litera-
ture are debatable, as discussed below. 

the validity of many of the existing
MCC assessment instruments has been
questioned (Kitaoka, 2005; ridley &
Shaw-ridley, 2011). research indicates
that the theoretical bases of the current
MCC assessment tools are questionable
due to discrepancies in the factor struc-
tures (Constantine, gloria, & ladany,

2002; Kitaoka, 2005). Some “direct”
measures use specific MCC models to
assess therapist MCC by focusing on the
therapists’ skills and interventions,
while “indirect” measures focus on con-
cepts related to MCC, such as engaging
in microaggressions or measuring cul-
tural humility (tao et al., 2015). addi-
tionally, outcome variables in MCC
studies that investigate effectiveness of
MCCs also use indirect measures. For
example, some studies focus on treat-
ment attrition as indicator of therapeutic
change or treatment effectiveness, as
well as client perception of counselor as
an indicator of effective counseling (ri-
dley & Shaw-ridley, 2011). another cri-
tique of MCC measures is that some
self-report measures of MCC might be
assessing counselors’ self-efficacy in
multicultural counseling instead of
MCC (Constantine & ladany, 2000; ot-
tavi, Pope-Davis, & Dings, 1994). 

Several MCC assessment tools are self-
report measures, which are vulnerable
to social desirability. Some limitations of
using self-report measures include the
possible influence of social desirability,
political correctness, and attitudinal and
attributional biases (Worthington et al.,
2007).  Constantine and ladany (2000)
found that social desirability attitudes
are linked with the subscales of three of
the four MCC measures they investi-
gated. the three MCC measures are the
Multicultural Counseling inventory
(MCi; Sodowsky, taffe, gutkin, & Wise,
1994), the Multicultural awareness-
Knowledge-and-Skills Survey (MaKSS;
D’andrea, Daniels, & Heck, 1991; Kim,
Cartwright, asay, & D’andrea, 2003),
and the modified self-report version of
the Cross-Cultural Counseling inven-
tory-revised (CCCi-r; laFromboise,
Coleman, & Hernandez, 1991). their
study also indicates that after control-
ling for social desirability, there was no

continued on page 54



54

association between the reported MCC
and multicultural case conceptualiza-
tion ability (Constantine & ladany,
2000). Due to these results, Constantine
and ladany (2000) recommend the use
of social desirability measures in MCC
studies that use existing self-report
measures.

another limitation of the existing litera-
ture concerns the use of analogue re-
search. Worthington and colleagues
(2007) noted that 24.7% of the studies in
their meta-analysis of MCC research
used analogue research (i.e., research in
a laboratory setting meant to approxi-
mate reality), and 82.4% of studies that
included client ratings of counselor
MCCs included pseudo clients. Study
participants also lack diversity as there
is an overreliance of White, female,
young college students and underrepre-
sentation of real clients from racially 
diverse and low socioeconomic back-
grounds (Worthington et al., 2007).
given that clients from diverse racial
and low socioeconomic backgrounds are
the biggest consumers of mental health
services in the u.S. and that the prepon-
derance of evidence indicates worse out-
comes for racial minority clients
compared to White clients (Holden et
al., 2014), there is surprisingly little re-
search that examines the experiences of
these clients in the MCC literature. in-
consistent findings in existing studies
that have examined therapist MCC and
treatment outcomes are also concerning.
Some studies indicate that there is a pos-
itive relationship between multicultural
competencies and therapy outcomes
(atkinson & lowe, 1995; Ponterotto,
Fuertes, & Chen, 2000), while others in-
dicate a lack of association or weak rela-
tionship between therapists’
multicultural competencies and treat-
ment outcome (owen, leach, et al., 2011;
tao et al., 2015). 

although MCC have been widely en-
dorsed and implemented in professional
organizations and training programs
(Constantine & ladany, 2000; Worthing-
ton et al., 2007), there is a dearth of em-
pirical research evaluating the influence
of multicultural competencies on psy-
chotherapy processes and outcomes
with real clients (ridley & Shaw-ridley,
2011; Worthington et al., 2007; Wor-
thington & Dillon, 2011). Existing multi-
cultural competencies studies with
actual clients have focused on the
client’s perspective, and there is a
paucity of research that includes both
client and therapist perspectives on mul-
ticultural competencies, therapeutic al-
liance, and treatment outcomes. Due to
the abovementioned limitations of cur-
rent studies and difficulties of capturing
components of MCC, additional 
empirical research on psychotherapy
processes and outcomes is necessary (ri-
dley & Shaw-ridley, 2011; Worthington
& Dillon, 2011; Worthington et al., 2007). 
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For the early-career cli-
nician, getting started in
the world of therapy in
either private practice
or an outpatient clinic
can be both overwhelm-
ing and exciting. after
graduation, many of us
are in this state of tran-
sition out of student
mode and into profes-
sional mode. Develop-
ing confidence as a

young professional, while also building
a caseload, can be challenging as we face
clients who present with more compli-
cated issues than we have encountered
during training. individuals with an
autism diagnosis represent one specific
subpopulation for whom more than half
of mental health providers have not re-
ceived specific training (Williams & Ha-
ranin, 2016). in particular, adolescents
(ages 14-22) with autism spectrum dis-
orders (aSD) present a unique set of
challenges by which even the seasoned
clinician may feel intimidated. 

Introduction
recent figures suggest that one out of 59
children in the u.S. have been identified
as having an aSD by the age of eight, an
increase from one in 68 in 2012 (Baio et
al., 2018). this represents a large num-
ber of children who will be growing into
teens and young adults within the next
10 years. over the last two decades, the
awareness and visibility of aSD diag-
noses have increased, but the research
informing professionals in helping those

children transition into young adult-
hood is still lacking (Hendricks &
Wehman, 2009). aSD is considered a
lifelong diagnosis, though prevalence
rates among teens and young adults are
still forthcoming. although precise
prevalence data are not readily avail-
able, mental health problems often per-
sist from childhood into adolescence
(Simonoff et al., 2013), and some suggest
problems may be exacerbated during
the teen years due to difficulties with so-
cial norms, anxiety, and depression. Fur-
thermore, the risk of suicide during the
adolescent years has been found to be
notably higher for those with an aSD di-
agnosis than neurotypical peers (Cas-
sidy et al., 2014), despite this being an
understudied phenomenon (richa,
Fahed, Khoury, & Mishara, 2014). in ad-
dition, an estimated 50,000 teens with
aSD age out of services provided by
their schools on a yearly basis (Baio et
al., 2018). this suggests these individu-
als will need community-based support,
like outpatient therapy, to fill the gap in
services. Mental health professionals
thus need to be astute to the specific
needs of this population. 

With half of mental health professionals
having little, or no training in autism,
and fewer than 16% of therapists having
supervisors with expertise in working
with clients with autism (Williams &
Haranin, 2016), the lack of confidence
and support in working with these indi-
viduals proves to be a continuing issue
in our field. Beyond that, upwards of
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70% of individuals with aSD having co-
occurring mental health issues (Joshi et
al., 2010), which suggests a huge need
for effective therapeutic resources in the
community. While there has been a
major push for evidence-based practice,
particularly in the realm of working
with individuals with aSD, much of the
research has been on younger popula-
tions (Wright, Brooks, D’astous, &
grandin, 2013). With the lack of consis-
tent evidence-based practices for ado-
lescents and young adults with aSD in
the therapy room, combined with the
wide variability in skills and abilities
within the aSD population, we argue
here for an “evidence-informed” thera-
peutic approach. this type of clinical de-
cision-making approach derives from
the medical literature and may be more
appropriate as the clinician considers
the contextual variables associated with
individuals with aSD. in following an
evidence-informed approach, the clini-
cian takes that most supported evidence
about the client’s presented issues and
uses that information to inform the treat-
ment planning based on the individual-
ized variables of that client. 

The Process of Therapy With 
adolescents With aSD
the process of therapy for clinicians who
work with individuals whose symptoms
fall on the spectrum requires a unique
subset of therapeutic skill that is not al-
ways taught in graduate training. While
it is important to utilize all of the com-
mon microskills (e.g., showing empathy,
active listening, open-ended questioning)
with the aSD population, it is also im-
portant to recognize these teens and
young adults may have an additional set
of needs for the therapy room. For in-
stance, they may not have the cognitive
capacity to follow metaphors and/or
analogies that are often used in therapy.
Furthermore, due to challenges with so-
cial nuances, a client with aSD may not

have the skill to speak up when they
don’t understand a question or to correct
a misinterpretation that a therapist
makes. using concrete and relatable ex-
amples will minimize the chances of mis-
understandings. it should be noted that
the client’s inability to react appropriately
to a clinician’s questions might have less
to do with autism, and more to do with
the clinician’s inability to ask the question
correctly. one should continue to check
in with both the client and, as appropri-
ate, the family, to gauge how the client is
interpreting personal progress in therapy. 

Despite the DSM-5 (american Psychi-
atric association, 2013) collapsing all
forms of autism into one diagnosis (iCD-
10, F84.0), there will still be clients who
identify with high-functioning autism,
asperger syndrome, and other perva-
sive-developmental disorder diagnoses.
Since autism falls along a continuum, it
is often more important for the clinician
to focus on the client’s abilities,
strengths, and areas of need, rather than
the specific diagnosis. this will also
make utilizing the evidence-base to in-
form treatment a more achievable goal
for the clinician—as we can search for
therapies related to anxiety, depression,
or social deficits. 

Setting goals. in working with teens and
young adults, developing appropriate
goals that are consistent with their abil-
ities and objectives should be a collabo-
rative process. Many clients with aSD
will still require significant support from
parents and teachers, so including them
in goal-setting will be critical for success.
Some specific goals that may be com-
mon for teens and young adults include
goals related to personal hygiene, social
connections, and independent living
skills. Keeping in mind that males are
four times as likely to be diagnosed with
aSD (Baio et al., 2018), the clinician
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should become particularly invested in
researching common issues for males
presenting with these symptoms. 

Engaging the family. When the client ex-
periences more mental health problems,
parents’ and caregivers’ levels of stress
also increase; beyond that of the diag-
nosis of aSD alone (Kerns et al., 2015).
in addition, helping caregivers deter-
mine the right balance of freedom and
independence for their adolescent’s de-
velopmental level can be challenging.
Moreover, parents and guardians of in-
dividuals with an aSD diagnosis may
have become accustomed to fully sup-
porting their child for much of their
lives; this makes that transition even
harder, because they may become anx-
ious with this release of control. Com-
mon challenges include determining
when to give freedom with technology
and social media; when it is appropriate
to date, drive, work; and navigating dif-
ferences between what each parent
thinks is most appropriate—along with
many others.

although it is important to support the
individual with aSD, the clinician
should also recognize the need to honor
the challenges of siblings. Frequently, the
siblings of individuals with aSD can feel
forgotten or less important because there
is so much emphasis placed on support-
ing the client with aSD. Connecting with
a local applied behavior analysis (aBa)
clinic or autism treatment facility for ad-
ditional treatment options, such as sup-
port groups for parents or siblings, could
also be recommended.

Using the evidence to inform treatment. For
some clients, insight-oriented therapies
may be not be a good fit for their level of
cognitive and emotional functioning. lit-
erature reviews may be a good starting
point for clinicians working with adoles-
cents interested in cognitive-behavior
therapy (Kerns, roux, Connell, & Shat-

tuck, 2016; Weston, Hodgekins, & lang-
don, 2016; Wood, Fujii, & renno, 2011)
and possible psychosocial interventions
(Bishop-Fitzpatrick, Minshew, & Eack,
2014). Behavioral skills training is a per-
formance-based and competency-based
training protocol to teach specific com-
plex skills that has had promising results
(Parsons, rollyson, & reid, 2013). this
type of approach could be used with ei-
ther caretakers or clients who wish to im-
prove specific skills. the process entails
clearly describing the target behavior
goal (e.g., andrew will load and unload
the dishwasher every other day), model-
ing the target behavior, providing imme-
diate feedback to the client during
practice of that behavior, and continuing
a level of support until feedback is no
longer needed. the use of video model-
ing, through Youtube or other services,
is also a helpful strategy, as it clearly
shows the client exactly what the task
should look like (Franzone & Collet-
Klingenberg, 2008). researchers have de-
veloped a practice-based approach to
analyzing the function of behavior that
may also be appropriate—including op-
erationally defining the behavior and
gathering data (Powers, Palmieri, D’Er-
amo, & Powers, 2011).

recent research into relevant mental
health issues has demonstrated a corre-
lation between social identity or autism
acceptance and mental well-being in
adolescents with aSD (Cage, 2017;
Cooper, 2017). Moving from a “disor-
der” and medical model of diagnosis, to
a well-being approach for aSD can sig-
nificantly change the negative impact of
the diagnosis as the social identity of an
adolescent with aSD varies from a neg-
ative association to a positive associa-
tion. the perception of general societal
acceptance, and perceived acceptance by
family and friends, directly impacts the
level of depression and stress reported
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(Cage, 2017). Furthermore, individuals
with positive self-esteem, who reported
being proud of the autism identity,
showed significantly lower levels of de-
pression and stress (Cooper, 2017).

Social identity theory has broad implica-
tions for clinicians, as social identity can
be an avenue for positive change. in-
creasing access to autism groups run by
people on the spectrum can improve pos-
itive identification. Social groups advo-
cating for neurodiversity are increasing
online, in social media, and for students
and teens with aSD. these groups can be
a source of not only improved self-esteem
but pride in their social identities. More-
over, online interactions might be pre-
ferred, because there are no physical,
social norm obstacles. they can become
a shared basis for self-definition from a
positive, instead of a negative, identity
(Cooper, 2017). Working with aSD on
self-disclosure and self-advocacy can af-
firm positive social identity. reviewing
idiosyncrasies to highlight both chal-
lenges and strengths can help to build a
positive social identity. When possible,
including family members in this ap-
proach can help the client perceive higher
levels of external acceptance. Psychoed-
ucational groups, like PEgaSuS, have
been shown to have preliminary effec-
tiveness in positive self- and aSD-aware-
ness (gordon et al., 2015). 

Self-stimulatory behaviors (i.e., stim-
ming) represent one of several behaviors
unique to the aSD population that also
lacks informative research at the teen-
and young-adult level. Many parents,
teachers, and education professionals
work to reduce stimming, without re-
placing the behavior and failing to un-
derstand its importance. Stimming is
often a coping skill and can be used pos-
itively, with a calming, grounding effect.
However, stimming is also a sign for the
clinician that the client may be under

stress that could escalate to more un-
healthy behaviors (e.g., aggression, hair
pulling, or other self-injurious behav-
iors). Working with aSD, it is important
not to try to eliminate stimming alto-
gether, but rather find positive stimming
outlets. Hand squeezing, leg shaking,
rocking, arm flapping are all safe and ef-
fective stimming behaviors. 

Knowing the resources in 
Your community
Assisting with the transition process. it is
now both possible and advisable for in-
dividuals with aSD to engage in a post-
secondary plan, regardless of the level of
ability, whether it be directed toward
college or the workforce (Hart, grigal, &
Weir, 2010). transitioning from high
school should include plans for in-
creased independence, gainful employ-
ment, post-secondary education, and
increasing social connections—and
those plans should begin as early as pos-
sible. Many school districts have transi-
tioning plans in place by the eighth
grade, but sometimes transition plans
are not even considered until well into
high school. the clinician should collab-
orate with parents and school personnel
as soon as possible to give input into the
best individualized plan for the client.
this transition plan should include the
student’s specific goals (e.g., four-year
college, two-year college, employment),
current level of functioning, and practi-
cal steps toward achieving those goals
throughout high school (Szidon, rup-
par, & Smith, 2015). these might include
obtaining a driver’s license, attending
college fairs, explicit teaching of social
skills, and evaluation of assistive tech-
nology needs, among other pre-adult
life skills. Beyond that, this transition
plan should include the supportive in-
dividuals responsible for assisting the
individual in meeting these goals and
holding the client accountable. 
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researchers have developed prelimi-
nary guidelines for the transition
process that could also be helpful. For
instance, recommendations about high
school curriculum, job skill develop-
ment and social skills training should be
included (Hart et al., 2010; Wehman et
al., 2014). in addition, the national lon-
gitudinal transition Study-2 provides
information for the clinician about spe-
cific variables that are of importance
during the transition to adulthood
(Wagner, newman, Cameto, garza, &
levine, 2005). 

Increasing independent living skills. When
students have more functional inde-
pendence skills, they are more likely to
have more success after high school, re-
gardless of their long-term goals (Shat-
tuck et al., 2012). For instance, skills like
telling time, counting money, under-
standing signage in public, and using
public transportation are critical for in-
teracting independently as an adult.
therefore, the clinician may choose to
include these very specific sub-goals in
their treatment plans. While these may
seem less relevant for outpatient ther-
apy, these increased skills in independ-
ence are likely to directly relate to the
client’s overall mental health in a posi-
tive way. utilizing a quick checklist of
adaptive skills to assess the client’s cur-
rent functioning would be a good place
to start, though formal assessments of
adaptive functioning could also be ap-
propriate.

Strategies for the college path. For clients
who are interested in a two- or four-year
degree, clinicians can assist caregivers
and clients in making informed deci-
sions collaboratively. Clients who are
still in high school may want to take col-
lege courses as a dual-enrollment op-
tion, which allows the client to
experience the college environment
while still having the close support of

teachers and parents (adreon &
Durocher, 2007). Depending on the
client’s interests and abilities, trade or
vocational colleges may also be a good
option. these options minimize the
need for general education courses, and
have increased job-specific training op-
portunities that may seem more relevant
for the client’s chosen path. While in
high school, many students rely on the
support of teachers and parents to pro-
vide guidance for difficult situations.
upon leaving high school, clients with
aSD will have to adjust to many
changes, and the level of support at col-
lege is significantly reduced from the
support received through special educa-
tion or 504 plans. in the therapy room,
clinicians could prepare the client for
college life through creating a checklist
of skills required to be successful at each
type of institution. For instance, at a
four-year college, the client will need to
manage schedules, roommate struggles,
food options, and appointments with
faculty, among many other tasks. at the
two-year college, the student may need
to arrange transportation to and from
classes, make appointments for aca-
demic advising, join student clubs, and
so forth. the fit between the client and
the institution is critical for success
(adreon & Durocher, 2007), so a collab-
orative evaluation of these factors
should be considered.

Ideas for the workforce path. When work-
ing with clients who are not interested
in a two- or four-year degree, the clini-
cian should connect with local resources
for job support. Specifically, employ-
ment services such as vocational 
rehabilitation have been helpful in con-
necting individuals with aSD and other
disabilities to jobs (Burgess & Cimera,
2014). Vocational rehabilitation also pro-
vides services such as on-the-job train-
ing, interviewing practice, and career
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guidance. other options within the com-
munity might include sheltered work-
shops whereby individuals with aSD
could receive additional training and
mentoring prior to entering the job mar-
ket. Connecting with other career-coun-
seling resources within the community
may also be advisable.

Future Directions
Future research is needed to continue to
expand the current knowledge about
working with teens and young adults
with aSD. in the meantime, utilizing the
current evidence, combined with the
specific needs and strengths of the indi-
vidual client, is our best course of action
with these clients. in addition, provid-
ing continuing professional develop-
ment to clinicians and, in particular,
their supervisors, would also help in-
crease the number of professionals com-
petent in providing these services.
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Primary care physi-
cians and pediatricians
are often the first ones
to provide a mental
health diagnoses and
prescribe psychotropic
medications. in fact,
one study found the

proportion of primary care visits at
which antidepressants were prescribed,
but no psychiatric diagnosis was noted
in the record, increased from 59.5% to
72.7% from 1996 to 2007 (Mojtabai &
oflson, 2011). Psychologists have a great
deal of value to add to the practice of as-
sessment and diagnosis of psychological
disorders. trainining in clinical inter-
viewing, personality, cognitive and be-
havioral assessment, and report-writing
allows practitioners to address referral
questions regarding diagnostic clarifica-
tion. Moreover, clients often are seeking
an explanation regarding symptomatol-
ogy and perceived difficulties. appro-
priate and accurate diagnosis is critical
in providing answers to client questions,
as well as providing clients with the ap-
propriate treatment and/or referrals
they need.

given the high stakes nature of psycho-
logical assessment and the implications
surrounding proper diagnosis, abiding by
ethical codes is paramount. the present
article will discuss the importance of eth-
ical practice in assessment and diagnosis,
areas of difficulty practitioners commonly
encounter with diagnosis, and a discus-
sion of the impact of misdiagnosis. 

ethics in assessment and Diagnosis 
assessment of one of the core founda-
tional competencies of doctoral training

in psychology (Belar, 2009). Diagnosis is an
inherently imperfect process and requires
careful assessment of client symptoms
over time (Dougherty, 2005). Complex
symptoms can be difficult to assess and
diagnose, particularly when a client pres-
ents with co-morbid symptoms, has a
history of substance use, or there are un-
derlying medical complaints (e.g., trau-
matic brain injury, organic disorders).
thus, it is unrealistic to expect psycholo-
gists to provide an accurate diagnosis in
every case. rather, clinicians should strive
to implement the best methodology pos-
sible in their assessment process and dis-
cuss the potential limitations of their
opinion in their written work. 

Pope and Vetter (1992) found issues re-
garding assessment practices to be the
most common ethical dilemmas re-
ported by psychologists, citing avail-
ability of tests, basing conclusions on
inadequate data, or ignoring data as the
core themes of ethical complaints. the
aPa Ethical Priniciples of Psychologists
and Code of Conduct notes, “Psycholo-
gists base the opinions contained in their
recommendations, reports, and diag-
nostic or evaluative statements, includ-
ing forensic testimony, on information
and techniques sufficient to substantiate
their findings” (american Psychological
association, 2017). it has been recom-
mended that clinicians should take rea-
sonable care to avoid including data that
are beyond the scope of the evalution
and/or referral question(s), even if the
information would benefit the client
(Michaels, 2006). 

a graduate student once remarked her

eTHIcS IN PSYcHoTHeraPY

Paging Dr. House: Improving assessment and Diagnosis 

Apryl Alexander, PsyD
University of Denver 
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practicum supervisor made her write a
diagnosis for everyone. When the stu-
dent did not find evidence of a disorder,
she was encouraged to document an ad-
justment disorder. this is unethical prac-
tice. the most commonly cited reason for
misdiagnosis is to facilitate access to serv-
ices by a third-party payor (Cartwright,
lasser, & gottlieb, 2017; Kielbasa et al.,
2004; lowe, Pomerantz, & Pettibone,
2007). research indicates method by
which clients pay for psychological serv-
ices influences the diagnostic decisions
made by psychologists. For instance,
Kielbasa, Pomerantz, Krohn, and Sulli-
van (2004) found clients who paid by
managed care were more likely to be di-
agnosed with a DSM-IV-TR (american
Psychiatric association, 1994) disorder
and were more likely to receive an ad-
justment disorder diagnosis. overdiag-
nosing for insurance reimbursement
violates the aPa Code of Ethics. Misdi-
agnosising clients for insurance reim-
bursement can also result in civil and
criminal prosecution for fraudulent prac-
tice. Mead, Hohenshil, and Singh (1997)
surveyed 334 mental health counselors
about their opinions on, and use of, the
DSM diagnostic system. over 70% of
participants reported believeing their
clients were deliberately underdiag-
nosed, at least occasionally, and over 60%
believed their clients were overdiag-
nosed. although psychologists may be
well-intentioned by trying to address a
social problem (i.e., difficulties in ade-
quate access to care and services), current
managed care systems encourage psy-
chologists to provide a diagnosis early in
the course of treatment (Dougherty,
2005). an inaccurate or unnecessary di-
agnosis can cause more harm than good,
particularly for children, and should be
prevented (Cartwright, lasser, & got-
tlieb, 2017). also, the impact of inade-
quate training on a supervisee is
worrisome. graduate students are en-
couraged to look to their clinical supervi-

sors for guidance on professional prac-
tice. in coursework and training pro-
grams, students and trainees should be
provided space and appropriate mecha-
nisms for seeking consultation on how to
address these professional practice con-
cerns with supervision in a professional
and ethical manner. 

appropriate, comprehensive psycho-
logical assessment can help inform di-
agnostic decision-making. Psychologists
are tasked with selecting and adminis-
tering measures that are appropriate 
for their clients, and discussing the
strengths and limitations of test results
in their interpretations. While there are
many assessment tools available to ad-
dress numerous clinicial problems, these
tests are not without flaws. it is impor-
tant for psychologists to examine the
psychometric properties of these meas-
ures, as well as evaluate the population
the test was normed on. the Code of
Conduct reads, “Psychologists who
offer assessment or scoring services to
other professionals accurately describe
the purpose, norm, validity, reliability,
and applications of the procedures and
any special qualifications applicable to
their use” (american Psychological as-
sociation, 2017). it is important to recog-
nize the limitations of psychological
assessment measures, particularly when
clients do not fit within the normative
sample. additionally, this is an impor-
tant call for researchers and test devel-
opers to examine the reliability and
ecological or cross-cultural validity of
measures through replication studies. 

Finally, there have been discussions on
whether to share diagnoses with clients.
Many psychologists have discussed the
importance of covering the implications
of diagnosis with clients (Kress, Hoff-
man, adamson, & Eriksen, 2013;
Phillips, 2013). Kress and colleagues
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(2013) note clients “should have the op-
portunityto freely determine whether
they will agree to receive a diagnosis”
(p. 18). While knowing a diagnosis pro-
vides some clarity and insight for many
clients, there may be some unintended
consequences. Diagnosis can affect sev-
eral aspects of a client’s life, including
future insurance coverage, child custody
disputes, and employment opportuni-
ties (Phillips, 2013). ultimately, it is im-
portant for psychologists to take
reasonable steps to discuss the potential
implications of assessment and diagno-
sis on clients. 

areas of Need and Impact
in general, children and adolescents are
difficult to diagnosis. given variability
in symptom presentation and short du-
ration and history to assess their symp-
toms, it can be difficult to determine
what symptoms are simply a function of
normative adolescent development
(Cartwright, lasser, & gottlieb, 2017).
Psychologists should use extreme cau-
tion to avoid misdiagnosing adoles-
cents, as the label can have negative
consequences (Michaels, 2006). labeling
has major implications for individuals
and diagnoses and treatment recom-
mendations can contribute to the iatro-
genic consequences. Diagnoses can be
stigmatizing. For instance, if a child is
evaluated for a threat or risk assessment
in school, administered the Hare Psy-
chopathy Checklist: Youth Version
(PCl:YV), and has a score in the clinical
range, how do we report those results?
What are the implications of those re-
sults? i have witnessed reports in which
evaluators label this pre-teen explicitly
as a psychopath.

neuropsychological testing and testing
for neurocognitive complaints and trau-
matic brain injuries is often underuti-
lized. However, availability of trained
neuropsychologists in certain areas may

be limited. Psychologists must take the
appropriate course of action to discuss
the limitations of available assessment
approaches in providing a diagnosis.
also, psychologists want to be mindful
of their own competence to assess for
these diagnoses if they do not have the
appropriate training and experience.
Medical causes for symptoms may also
be an area of consideration for appro-
priate diagnosis. For instance, medical
evaulations (including updated physical
examinations) may be warranted to rule
out medical causes of psychological
symptoms or those caused by side ef-
fects of certain medications. 

use of skilled interpretators is important
for assessment of clients for whom Eng-
lish is not the primary language. Select-
ing culturally appropriate assessment
measures, as well as conducting clinical
and diagnostic interviews with the as-
sistance of an interpreter is recom-
mended. the Code of Conduct notes,
“Psychologists use assessment methods
that are appropriate to an individual’s
language preference and competence,
unless the use of an alternative language
is relevant to the assessment issues”
(american Psychological association,
2017). Some states require interpreters to
have advanced training to work in men-
tal health settings; therefore, it is impor-
tant for psychologists to be aware of
legal requirements in the states in which
they practice (Boness, 2016). For exam-
ple, given language problems present
among many in the Deaf community, a
qualified and culturally competent in-
terpreter is necessary in providing ethi-
cal treatment (Boness, 2016). this
interpreter would need to be aware of
the unique mental health concerns
among members of the Deaf commu-
nity. lack of knowledge in Deaf culture,
understanding of systemic oppression,
and appropriate training in cultural and
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linguistic issues relevant to Deaf and
hearing impaired individuals has re-
sulted in mistrust of mental health pro-
fessionals. Continued training in cultural
competence in assessment is also recom-
mended in order for professionals to
maintain and enhance their skill sets in
these important areas of practice. 

lastly, access to resources could become
a barrier in providing comprehensive
assessment to inform diagnostic consid-
erations. What if you don’t have an ac-
cess to an arabic translator? What if the
nearest pediatric psychologist works
two hours away? What if there is limited
access to training in assessment for indi-
viduals with autism spectrum disor-
ders? Practicing within the boundaries
of competence is particularly important
in these high stakes contexts, including
educational assessments and civil and
criminal forensic evaluations (Sackett,
Borneman, & Connelly, 2008; Sackett,
Schmitt, Ellingson, & Kabin, 2001). Furt-
her, as a field we must continue to ad-
dress these important barriers to access
for clients.

conclusion
Psychological assessment has much to
offer in the way of developing diagnostic
formulations for clients. appropriate and
accurate diagnosis is needed to prevent
labeling and provide proper treatment to
clients in need of services. unethical
practice in assessment and diagnosis has
major, long-term negative consequences.
therefore, psychologists must be mind-
ful of the strengths and limitations of as-
sessment and diagnostic opinions in their
practice and written work. 
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Introduction
Supervision is a crucial
aspect of training and
psychology trainees gain
many benefits from it
(Hook, Watkins, Davis,
owen, Van tongeren, &
ramos, 2016). the super -
visors’ actions guide the
psychology trainees to
help them increase their
treatment knowledge and
improve their abilities to
apply that knowledge
(Wrape, Callahan, ruggero,
& Watkins, 2015). Super -
vision is defined as a
professional working re -
lationship between a more
experienced member and

a less experienced member of the same
profession (Wheeler & richards, 2007).

the supervisory relationship is the
foundation that helps psychology
trainees develop professionally. What
occurs during supervision helps the
psychology trainee be better prepared
and more effective when conducting
psychotherapy in the psychotherapy
session (Watkins, 2011). although the
majority of the research is in agreement
that supervision benefits trainees, there is
no clear consensus about which aspects
are the most beneficial (Watkins, 2017). 

Every supervisor is unique. Different
supervisors identify with different

theoretical orientations, utilize different
training approaches, and develop
distinct relationships with each of their
trainees. What are the specific actions or
aspects of the supervisory relationship
that lead to psychology trainees’ growth
as professionals? this question is geared
at helping both the supervisor and 
the trainees learn from the supervisory
process. although each individual
supervisory relationship is unique,
many benefits that trainees gain from
supervision can be generalized. in this
article, three PhD psychology trainees
describe their respective supervisor’s
actions and the impact these had on
their professional development. 

case example 1: challenging the
Trainee to grow With the use of 
Video recordings 
in the first case example, the psychology
trainee worked in a community mental
health clinic. of the many clients this
trainee treated, one client in particular
stood out (she has been de-identified 
to protect confidentiality). She was an
african american female in her 20s with
a serious mental illness, housing in -
security, poor interpersonal rela tion -
ships, and moderate substance use
issues. the client was often hypomanic
and displayed pressured speech with
tangential thought patterns. as the client
struggled with multiple clinical concerns,
she often brought up different worries 
in every session. this one client over -
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whelmed the trainee more than his other
three clients combined. During the
sessions, the trainee felt like a deer in
headlights and the supervisor was
essential in guiding him over this hurdle. 

the supervisor was able to simul tane -
ously support and challenge the super -
visee to help him improve his
self-awareness, treatment knowledge,
and therapeutic abilities. During super -
vision, the supervisor and trainee
reviewed video recordings of his therapy
sessions. after the third week, it was clear
to the supervisor that the trainee was
stuck. after reviewing the video session,
the supervisor and supervisee discussed
the student’s specific actions, thought
process, and perceived challenges. She
recognized his use of empathy, reflective
listening, and his supportive demeanor,
but she knew he was capable of doing
more. She challenged the trainee by being
direct and telling him to do more in the
session. at first this advice was difficult
for the trainee to hear, but he recognized
that he needed to hear it. the supervisor
then challenged the trainee to con cept -
ualize all of the client’s clinical con cerns
and appropriate therapeutic techniques,
and to formulate a treatment plan. the
trainee learned far more by being the lead
in the treatment planning, instead of the
alternative of having the supervisor
dictate every aspect of the treatment.

in the following supervision sessions,
the supervisor and trainee would review
his video recorded therapy sessions. the
two would then collaboratively evaluate
the therapeutic techniques he had
attempted and how these related to the
treatment goals. then they would
discuss the trainee’s thought process
during the session, his concerns, which
aspects of the therapy were executed
well, and which areas needed
improvement. While watching the tape,
the supervisor would also make some

behavioral observations of which the
trainee was unaware, but that had
impacted the effectiveness of his
sessions. the trainee used too many
hand gestures and was verbose. Just as
the supervisor was direct with asking
the trainee to do more in the session, she
was direct in sharing her observations as
well. the therapist would then
challenge the therapist to role play with
her and practice being more concise in
his speech and hand gestures. these
minor changes appeared to have a major
impact in his therapy sessions. although
the supervisor challenged the therapist
to grow as a clinician, she was
consistently warm and supportive
throughout the process. 

With the utilization of video recording
of the psychology trainee’s psycho -
therapy sessions, the supervisor had 
a positive impact on the trainee’s
professional development. the trainee
was able to increase his own self-
awareness and improve his therapeutic
abilities. through the supervisory
relationship, the trainee was also able to
improve his professional relationships
with his clients and his clients
demonstrated improvements in their
treatment outcomes. the psychology
trainee never enjoyed watching his
video recorded sessions, even when he
was being praised by the supervisor.
although the trainee always felt
apprehensive while watching his
videos, he cannot deny the benefits he
received from doing so.

Since the early 1960s, supervisors have
used video recordings of their super -
visees as a training tool for supervision
(Huhra, Yamokoski-Maynhart, & Prieto,
2008). Some benefits of using video
recording include helping improve the
supervisee’s self-awareness in the therapy
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room and helping the supervisor better
assess the supervisee’s abilities in the
therapy sessions (Huhra et. al., 2008).
With videos, the supervisor and trainee
can analyze specific moments in the
therapy, which helps the trainee
recognize both the strengths and
weaknesses in the session (Huhra et. al.,
2008). after strengths and weaknesses are
identified, the supervisor can help
reinforce those strengths and improve on
the weaknesses. 

case example 2: actively learning
With the use of role-Play 
the following case example involves a
supervisor at an integrated Va health -
care setting who was influenced by
cognitive behavioral theory, positive
psychology theory, and a coping frame -
work. at this practicum site, the trainee
learned how to use technology (i.e.,
mobile applications such as Virtual Hope
Box, adobe Spark Video, Breathe2relax,
aCt Coach, and PtSD Coach) to
augment therapy with older clients who
experienced complex problems relating
to medical issues, severe mental illness,
and cognitive impairment (e.g.,
dementia). Much of the supervision
process consisted of opportunities for
professional development (i.e., inter -
professional collaboration), case
presentations, and role plays. the
supervisor was effective at finding the
trainee’s areas of interest and using
these to assist him in learning more
about the population that they served,
as well as demonstrating to the trainee
how to use a specific technology to assist
in the therapy session. 

During supervision, there were role
plays in which he was the therapist; in
others, he would be the client. the
trainee was grateful to have been in both
roles, so that he could learn from
practice, as well as learn how the client
may feel on the receiving end of therapy.

Seeing specific and tangible expla -
nations given by the supervisor as the
mock therapist in the role play provided
the trainee a foundation from which to
build in his own work with clients.
there were many moments during role
plays in which the supervisor demon -
strated how to use the mobile appli -
cations creatively in his work with clients. 

one example involved the psychology
trainee’s inability to utilize the adobe
Spark Video application to assist a
particular client with adversarial
growth. When he discussed this barrier
with the supervisor, the supervisor
assumed the role of the therapist in a
role play and directed the trainee to be
the client. He began asking the trainee
questions about the client’s interests,
work history, and hobbies. the super -
visor went on to use what the trainee
had said to develop a creative analogy
that connected not only the client’s
interests/hobbies and place of employ -
ment, but also the client’s adverse
experience. after the role play, the
supervisor explained how to use the
information to create a slideshow in the
adobe Spark Video application. the
supervisor then advised the trainee to
collaboratively improve the slideshow
with his client. this supervision process
assisted the trainee in successfully using
the technology to benefit his clients. this
knowledge will stay with the trainee as
he continues in his professional en -
deavors as a clinician.

role playing has many benefits in the
supervision process. research supports
that it provides an opportunity for direct
observation and is an important element
in developing competency in the pro -
vision of therapy (Weck, Kaufmann, &
Witthöft, 2017). role plays offer a
supervisor the opportunity to directly
observe the trainee’s therapeutic
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competencies and provide constructive
feedback. Furthermore, research shows
that effective supervisors use role plays
as a form of interactive and experiential
practice for the development of thera -
peutic skills (Falender & Shafranske,
2014). this particular supervisor was the
only one of the trainee’s supervisors
who incorporated the use of role plays
into the individual supervision process.
the supervisor was effective in using
this form of interactive and experiential
practice and provided the trainee with
sufficient tools to be successful in his
work with his clients. His actions will
have an enduring impact on the
trainee’s professional development. not
only did supervision help the trainee
improve his clinical skills, it also helped
him experience the positive impact of
having a competent supervisor. this
demonstrated for the trainee a valuable
and effective training tool, role plays,
that he may implement in his future role
as a supervisor.

case example 3: Navigating Your Way
to a Theoretical orientation
this last case example illustrates both
the daunting and appealing task a train -
ee will be faced with when choosing a
theoretical orientation. theoretical
orientations are the frameworks
clinicians employ to navigate their
analytical minds. Case formulations,
cultural formulations, and treatment
plans will be influenced and shaped by
one’s theoretical orientation (Herbert,
2000). Yet, there is little guidance or
research for clinicians in training
regarding how to navigate the process of
choosing a theoretical orientation
(Heffler & Sandell, 2009; Spruill &
Benshoff, 2000). this choice can shape a
clinical career and trainees feel the
weight of this decision. Most clinicians
in trainings will adopt their supervisor’s
orientation while working under that
supervisor’s license. However, a select

few will have the opportunity to explore
orientations of their choice, perhaps
with additional supervision. 

one trainee was given the opportunity
to explore a theoretical orientation of her
choice early on in her training. the
trainee’s supervisor provided her the
space to explore a different orientation
with one caveat. the trainee needed to
articulate a clear and clinically sound
reason why her theoretical orientation of
choice was more beneficial to the client.
Knowing she might be faced with such a
decision, the trainee started to think
about what theoretical orientation she
had found most impactful during her
training so far. 

as the trainee started working with a
new client, it was evident that her
supervisor’s theoretical orientation
would not be most beneficial to employ.
the trainee asked her supervisor what
theoretical orientation she should adopt
with this new client. the supervisor
stated it was up to them to figure it out.
it was in this moment that the trainee
felt the weight of power and respons -
ibility. to pick the most appropriate,
clinically sound approach, the trainee
had to both decide what she believed in
as well as keep in mind how the client
understood the world. the trainee felt
she had to make a thoughtful decision in
order to satisfy her supervisor’s request,
but also to ensure the client was
receiving the most beneficial care. Such
a choice should be made cautiously, as
some have argued that clinicians who
choose an orientation based on a specific
client’s needs may fall into the trap of
randomly selecting before finding
evidence that supports the efficacy the
intervention (Corey, 2004).

the opportunity the trainee was
presented with provided her with the
chance to avoid haphazardly choosing
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an orientation. the supervisor’s criteria
for exploration allowed the trainee to
delve into an orientation before com -
mitting to years of specialized training.
Many factors have been noted to
influence a trainee’s choice of theoretical
orientation, including personality, expo -
sure to certain training styles, practicum
sites, and supervisors (Petko, Kendrick
& Young, 2016). in this case, the trainee
chose to pursue a theoretical orientation
to which she had been exposed during a
conference. it piqued her interest
because it reflected many of the ways
she navigated her personal life. the
trainee was able to dedicate time to
exploring her values and beliefs by
researching this theoretical orientation.
ultimately, the trainee discovered the
theoretical orientation was helpful for
the client, but was not an approach she
wanted to specialize in. it must be noted
that the trainee was grateful because she
was able to actively engage with the
theoretical orientation, as opposed to
simply learning about it. 

the complex process a trainee under -
goes when choosing a theoretical
orientation is reflected in the literature
(arthur, 2001; Buckman & Barker, 2010;
Heffler & Sandell, 2009). this choice can
shape a clinical career and trainees are
aware of the importance of this decision.
Some trainees will be pressured to find a
theoretical orientation that reflects their
worldview, beliefs, and values without
given the time or resources to do so
(Spruill & Benshoff, 2000). For this
reason, clinicians in training are urged
to take advantage of all opportunities
that will allow them to be exposed to a
variety of different theoretical orienta -
tion before making their choice. trainees
should also keep in mind that their
decisions are not lifelong commitments
and can be deviated from if need be. if a
supervisor provides you the support to
try something new, even if it does not

match your current path, take up the
offer—you never know what you might
learn about yourself. 

conclusion
the supervision process is an essential
aspect of the psychology trainee’s
professional development. it is an
opportunity for the trainee to learn from
the experience and knowledge of their
supervisor. the actions that the super -
visor takes during supervision have the
potential to have long lasting positive
impacts on the professional develop -
ment of the trainee, as demonstrated by
the three trainee experiences described
above. Each of the trainees continues to
learn from the experience they had with
their supervisor, and it is hoped that
others may benefit from their testi -
monials, as well. it is important for
supervisors to be cognizant about the
rationale for their actions and to think
through the potential impacts on their
trainees. it is also essential for the
psychology trainees to be aware of their
supervisors’ actions and how these
impact their own development. after
all, today’s trainee may well be another
trainee’s supervisor in the future.
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Freud (1913) invented
the application of self-
reflection to psychother-
apy by making himself
the subject and the object
of the first therapy. He
used one of his own dreams
as the specimen dream
in his breakthrough book,
The Interpretation of
Dreams, because it was
in thinking about this
dream that his early

ideas came into focus. ironically, and
tellingly, the dream itself was about the
loss of status that comes from identifying
with patients rather than with doctors
(Karson, 2008). thus, for precisely as long
as there has been a clinical profession in
the contemporary sense of the phrase,
there have been quandaries about the
courage needed to apply one’s psychol-
ogy to oneself and about the status issues
involved in wearing the doctor cloak in-
stead of personhood. 

Such quandaries also complicate the su-
pervisor-trainee relationship. While there
is an expectation that both supervisor
and trainee “show up” authentically for
supervision and openly engage in self-re-
flection, they may experience a bind
about doing so. We provide examples of
ways in which trainees may manifest this
bind in supervision, explore how the su-
pervisor and broader training culture co-
create this bind, and end with
recommendations for enhancing the pos-
sibilities of showing-up in supervision.

Therapist Self-reflection and 
Personhood
Supervisors highly prize openness and
self-reflection in supervisees. indeed,
one of the common measures of a thera-
pist’s clinical competence as well as suit-
ability for advancing in clinical training
as a student in training is self-reflective
practice (Falander & Shafranske, 2004;
Fouad et al., 2009; ladany & inman,
2012). Further, life-long learning in ad-
vancing clinical skills is thought to hinge
on the therapist’s ability to self-reflect
(Falander et al., 2004; orchowski, Evan-
gelista, & Probst, 2010). 

the relational-Competency model of
supervision emphasizes that learning
and demonstrating self-reflection re-
quires supervisory relationships where
trainees authentically engage, present-
ing their work and themselves openly
for consideration, and allowing for use-
ful feedback to be heard and integrated
(Mangione & nadkarni, 2009; Watkins,
Budge, & Callahan, 2015). Feedback not
only comments on therapeutic tech-
nique, it involves discussing and com-
menting on ways in which trainees
co-create relationships with clients (and
supervisors) in both facilitative and
complicating ways. Showing up for su-
pervision requires that trainees not only
show themselves and their work, but
that they engage in supervisory rela-
tionships where they tolerate consider-
ing feedback about both. 

the therapist’s personhood is a critical
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component of positive outcomes in
treatment (Blow, Sprenkle, & Davis,
2007; Kissil & Claudio, 2015) and needs
examination in supervision (aponte et
al., 2009; Kissil & Claudio, 2015). Desir-
able therapist characteristics include
such traits as positive interpersonal
skills, empathy, warmth, and personal
fit with theoretical orientation (acker-
man & Hilsenroth, 2003; Castonguay &
Beutler, 2006; lambert & Barley, 2002;
norcross, 2002). Beyond commenting
upon the performance of these traits in
supervision, supervisors must identify
personal vulnerabilities (or “signature
themes”) that are life-long (aponte,
2014; Stone, 2008 in aponte). 

While some supervisors might view per-
sonal struggles or vulnerabilities as nec-
essarily requiring resolution in order to
practice competently, the inclusion of
the therapist’s “self” as a powerful tool
in therapy is embraced by others in
order to maximize their conscious and
productive use (aponte, 2014). in this
inclusive approach, the full person of
therapists, and their personal vulnera-
bilities in particular, are the central tools
through which therapists do their work
in the context of the client–therapist re-
lationship (aponte et al., 2009). the
courage to authentically show one’s per-
sonhood in supervision must be present
for training of this nature to occur, and
this courage will no doubt be influenced
by multiple, interacting contexts that
support or hinder it, including the qual-
ity of the supervisor-supervisee rela-
tionship (Bernard & goodyear, 2014;
Bordin, 1983).

The cultural Norms of clinical 
Training and the co-created 
Dynamics of Stigma 
While a culture of self-reflective practice
may promote openness or “showing up”
in supervision, the dynamics of stigmati-
zation may promote impression manage-

ment or “hiding out.” Stigma is a so-
cially-constructed mark of disgrace or
discredit that invalidates the individual’s
efforts to play a role (goffman, 1963).
this is a mark that distinguishes some-
one as different from others, as unsuit-
able to the role, eliciting negative
judgment and bias against those with
that “spoiled” identity element. Stigma
may be public or self-imposed (Corrigan,
2004), a public endorsement of prejudice
against a stigmatized group, versus the
individual’s internalization of the pub-
lic’s devaluing and discriminatory social
construction. in a training environment
where the press is to be open, but the con-
cern about evaluation is present (perhaps
for both student and supervisor), the fear
of being discredited may lead to the hid-
ing of personal identities, at least until the
cultural norms are learned about what
discredits the role of therapist.

Supportive, empathic relational bonds
are essential to both therapeutic out-
comes and supervisory ones (angus &
Kagan, 2007; Bernard & goodyear, 2014;
Bordin, 1983; orchowski et al., 2010;).
Showing up as a client in therapy in-
volves the challenges of revealing one-
self within a co-created therapeutic
relationship influenced by intraper-
sonal, interpersonal, and systemic fac-
tors that may facilitate or detract from
authenticity (Fox, 2012). With clients, the
challenges of showing-up are the very
meat of psychotherapy. 

unlike psychotherapy, supervision in-
volves close monitoring and evaluation
of trainees, complicating the cultural ex-
pectation in supervision that you talk
about yourself (Barnett & Molzon, 2014).
as an evaluator, the supervisor has sig-
nificant power over the fate of the trainee
to proceed in their training. the expecta-
tion to show one’s personhood may in-
herently promote a sense of needing to
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show the “right” personhood, a person-
hood that will be deemed acceptable and
even, exceptional by the supervisor. the
more that the cultural training environ-
ment elucidates specific factors related to
acceptable trainee traits, the options for
showing aspects of one’s personhood
may decrease. instead of the trainee
showing up authentically for supervi-
sion, the cultural press may be to perform
only culturally-sanctioned traits while
hiding others. one example of a fear to
reveal personhood might be related to
the trainee’s concern about personality
styles or qualities revealed in supervision
as being deemed unacceptable by the cul-
tural values of the training program. For
example, while warmth and empathy are
highly esteemed attributes of the thera-
pist (ackerman & Hilsenroth, 2003; Cas-
tonguay & Beutler, 2006), being “real” in
supervision may look very different
when the student is not in the therapist
role. traits involving anxiety, introver-
sion, self-consciousness or even self-
preoccupation in the supervisory rela-
tionship may evoke concerns that these
traits appear with clients. 

indeed, supervisees may not disclose or
may selectively discuss their work to
make a positive impression on the su-
pervisor (Ward, Freidlander, Schoen, &
Klein, 1985). Further, even in relation-
ally-focused, feminist supervision the
overt discussion of the dynamics of
power in supervision was found to be a
rarity (Mangione et al., 2009), suggest-
ing that power dynamics, and the 
consequent tendency to engage in im-
pression management, may be present
in supervisor-supervisee relationships
even though collaboration and authen-
ticity may be stressed by the supervisory
approach. 

in the following section we offer a few
examples that illustrate ways in which
the dynamics of co-created stigma may

operate to promote supervisee inau-
thenticity, and some ways in which su-
pervisors might facilitate authentic
supervisory relationships.

co-constructing Stigmatization in the
Supervisor-Trainee relationship

1.Trying to stay off the radar. 

Supervisory Vignette: 
Students in a clinical psychology
training program talk with their fac-
ulty member supervisor in one of
their seminars. Momentarily forget-
ting her status as one of “them” (the
faculty) and not “us” (the students),
they lament the approaching evalua-
tion period. “it’s just important to
stay off the radar. once you’re on the
faculty’s radar, it’s all over,” the
group collectively agreed. taking the
discussion further, the faculty mem-
ber asks them about what they fear
the radar would detect. the senti-
ment is revealed that once any prob-
lems (personal or performance) are
identified, the assumption of incom-
petence follows. Further, “problems”
may often be experienced as individ-
ual differences where the concern is
that differences (behavioral or inter-
nal) may not fit into the expected
norm of the faculty member who
would thereby deem them incompe-
tent (not like her). it is safest to avoid
making any impression that might be
commented upon.               

this pattern is self-perpetuating for both
faculty and students. in clinical training
programs, as elsewhere, people are cau-
tious about revealing their backstage
thoughts, histories, or personal or rela-
tional differences for fear of becoming
stigmatized (Karson, 2008). those who
can keep up a facade that simulates the
norm do so, while others may be found
out (or fear being found out) as deviat-
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ing in some way. the price of deviation
is high when the fear is related to
stigmatization. For students facing eval-
uation by their supervisors, they fear
that negative evaluation may leave them
in the “out” group, defenseless and at
risk for not obtaining their degree. 

the approach to commenting on
trainees’ personal psychology as it af-
fects performance may contribute to the
tendency for trainees to be motivated to
stay off the radar and engage in impres-
sion management. these supervisory
methods of giving feedback may like-
wise reinforce the status differential in a
way that creates concern or, even, fear of
evaluation. For example, although su-
pervisors have thoughts along the way
about the personal psychology and
work of their trainees, they may save
such feedback for an evaluation meeting
in the future, rather than making com-
ments along the way. indeed, supervi-
sors have been found to have difficulty
discussing negative as opposed to posi-
tive impressions of supervisees’ work in
supervision (Hoffman, Hill, Holmes, &
Freitas, 2005). Having useful, evaluative
thoughts about the performance and
personal psychology of the trainee, but
not revealing them, adds to the experi-
ence of the supervisor as maintaining a
below-board, hidden style of relating
where her authentic self is kept out of
the relationship. Supervisor authenticity,
of course, includes the supervisor’s per-
sonal psychology, and this is revealed in
the moment-to-moment connection with
the trainee. Keeping one’s reactions out
of the supervisory interaction decreases
connection and maintains one’s status as
an evaluator with secrets and power,
and supervisors sharing reactions and
reflections have been found to promote
supervisee engagement, disclosure and
self-reflection (orchowski et al., 2010). a
culture in which evaluative comments
are kept under wraps until a formal

evaluation is one in which the trainee
wonders what the content will be, po-
tentially strengthening the tendency to
hide out.

2. Having negative reactions to clinical ses-
sions and/or the supervisory relationship.

Supervisory Vignette:
Feeling overwhelmed and angry
about the hours of work in his train-
ing program, Matt sat down with
his supervisor who was fidgeting
with his pen, something that Matt
found to be very annoying. in a frus-
trated tone of voice, Matt told him
how much coming to supervision
weekly made his schedule intolera-
ble and wondered if they could meet
bi-monthly instead. “i’m not really
enjoying seeing the clients you su-
pervise. i think you’d agree it’s not
very interesting; nothing happens so
we don’t have much to talk about.”
although the supervisor may have
felt like decreasing meetings with
Matt, he didn’t. Concerned about
Matt’s irritability and general insta-
bility, he brought the situation up to
colleagues in the faculty meeting for
consultation, and then met with
Matt to discuss his behavior in their
last meeting. Feeling called on the
carpet, Matt said angrily, “i was just
being real, but obviously faculty
can’t handle that.” 

the concern about the identification of
a personal vulnerability, and consequent
stigmatization, may come up in dis-
cussing personal reactions to clients or
supervision sessions even though this is
a clearly stated goal of supervision. the
press to be “real” in supervision is com-
plicated and, at times, confusing for all
concerned. Further complicating the pic-
ture is a goal of supervision, to examine
the co-constructed relationship between
therapist and patient partly by looking
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at the supervisees’ experience of the
client and themselves in their relation-
ship. this stands true for the co-con-
structed supervisory relationships as
well but may be complicated for trainees
who are evaluated as well as for super-
visors operating in an evaluative colle-
gial context. not only have supervisors
needed to have experience risking pro-
fessional stigmatization in their collegial
context (by showing their personal self),
they need to participate in a supervisory
relationship in ways that permit stu-
dents to explore personal reactions and
behaviors that fall within and without
professional “norms,” for that is the
nonjudgmental intimacy that they at-
tempt to co-construct with their clients.
the academic climate may encourage
and promote faculty “showing-up,” or,
alternatively, advance a clear cultural
norm for “acceptable” behavior. a stu-
dent’s anxiety is heightened when she is
taught to discuss personal reactions in
supervision while sensing the supervi-
sor’s/faculty’s ambivalence about tak-
ing off the doctor’s cloak.  

in the vignette above, the supervisor
might take off his cloak and add, “i’ve
thought about my contribution to the at-
mosphere between us, including my
confusion about how stuck the therapy
with your client seems to be. Perhaps
my pen-clicking is a sign or illustration
that there is also something difficult be-
tween us. let’s look at the case and our
interaction and see what we can make
out of it.” But such a statement, like the
mutual examination of co-constructed
problems in therapy, requires a supervi-
sor willing to acknowledge having a
psychology and willing to relinquish the
posture of superiority. 

3. Experiencing stigmatization while 
presenting authentically.

Supervisory Vignette: 
“i just wanted to wring his neck,”

said the student about a father en-
gaging in emotionally abusive be-
havior with his 7-year-old son. “it
reminded me of the rage i felt at my
own father whose temper was scary
and dangerous.” the student began
to cry, feeling so sad and scared for
the boy she was treating, and for
herself. taken aback by the personal,
family content to do with her want-
ing to “wring the neck” of this par-
ent, the supervisor was concerned
about this student’s mental health
status. the supervisor wasn’t sure
how to respond. Sensing her super-
visor’s anxiety, the student quickly
wiped her eyes and became more
composed, thinking she had just
been totally inappropriate.

in the confusion about wearing or not
wearing a cloak, both supervisor and
student are left to interpret the interac-
tion. the student felt ashamed and po-
tentially stigmatized by her sudden
revelation of her personal history and its
place in her treatment of this family, and
the supervisor questioned whether the
revelation suggested emotional prob-
lems on the part of the student, or in-
sightful strengths. 

rather than seeing the training oppor-
tunities available when students sense
familiarity and pain associated with a
client’s behavior or background, super-
visors may experience anxiety not
knowing enough to be able to deem the
pain as pathological or resilient or
merely informative. Clearly, students
sense this balance beam of stigmatiza-
tion and pathology versus acceptance
and/or perceived resilience when su-
pervisor anxiety is expressed, and they
worry about on which evaluative side
they will land. rather than walk the
beam, impression management may be
far more appealing. 
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in this example, the supervisor might
have turned the moment into a lesson
on how to tell the difference between
what might be called a neurotic pattern,
in which the individual uses an out-
dated map that interferes with her func-
tioning, and what might be called a
characterological pattern, in which the
individual uses the only map she
knows. a key element of the discrimina-
tion might be the student’s awareness or
lack of it that her client’s father might or
might not be like her own father in im-
portant ways, with the supervisor in the
position to help the student with the nat-
ural tendency to react to new people
(clients) with old expectations. 

4. Experiencing life-stresses and emotions
as a barrier to competence.

Supervisory Vignette: 
amy slinked into supervision 
having just signed divorce papers.
Feeling a failure in her marital rela-
tionship, she had no clue how she
could present the couple’s work she
was doing in supervision, let alone
do it. on top of that, she needed to
look for part-time work to help sup-
port herself through graduate school
and was worried that she would be
viewed by faculty as having a lack of
focus and commitment to her school
work. She would need to change her
supervision time to accommodate a
new job. Describing these circum-
stances, she became even more disil-
lusioned about herself when her
faculty supervisor said, “this must
be a lot to handle. Perhaps you
should consider taking a break from
school right now to get things on
track? Do you think this might be
negatively affecting your ability to
focus in sessions?”

Stressful life events and/or personal
vulnerabilities in the throes of clinical
training may be difficult to reveal, par-

ticularly if emotional energy for training
is drained. Students in training may per-
ceive themselves as failing if they “suc-
cumb” to the stresses of life events, and
if these events are so emotionally chal-
lenging that their work is affected. the
idea that one’s personal psychological
health, or lack thereof, may be subject to
examination and stigmatization may in-
hibit discussing these factors in supervi-
sion. While some life stresses may be
ones that can be compartmentalized so
that work with others continues unaf-
fected, others may not be. this is a les-
son particularly important to learn in
graduate training, since the avoidance of
compromised practice depends upon
making solid judgments about one’s
psychological capacity to work with oth-
ers (Schoener, 2013). 

Faculty, however, may succumb to the
same stigmatizing notions as the general
public and stigmatize trainees who ex-
perience negative life events and, even,
some mental health symptoms (Corri-
gan, 2004), fueling a tendency for
trainees to fail to mention these in su-
pervision. Highly stigmatizing life
events and consequent emotional symp-
toms such as depression may lead to
self-stigma and a sense of shame and
blame. Events like these are especially
stigmatizing in clinical training. goff-
man (1963) says that a stigma is infor-
mation that discredits an individual’s
performance of a role, usually the role of
a normal or fully authorized group
member. Clinicians are supposed by
some to be experts on relationships and
families, and an event such as a divorce
can discredit that expertise. Further, life
circumstances assumed to be stressful,
such as going to graduate school at the
same time as raising a family, tend to
raise questions about the student’s abil-
ity to manage therapeutic relationships
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competently. the thought here is, per-
haps, that when life is taxing there’s not
enough left to invest in therapeutic rela-
tionships or psychotherapy training.

the tendency for faculty to become
braced when hearing of life events,
rather than embracing these life circum-
stances as a normal part of development
and grist for the training mill, may co-
create the conditions that the best course
is to hide that one has a personal life at
all. these issues may also be present for
faculty, who may feel they need to dis-
guise problems in their personal lives
from colleagues for fear of being dis-
credited. amy’s supervisor might have
discussed with her strategies for man-
aging her sense of failure and her dis-
tractibility before raising questions
about whether these were manageable
at all and, even, disclosed times when
she herself had experienced life-stresses
being difficult and getting in the way. 

5. Having an expectation of premature 
competence.

Supervisory Vignette:
audrey called her supervisor after
a confusing session to say that she
wanted to see the client again before
meeting for supervision. She indi-
cated feeling confused about a pres-
entation of highly discrepant
information from the client includ-
ing such facts as place of birth and
marital status. audrey said that she
wanted to get the “real story” on the
client before presenting her in su-
pervision and that more time with
the client would be helpful.

another common presentation of hiding
out in supervision involves the real or
perceived idea that clinical competence is
expected by oneself and/or others (fac-
ulty) from the get-go. Most graduate stu-
dents have experienced significant
academic success prior to their graduate

training, showing a high degree of com-
petence to perform academically. the
competition in graduate admissions may
also lead to an overabundance of gradu-
ate student applicants who have high
self-expectations that involve immediate
performance excellence in graduate
school. While many of the same skills
may be applied to their academic course-
work and confirm these performance ex-
pectations, the skills required for clinical
work are unlike listening to lectures,
writing academic papers, or taking tests.
Many trainees have been praised all their
lives for even modest attempts in various
fields, leading to participation medals
and graduation ceremonies from kinder-
garten. Many trainees have not been ex-
posed to the rewards and frustrations of
delayed reinforcement where learning
new skills is involved. Having self-ex-
pectations of excellence may stigmatize
taking a long time to learn a difficult skill,
which may in turn lead to a variety of
ways of hiding out in supervision. this
may take the form of the trainee acting
overconfidently, counterdependently,
and avoidantly with respect to supervi-
sory relationships. in this way, internal
distress related to not knowing is masked
by a presentation of already knowing
and not needing supervision. ironically,
this can lead trainees to avoid supervi-
sors they think might make them feel ig-
norant. Similarly, supervisors who may
feel uncomfortable revealing their own
mistakes or lack of knowledge may fuel
the co-creation of supervision avoidance. 

additionally, many graduate training
programs institute a competency exam-
ination wherein trainees display their
“competence.” While the timing of this
is specific to the training program, it
may be given as early as the end of the
second year. the very name of this ex-
amination suggests something that is
truly unattainable so early in one’s train-
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ing but implies the attainment of com-
petency to practice psychotherapy,
something that most seasoned therapists
would indicate takes many years (Bar-
nett, 2009).

6. When there may be something to hide.

Supervisory Vignette: 
anna presents two seemingly con-
flicting scenarios when explaining
her failure to call her child client’s
parent back to answer a question. a
few weeks earlier, she had reported
a confusing explanation of the lack
of completed paperwork in her
client’s file. this time, the student
explains to the supervisor her
thoughts about the clinical benefits
to the parent of keeping the bound-
aries of their contacts to their al-
ready scheduled parent meeting.
When the supervisor inquires about
her thinking on this, the student
senses the supervisor’s disap-
proval. She becomes concerned
about the quality of her explanation
and expresses concern that this par-
ent is disengaging from treatment
and will only talk with her on the
phone. Because of her performance
anxiety and sense of mistrust, the
student struggles to come up with
the “right” answer that will satisfy
the supervisor who, she hopes, will
ultimately retreat from exploring
what was probably a mistake.
Whether this hiding-out is related
to trainee psychopathology or a cul-
tural environment that stokes a
sense of dangerousness to show-up
is difficult to tease out.

When hidden clinical practices and/or
professional behaviors reflect a level of
deviance from the training program’s
cultural norms, they may reflect unethi-
cal or pathological behavior on the part
of the student. they also may reflect per-
sonal vulnerabilities (such as a history of

trauma and/or difficulties in psycholog-
ical functioning) that, for concerns of
stigmatization, have been left unex-
plored in supervision as to their rele-
vance to the trainee’s work with a
particular client (Kern, 2014). untangling
the dynamics of personal psychopathol-
ogy and/or personal vulnerabilities
from the cultural dynamics of the train-
ing environment is a formidable task.
Specifically, are trainee difficulties in
clinical performance hidden for personal
pathological reasons, or are they hidden
because of a fear of shame, humiliation,
and/or punishment fueled by real and
perceived environmental circumstances? 

anna’s supervisor might use the mo-
ment as a lesson in the difficulties in ob-
taining useful information across a
power differential. the supervisor can
make explicit what can be learned about
clients’ caution in revealing themselves
to therapists by examining anna’s con-
cern about what will become of any in-
formation she reveals. if good therapists
wonder with their clients what they
might do to make showing-up in ther-
apy more likely, good supervisors do the
same with supervisees.

Promoting authentic engagement in
clinical Training
1. Articulating the mutual goal of 

showing-up.
Showing-up in supervision is largely 
dependent on the sense of safety and se-
curity in the trainee-supervisor relation-
ship, although there is often much
confusion about what the supervisee is
supposed to be safe from (many trainees
think it’s criticism!). Expecting a trainee
to immediately show her personhood
would be unrealistic given the compli-
cated cultural factors involved in the
trainee-supervisor relationship. indeed,
goffman (1963) teaches us that new
roles are more easily discredited than
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those with which the performer and au-
dience have a history. Just as is true in
psychotherapy relationships, a trainee-
supervisor bond takes time to develop.
this bond requires an initial articulation
of the goals of supervision, with one
goal being an examination of the
trainee’s personhood as this interacts
with her work with clients. Without this
expressed and agreed-upon goal being
commented upon, showing up and re-
vealing one’s clinical work may be ex-
perienced as a sign of failure and
embarrassment rather than one constant
and important intention of supervision.
Beginning supervision by asking the
trainee what would need to happen in
supervision for it to be a place where
looking forward to sharing their work,
especially their mistakes, would be a
welcomed experience positions this su-
pervision goal as an essential and pri-
mary task.

2. Explicitly acknowledging the bind.
While articulating showing-up as a mu-
tual goal seems rather straightforward,
it is not. Similar to developing initial
treatment goals with clients, the stated
goals may come with unspoken and un-
known psychological barriers that make
tackling them together challenging. in
the case of trainee-supervisor relation-
ships, recognizing the barriers to show-
ing-up, and agreeing to notice when
these barriers are present, helps make
authenticity in supervision a goal rather
than an initial starting point. it also par-
allels how some goals in psychotherapy
are obtained, i.e., through noticing the
personal and/or therapist-client vari-
ables that make them challenging to
simply do. in that way, the agreed upon
task in supervision is to assist the trainee
to learn self-reflection, where showing
one’s personhood in supervision is one
identified process of developing self-re-
flective practice. acknowledging this as
a goal to work on in the process of the

trainee-supervisor relationship rather
than as a foregone conclusion, allows for
an empathic and expectable look at
times when this is difficult, rather than
fueling impression management strate-
gies to simply perform self-reflection.

another advantage to acknowledging
the bind involves the lessons to be
learned about communicating across a
power differential. therapists have a
particular power over clients—the
power to define what’s going on (Kar-
son, 2008)—that parallels the supervi-
sor’s power to evaluate the trainee.
Examination of the bind in supervision
can teach trainees how to examine the
power differential in therapy.

3. Modeling authenticity
Supervisors can help by ensuring that
hiding their own all-too-human psy-
chologies does not become part of the
role of clinical expert. Commenting
upon one’s personal psychology, or
inviting others to, may seem status-re-
ducing to supervisors functioning in a
culture of training that also monitors
their performance as supervisors. Simi-
lar to the impact of monitoring and eval-
uating trainee competence, trainee
ratings of supervisor competence impact
decisions of job security, promotion,
and/or tenure. if showing one’s person-
hood is seen as separate from competent
supervision, this leaves open the
prospect of stigmatization and the su-
pervisor’s trust that authenticity is val-
ued is hampered. 

in a system that sometimes divides be-
tween the roles of commentator and
commented-upon, it becomes a status
move to comment on others and a re-
duction of status to be commented upon
(Johnstone, 1981). this feature of inter-
personal comments is probably rooted
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in childhood, where parents and other
adults comment on children, but it really
takes hold in clinical training, where the
professionals do the commenting and
the clients get commented upon.
trainees do both, commenting on their
clients and on other people’s clients, and
getting commented upon by faculty. the
whole enterprise makes it stigmatizing
to get commented upon, and what gets
commented upon is typically any devia-
tion from the assigned role, and any sign
of having a psychology. 

to counter this tendency, faculty can
good-naturedly accept the fact that their
own psychologies are continually on
display, and only the tact of their col-
leagues and students keeps others from
pointing out the displays. Faculty can
even take this a step further and treat
unwanted behaviors by students as
commentaries on the psychology of the
faculty. the very public nature of group
supervision, for example, where the su-
pervisor’s all too human psychology is
displayed may be received well by some
trainees, but not by others. reception of
the supervisor’s personhood, and the
modeling of this as part of supervision
and psychotherapy, is likely increased
the more that the supervisor comments
on her personhood, rather than leaving
this up to trainees to do so. taking own-
ership of one’s psychology maintains
the role of expert and being the first to
comment on oneself models the very be-
havior supervisors are trying to teach. 

4. Acknowledging the role of stigma in 
the cultural climate.

Departments and agencies vary consid-
erably with regard to the valuing of per-
sonhood in clinical work, clinical
training, and in collegial work relation-
ships, and this sets the tone for supervi-
sors to include or exclude these as
variables in their work with trainees.
While a primary disciplinary goal is in-

clusiveness, faculty are subject to the
same stigmatizing dynamics as are pres-
ent in the larger sociocultural environ-
ment. Power and privilege may be
maintained through the creation of “in”
and “out” groups that place value on
particular types of clinical expertise,
such as theoretical orientation or
whether or not one subscribes to “evi-
dence-based” or evidence-informed no-
tions. the more circumscribed and
narrow the view of acceptable theoreti-
cal orientations in practice, the greater
the likelihood that personhood variables
are excluded as important in training
and practice with an emphasis on the
procedures of the psychotherapeutic ap-
proach as the emphasis of training. We
recommend that faculties periodically
revisit the question of what they want
the role of supervisor to entail. these
value statements, which are always hu-
manist in our experience, can quell con-
cerns about stigma associated with
being all-too-human.

5. Acknowledging factors related to anxiety
about corrective feedback in supervision.

although the advice of “comment on
the behavior as bad but not the child as
bad” may be aptly adopted by parents
as a means of preserving their child’s
self-esteem, in supervision the very dis-
cussion of personhood and its influence
on the trainee’s therapeutic skills and
behaviors makes these factors insepara-
ble at times (o’Donovan & Dyck, 2005).
Such personhood factors as emotional
vulnerabilities and functioning, person-
ality, and interpersonal skills may influ-
ence trainee effectiveness with a need to
focus on these in supervision. 

that supervisors may be overly con-
cerned about providing critical feed-
back, consequently avoiding it
altogether, may be key to limiting
trainee learning (green, 2011). another
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complicating factor includes the fre-
quency with which trainees’ self-evalu-
ations do not match the evaluations of
others who are more advanced. trainees
with less skill, for example, were found
to have a higher degree of confidence in
their therapeutic abilities than those
with more skill (overholser, 2010). Fur-
ther, there may be a general tendency for
trainees to overestimate their counseling
skills (urbani et al., 2002). not only
could supervisor feedback assist in pro-
viding information about specific clini-
cal skills development, it may also assist
trainees in more accurate self-reflection
about the level of their abilities.

Supervision is one of the few relation-
ships where “already knowing” is stig-
matized and communicating “not
knowing” gains prestige in the eyes of
the supervisor. an open discussion and
supervisory agreement that the perform-
ance of self-reflection in supervision in-
cludes engaging with corrective
supervisory feedback about oneself and
one’s performance is required for effec-
tive supervision. Viewing “not knowing”
as a valued trainee role in supervision
may decrease anxiety about revealing
vulnerability or lack of skill and make
way for increased learning. open discus-
sion of this role may increase trainee
openness to learning and allay the anxi-
ety that both trainee and supervisor may
experience about grappling with correc-
tive feedback. Corrective feedback no
longer is defined as problematic, aggres-
sive, and/or hurtful in the relationship
but as expected and valuable. of course,
this view of corrective feedback can help
trainees provide their clients with obser-
vations about what they see without feel-
ing as if they are thereby humiliating or
harming their clients.

6. Allaying trainee anxiety about 
the need to know.

the supervision relationship is a unique

teaching relationship where the roles of
“knowing” or “not knowing” are deter-
mined not only by the relative levels of
professional experience and develop-
ment of the participants, but by the need
to develop skill at approaching co-cre-
ated therapeutic relationships with
clients. While learning and supervised
practice in the field of psychology enter
into increasing levels of competence to
perform the therapist role, the skills
needed to develop therapeutic relation-
ships require comfort with ambiguity
and “not knowing.” Such a stance al-
lows therapists to remain open to com-
ing to unique understandings of clients
and therapeutic relationships. 

“Knowing” is often a more familiar
trainee stance than “not knowing.” this
stance may have been shaped by such ex-
periences as participation in education
systems and/or family dynamics where
producing the “right” answer may be the
task. in such environments, competence
is associated with getting the right an-
swer and receiving positive reinforce-
ment for this. the cultural climate of
evaluation in psychotherapy training
may similarly complicate the task of pre-
senting in supervision in a questioning,
self-examining way when trainees con-
nect competency with “knowing.” 

Helping trainees see “not knowing” and
curiosity as a prestigious stance in su-
pervision is required in order to both
profit from supervision from someone
more expert and learn how to under-
stand and form therapeutic relation-
ships with clients. Further, when
acknowledgement of one’s develop-
mental level of training is clear in su-
pervision, the position of learning and
“not knowing” becomes more comfort-
able. Explicating this developmental
process in supervision may further the
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trainee’s capacity to show up in a curi-
ous fashion that promotes self-esteem
rather than detracts from it. We like to
introduce ourselves to trainees as a
“42nd-year student” or a “40th-year stu-
dent,” signifying our ongoing effort to
get a little better at clinical work this
year than we were last year.

7. Understanding oneself with compassion.
the supervision relationship offers an
opportunity to untangle the stigmatiz-
ing dynamics that lead to hiding out by
emphasizing a need to practice self-care
and self-compassion (Kern, 2014). the
acknowledgement in supervision that
self-reflection and awareness of the need
to grapple with personal vulnerabilities
are a part of professional identity that
can empathically inform work with
clients may reduce stigma, specifically
the stigma that may be exacerbated by a
sense that mental health professionals
should be unaffected by personal vul-
nerabilities. instead, an acknowledge-
ment of these all too human personal
factors as they enter into therapeutic
work and supervision frees up trainees
to show themselves in supervision and
practice self-reflection.

Many of the difficulties that bring peo-
ple to psychotherapy have to do not
with what the person sees when they
look at themselves but with the way they
look at themselves. Much of the work of
psychotherapy involves providing
clients with a new, more welcoming way
of looking at themselves. the training
program’s culture and the supervisor’s
stance can further the goal of looking at
people with compassion and curiosity.

conclusion
although the valuing of professional
traits of openness, self-reflection, and au-
thenticity in supervision is clearly a part
of training in psychology, articulating and
addressing the cultural factors that may

contribute to trainee reluctance to “show
up” in supervision are necessary to ad-
dress practicing these values in a training
environment. the bind created by the
complexities of the supervisor-trainee re-
lationship, if not addressed overtly, may
lead to trainees hiding-out in such a way
that one of the major goals of training, i.e.,
self-reflective practice, is left unmet. ad-
dressing these relational binds earnestly
and mutually in the supervisory relation-
ship is key to promoting authentic en-
gagement in clinical training.
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the breakneck speed of
working on an inpatient
behavioral medicine
team of an urban tertiary
hospital is quite often
both exhilarating and
exhausting for clinical
psychology doctoral stu -
dents. there is an idio -
syncratic rhythm to the
workload, as new con -
sults roll in or patients
the service follows are

readmitted to the hospital. the expect -
ation for trainees often seems to follow
the so-called rule of comedic impro -
visation: saying “Yes and ...” to every -
thing, such that you are accepting more
tasks and then contributing to them in
novel ways. the pace of inpatient hospital
work maintains the impression that
practicum days are non-stop work, and
that any basic self-care—like excusing
yourself to eat a granola bar—would be
time better spent doing something
“productive.” While many faculty and
supervisors will talk about self-care, it is
rarely demonstrated, modeled, or given
time and space to happen. Self-care is
frequently encouraged within the clinical
supervision literature, in efforts to
mitigate burnout and optimize a
clinician’s long-term ability to provide
quality care (Barnett & Cooper, 2009;
Elman & Forrest, 2007). underscoring the
relationship between psychologist self-
care and the ethical protection of patients,
the american Psychological association’s

(aPa) advisory Committee on Colleague
assistance (aCCa) directly lists poor self-
care as a reason why psychologists are
vulnerable to occupational stress occurs
(aCCa, 2006). to prevent occupational
stress, the aCCa lists several suggestions
that incorporate the principles of self-care,
such as maintaining work-life balance
and attending to spiritual and physical
well-being. the aCCa also asserts that
making and maintaining professional
relationships in which modelling and
having an open dialogue regarding the
stresses of clinical work can occur are
effective methods to protect oneself from
occupational stress (aCCa, 2006). 

additionally, self-care has been em -
phasized as an ethical imperative for
psychologists and trainees as written in
the aPa ethics code (aPa, 2002; Barnett
& Cooper, 2009). to this end, self-care is
considered one of the competency
benchmarks for trainees (Fouad et al.,
2009). language encouraging the utiliz -
ation of supervision is embedded in the
aPa’s revised self-care competency
benchmark and behavioral anchors
(aPa, 2011). For example, trainees are
considered ready for internship when
they “monitor issues related to self-care
with [their] supervisor” (aPa, 2011).
given the field’s general positive view
of self-care, it is perhaps surprising that
trainees feel unprepared about how to
integrate self-care into their education
and clinical work (Munsey, 2006). in one
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study, 85% of trainees reported not
receiving educational materials about
self-care in their programs, 63% re -
ported that their programs did not
sponsor self-care activities, and 59%
reported that their programs did not
promote self-care activities (Munsey,
2006).  in turn, there is an apparent
disconnect between the understood
value of self-care and the clinical super -
vision and support of trainees to build
this developmental skill. though re -
searchers have advocated for the incorp -
oration of self-care into graduate train ing
(El-ghoroury, galper, Sawaqdeh, &
Bufka, 2012; rodolfa et al., 2005),
particularly through supervision (aPa,
2011; Barnett & Cooper, 2009; Elman &
Forrest, 2007), there are still barriers to
self-care to address that may help bridge
the gap between knowing the benefits to
self-care and teaching those benefits.
Education must be done regarding self-
care, as psychology graduate students
may not be aware of the risks pro -
fessional psychologists face (Fuselier,
2004), such as burnout and work-life
imbalance. also, students may fear that
faculty and peers would question their
professional dedication should they
engage in self-care behavior (aCCa,
2009; norcross & guy, 2007). to break
down these barriers, Elman and Forrest
(2007) argued that supervisors should
express to their supervisees that self-care
is just as respectable a practice as hard
work. Elman and Forrest (2007), like
Barnett and Cooper (2009), suggested
that creating a culture of self-care is
necessary beginning at the graduate
school level, through modelling,
teaching, and skill-building.

For this particular behavioral medicine
service, noon is synonymous with self-
care in the form of group lunch in the
cafeteria. at 12:01 PM, the supervisor
will stand at the front of the narrow row
of desks where trainees chart. “What are

we still doing here?” She will exclaim
with a smile. “it’s time for lunch!” We all
turn to her, nod in her direction with our
eyes still glued to the computer screens,
and state variations of, “Just one minute,
i’m almost done this note!” the super -
visor deepens her smile, and gently
says, “the notes can wait until after
lunch, it’s time to eat.” We all dutifully
pend our notes, sign off the computers,
and walk as a group with our super -
visors to the cafeteria, where con -
versation turns from evidence-based
strategies to what the lunch special is
that day. the cafeteria is a strategic
move by our supervisors, a common
space where we can all gather, but also a
public space to temper the urge to
discuss confidential cases and continue
to work. We instead focus our attention
to discussing weekend plans and take
turns showing pictures of pets on our
phones to the group.

our designated self-care time is not only
encouraged, but always modeled and
reinforced by supervisors. it replaces the
nebulous concept of “engaging in self-
care” into a tangible action and estab -
lishes both the precedent and habit of
basic self-care activities. Self-care also
seems to mitigate the exhaustion that
often accompanies practicum days, as we
return well-fed and hydrated to our
computers to check the consult list. it is
refreshing to have the externship culture
support daily self-care, without sac -
rificing a demanding and high-quality
training experience in an inpatient setting.
of note, this experience aligns with the
extant literature on self-care, such that
self-care enables high quality practice
(Barnett & Cooper, 2009). Perhaps, if
anything, the standardized self-care
activities propel us further into the
challenges of our clinical population and
provide training experiences that support
the development of competent clinicians.
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an externship in a pediatric outpatient
interdisciplinary specialty clinic shares
many qualities with an inpatient medical
setting, and is also a demanding training
experience. in one such clinic that focuses
on young children with failure to thrive
(Ftt), a condition with a multifactorial
etiology that often includes medical and
behavior variables, clinical recommend -
ations were varied for the families with
which we worked. thus, no guidelines
existed in the literature for assessing
longitudinal adherence to such recom -
mendations and outcomes related to Ftt.

given the clinic’s emphasis on evidence-
based interventions, alongside the other
healthcare providers on the inter -
disciplinary team, the clinic supervisors
encouraged and supported the trainees
in developing a quality improvement
research project to assess adherence in
the clinic’s population. While there is
limited data on the supervision of
trainees engaging in research, the
generation and evaluation of research is
also considered to be a core competency
benchmark for trainees, including
behavioral anchors of engaging in
research activities during training
(Falender et al., 2004; Fouad et al., 2009).
this blends into another competency
benchmark focused on the assessment
and application of evidence-based
strategies into clinical care (Fouad et al.,
2009). Further, it emphasizes the
importance of the trainee’s developing
competency of integrating knowledge
and skills in providing evidence-based
clinical care (Falender et al., 2004). the
Ftt adherence research project was
integrated into the clinic’s care, as it
addressed the fundamental question of
how to improve outcomes for a singular
clinical population with diverse needs.
and so, the adherence measure became
interwoven into our clinical experiences,
and in essence became a formal structure
to ask about and assess adherence to

recommendations for our families in
order to provide personalized care. 

Clinical supervisors often extended
supervision to discuss research method -
ology as it was relevant to the project
and provided consistent mentorship in
the design and implementation of the
research. this supervision worked to
sup  port the research competency bench -
marks described above and is consistent
with the supervisory role as proposed in
supervision research (Falender et al.,
2004; Fouad et al., 2009). the research
study facilitated conversations during
group supervision to probe our in -
creasingly nuanced understanding of
adherence in a complex pediatric pop -
ulation, and the clinical strategies we
could use to assess these hypotheses.
Were families and providers leaving a
clinical encounter with the same
expectations and understanding? Did
families and providers place the same
cul tural value in ameliorating a be -
havioral or medical need? Did families
have the social and financial resources
to implement what the team had re -
commended? Do we think of adherence
in pediatrics to involve only caregivers,
or to describe the dynamic relationship
between caregivers, their children, and
their providers?

this opportunity highlighted the im -
portance of understanding the theoretical
and applied mechanisms of a given
intervention to determine its evidence
base and clinical utility. Engaging in the
research project gave us as trainees the
ability to develop our research skills
related to our competencies as training
clinicians. Further, it facilitated insight
into the complementary relationship
between clinical work and research,
aligned with the professional deve -
lopment of externs who are pursuing
clinical research careers.  
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in sum, the supervisory experiences de -
tailed above fostered enriching learning
opportunities for trainees building
competencies across diverse domains. as
trainees, we feel strongly that these
supervisory experiences have led to our
academic and professional develop ment.
Future research should assess the utility
of supervisors modeling and instituting
self-care procedures in the self-care
competency development of trainees, 
as well as investigating how research
engagement may foster research literacy/
evidence-based assessment competency
development in trainees. the oppor -
tunities described in this paper under -
score how supervisors who continually
support self-care and re search acumen are
vital to the develop ment of competent,
compassionate, and critically-minded
future clinical psychologists. 
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one of the advantages
of serving on the u.S.
Senate staff or the aPa
Board of Directors (es-
pecially as President) is
that one is systemati-
cally exposed to evolv-
ing trends within our

nation’s healthcare environment and the
field of psychology. the position essen-
tially forces one to think creatively be-
yond personal agendas and previous
“comfort” levels. one’s perspective be-
comes broader and more integrative—
similarities across engaged stakeholders
become more evident. a review of this
year’s appropriations conference re-
ports, which have been signed into pub-
lic law, for the Department of Health
and Human Services (HHS) and the De-
partment of Veterans affairs (Va) clearly
illustrates an increasing Congressional
interest in encouraging the development
of a wide-range of mental health serv-
ices, to be provided by various disci-
plines, and via evolving technological
platforms. More specifically:

• the HHS Behavioral Health Work-
force Education and training ac-
count includes support for Master’s
level social workers, psychologists,
counselors, marriage and family
therapists, psychiatric mental health
nurse practitioners, occupational
therapists, psychology doctoral 
interns, and behavioral health para-
professionals. HrSa should con-
tinue to encourage all eligible health
professions to apply.

• $150,000,000 is provided for the
Certified Community Behavioral

Health Clinics program under
SaMHSa.

• the Va is directed to work with the
office of Personnel Management
(oPM) to create an occupational Se-
ries for licensed Professional Men-
tal Health Counselors and Marriage
and Family therapists and to create
a staffing plan to fill such open posi-
tions and assess shortages.

• the Secretary of the Va is urged to
work with facilities that have not
yet implemented Va’s final rule
granting full practice authority to
advanced practice registered nurses
to ensure quick implementation. Va
is directed to accelerate the rollout
of competitive pay for physician as-
sistants and develop a plan on how
to better utilize the Health Profes-
sional Scholarship Program and Ed-
ucation Debt reduction Program.

• telehealth – HHS: $1,000,000 is in-
cluded through the telehealth net-
work grant program to fund awards
that use evidence-based practices
that promote school safety and in-
dividual health, mental health, and
well-being. the grants should pro-
vide assessment and referrals for
health, mental health, or substance
use disorders services to students
who may be struggling with behav-
ioral or mental health issues. in ad-
dition, grants should provide
training and support to teachers,
school counselors, administrative
staff, school resource officers, and
other relevant staffs to identify,

WaSHINgToN SceNe
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refer, and intervene to help students
experiencing mental health needs or
who are considering harming them-
selves or others.

• Va: $30,000,000 is provided above
the budget request for telehealth ca-
pabilities. this additional funding
should be used to further expand
telehealth capacity and services in
rural and remote areas. the Va is
directed to provide a report to the
Committees on appropriations of
both Houses of Congress specifying
measures the Department is taking
to expand telehealth and telemental
health capacities in rural areas, 
particularly regions with limited
broadband access. the report
should also include information on
any ongoing collaboration between
Va and other Federal agencies to
target remote and rural areas to
maximize coverage.

“i am very pleased with the extent to
which aPa has been increasingly active
in terms of legislative activities and de-
veloping policies that affect, not only psy-
chologists but all citizens of this country.
at our March 2018 meeting, the Council
of representatives voted to support pur-
suing accreditation of Master’s level pro-
grams in psychology in areas where aPa
already accredits. in addition, Council
voted to adopt as aPa policy the guide-
lines on Core learning goals for Master’s
Degree graduates in Psychology. a task
Force was formed and has been charged
to outline a plan by which aPa could
pursue development of an accreditation
system for Master’s programs in health
service areas (clinical, counseling, school,
etc.) of psychology.

“on a national level, the aPa and the
aPa Practice organization government
relations staff worked throughout the
year with Members of Congress to help
shape legislation to address the opioid

epidemic. the bill (the ‘SuPPort for
Patients and Communities act’) passed
both the House (by a vote of 393 to 8)
and Senate (with a vote of 98 to 1). the
SuPPort act makes helpful policy
changes spanning several federal agen-
cies, including the Centers for Medicare
and Medicaid Services and the Depart-
ment of Health and Human Services.

“Finally, aPa has acknowledged that
the most effective way to have the max-
imum impact legislatively is to have
‘one aPa,’ a unified advocacy model. in
2017, aPa began exploring options for
modernizing its structure to create a
‘one aPa’ model in which two distinct
components (a 501(c3) organization and
a 501(c6) organization) seamlessly ad-
dress the full range of member expecta-
tions and the needs of the discipline and
profession related to advocacy and
member benefits. to guide this transfor-
mation, aPa committed to maintain, at
a minimum, the current budget levels
for all advocacy and government rela-
tions programs across practice, science,
education and public interest. the Work
group recognized the importance of
both long-term goals and the need for
agility in carrying out the advocacy pri-
orities in a fast-paced political environ-
ment. also critical to the Work group
was that the process emphasizes psy-
chology as a whole, while ensuring that
the various sub-fields have a voice and
representation in the prioritization
process. i am genuinely excited about
the future and have decided that the
time has arrived, both personally and
professionally, for me to run for aPa
President” [Jennifer Kelly, aPa record-
ing Secretary].

The global Perspective
in 2002, the World Health organization
(WHo) released its report Prevention and
Promotion in Mental Health in which it re-
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iterated that health is: “a state of com-
plete physical, mental and social well-
being and not merely the absence of
disease or infirmity. thus, in order to at-
tain health, improvement of the mental
health of individuals is essential” (p. 5).
the report noted that mental disorders
are growing and are responsible for a
high degree of burden. “it is essential
that effective preventive and promo-
tional measurers be taken in mental
health to reduce the impact of mental
disorders on the individual and society.”
WHo estimated that about 450 million
people suffer from mental disorders; one
person in every four individuals will be
affected at some stage of their life. By
2020, it was estimated that depression
will become the second leading cause
for disease burden. this burden extends
into the community and society as a
whole, having far-reaching economic
and social consequences.

“natural or human-made disasters and
conflicts generate a huge number of psy-
chosocial and mental health problems
that cause enormous strains on society.
these conflicts tend to be in the poorest
regions of the world and the associated
burden of mental health problems leads
to severe financial strains on the already
impoverished monetary situation in
these countries,” there were vast differ-
ences between countries in available
mental health resources. the concept of
what constitutes mental illness varies
amongst cultures based on local beliefs
and practices. WHo called on profes-
sional associations and prevention re-
search groups to become mobilized to
undertake research in the development
of evidence-based effective strategies,
which might well differ across countries
and cultures.

More than a decade and a half later, for-
mer aPa President alan Kazdin: “there
is now a well-documented crisis in men-
tal health in the united States and

world-wide. Stated generally, the vast
majority of individuals in need of men-
tal health services receive absolutely
nothing. Just considering the u.S., we
know that approximately 70% of indi-
viduals in need of mental health services
receive nothing; i.e., no formal treatment
of any kind by a health practitioner. in
clinical psychology, there is a massive
outpouring of evidence-based treat-
ment, quibbles about treatment as usual
(often just as effective as evidence-based
treatments), what meta-analyses of ther-
apy really show or do not show, why
therapy works, can we bridge the re-
search practice gap, and so on. all are
arguably important and classic ques-
tions. all are arguably missing the point.
Most people receive no treatment.

“among the many problems is the dom-
inant model of treatment delivery. as a
profession in clinical practice and grad-
uate training, we are committed prima-
rily, almost exclusively, to one-to-one
individual therapy with a trained men-
tal health professional. the professions
not only advocate that, they are very 
interested in protecting that. We have
considerable evidence now that lay in-
dividuals (heresy to mention but they
are not licensed) can administer treat-
ment effectively to treat individuals
with mental disorders. and we now
have many models of delivery that can
reach people in need but are not at all
part of training among the mental health
professions and do not seem to be of
much interest.

“individual psychotherapies of all
kinds, task force reports about the prob-
lem, various ‘resolutions’ and consensus
statements continue to ignore the prob-
lem. What is psychology doing to re-
duce the burdens of mental illness and
to reach people in need of services? i am
not implying that we are not doing won-
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derful things. But treatments, evidence-
based or not, just are not getting to peo-
ple in need. the situation is even worse
among subpopulations (individuals of
an ethnic minority, children and adoles-
cents, single parents, elderly individu-
als, victims of domestic violence, and
the list goes on). What are we doing to
reach people in need and to reduce the
burdens of mental illness? the profes-
sions could do more. our effectiveness
in addressing each of these can be meas-
ured and measurement is our (psychol-
ogy’s) specialty. Clinical psychology
does not seem to show interest in mov-
ing away from treatment models that do
not reach people. Could we turn some
or more of our mental health profession
to problems i have outlined here? our
psychotherapy research and debates
aside, this is so much it seems like ‘an
emperor’s new clothes’ situation. imag-
ine if we turned our research and clinical
turrets to people in need on a scale that
not only made a difference to individu-
als but to the burdens experienced by
their families and society at large. Per-
haps i am expecting too much from our
discipline. Public Health is probably
more relevant.”

We recently discussed this seeming “dis-
connect” between the potential contri-
butions of psychology (and psychiatric
mental health nursing) and the docu-
mented worldwide need for mental
health services, with Dale Smith, Profes-
sor of Military Medicine & History at the
uniformed Services university (uSu).
Dale pointed out that for WHo to issue
such a report, international scholars and
public health officials had undoubtedly
been seriously discussing this situation
for at least a decade, if not longer. He
asked: Was our collective failure to act a
reflection of our lack of political will?
that is, do we really know what we
should do, but we have consciously de-
cided not to expend the financial, pro-

fessional, and political capital necessary
to successfully engage? or, in the alter-
native, is this the type of complex situa-
tion where we genuinely do not know
how to address such a compelling need?
He suggested that if it were the latter,
perhaps the next step should be the de-
velopment of a comprehensive research
strategy exploring what efforts have
been attempted in the past and why
have they not been successful. Signifi-
cant change always takes time; often
more than one would anticipate.

unique Interprofessional 
Training experience
at uSu, psychology and nursing grad-
uate students can join with fourth-year
medical students in participating in an
intensive five-day field training exercise
in the mystical country of Pandakar (lo-
cated in the woods of rural Pennsylva-
nia). “Bushmaster gave us a unique
opportunity to hone our skills in a de-
ployed setting in three primary roles. in
the Combat Stress Control (CSC) team
role, we immersed ourselves in the Pan-
dakar setting and visited each platoon to
conduct a unit needs assessment
(una). this required us to engage with
each platoon’s security team, obtain
buy-in from their leadership, and build
rapport with their unit members to learn
how we could best help them. in the
Combat and operational Stress Control
(CoSC) clinic role, we established an in-
dependent clinic in Pandakar and pre-
pared to accept all types of combat stress
casualties for treatment or medevac. Fi-
nally, in our ‘real world’ Bushmaster
role, we engaged countless participants
(to include moulage artists, actors, fac-
ulty, and military leadership) to build
morale with assistance from our mascot,
Panda Pauli. as future leaders and
providers in mental health, Bushmaster
gave us a glimpse into our deployed role

continued on page 101



101

that would be impossible in any other
educational setting. not only did it help
prepare us for future clinical care, but it
also gave us an opportunity to educate
other students on the importance of sup-
porting our troops’ mental health and
morale needs downrange” [Michelle
Binder, Capt., uSaF; Psychiatric Mental
Health Practitioner graduate student]. 

aloha

references
World Health organization. (2002). Pre-

vention and promotion in mental health.
retrieved from http://www.who.int/
mental_health/media/en/545.pdf 

Find the Society for the Advancement of 
Psychotherapy at

www.societyforpsychotherapy.org

http://societyforpsychotherapy.org/
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Your board of directors
hard at work!
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Publications and Communications
Board Chair Laurie Heatherington, 
and Diversity Domain Representative
Lavita Nadkarni

Council Representatives Libby Nutt
Williams and Lillian Comas-Diaz 

with Diversity Domain 
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When i was in gradu-
ate school, the Scien-
tist-Practitioner Model
was every clinical psy-
chologist’s ideal. We
were trained to appre-
ciate, understand, and
actually do research

following the lines of the Boulder Model
(1949 Conference). in 1973, a new clini-
cal psychology training model was pro-
posed at the Vail Conference on
Professional training in Psychology. the
Practitioner-Scholar model placed more
emphasis on clinical practice. over the
next 45 years, these two models of train-
ing produced psychologists with either
PhD or PsyD degrees. While both mod-
els value both science/scholarship and
practice, the emphasis of the models has
tended to direct psychologists towards
one or the other. Market forces rein-
forced these silos.

in my early life as a professional psy-
chologist, at a counseling center housed
in a major women’s and children’s hos-
pital, we saw patients, trained students
and residents, and had time to do our
own research. Within a decade, how-
ever, the pressure to produce greater
“billables” increased to the point where
research was squeezed out and finally
the training program’s funding was cut.
like so many of my colleagues, i then
moved into independent practice and no
longer engaged in anything but clinical
work, with an occasional cameo appear-
ance as a teacher. 

this was a sad loss to those of us who
had created a program that seemed to
embody the Boulder Model and valued

the Vail Model. independent practice
can be isolative and unless you try very
hard, there is a tendency to settle into
doing what you have been doing and no
longer seek new information (editors’
Note: For more on the ethical implica-
tions of this, see Barnett & Corcoran’s
piece on “Competence, Ethical Practice,
and going it alone,” in this issue).

our story is not at all unusual. in their
2015 article, leJeune and luoma noted
that

most clinical psychologists work in
private fee-for-service settings with
little, if any, opportunity to engage
in psychological research. the bulk
of psychological research is pro-
duced by a small minority of psy-
chologists working primarily in
academic settings removed from
clinical practice. (norcross &
Karpiak, 2012). (p. 421)

leJeune and luola (2015) propose one
interesting solution, outlined in their ar-
ticle, but for those of us who are settled
into solid clinical practices, there is an-
other option: the Society for the ad-
vancement of Psychotherapy (SaP)!

in our Division 29, the SaP, we have all
the elements of the profession: the clini-
cal practitioners, the researchers, the ac-
ademics, the teachers, the mentors. We
are a home for clinical work in all its di-
mensions, and particularly welcome stu-
dents and early-career psychologists.

So why join?

First, and this is a boon for everyone, it’s
a really good deal. Membership dues are

memBerSHIP

Why Join?

Rosemary Adam-Terem, PhD
Honolulu, HI

continued on page 105
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low, thanks in large part to the success
of our journal Psychotherapy (see below)
and it is not necessary to be a member of
aPa to be a member of the SaP.

Second, why not be a member? isn’t it
your civic duty? But seriously…

if you are a student, you can interact
with the people whose books you have
been reading in school, and with others
at various career stages. We have live
opportunities to do this at Convention
every year with our “lunch with the
Masters” events where students not
only get a free meal, but also the chance
to talk with a range of senior psycholo-
gists. there are also grants and awards
for student members. We like to encour-
age students to be on all our committees,
and we have a dedicated student posi-
tion on the SaP Board. We’re friendly!

For early-career psychologists (ECPs),
the SaP has grants and awards, mentor-
ship programming, and, again, the op-
portunity to be side-by-side with
esteemed senior colleagues. We have a
dedicated Board position for ECPs as
well, and actively seek their input on all
our committees. For more on ECP is-
sues, join the ECP listserv, check leigh
ann Carter’s (2017) take on benefiting
from membership, or see rayna
Markin’s (2017) article on mentoring. We
really are friendly.

Mid-career psychologists who might oth-
erwise be isolated in their professional
silos can come together and share their
work. Clinicians talk with researchers, re-
searchers talk with teachers, and we thus
recreate the integrated model of scien-
tist/scholar and practitioner. 

our senior psychologists also benefit
from membership in the Society, often
by giving mentorship and role modeling
to their colleagues. no matter how sen-

ior you are, you also learn from the up-
coming generation of psychologists and
it is great to see the pipeline in action
(editors’ Note: and, should you be con-
sidering closing a private practice or re-
tirement, see o’leary, 2018, or tom
Barrett’s article on “retirement Myths”
in this issue). 

in his presidential column for the Bulletin
(2018), Michael Constantino congratu-
lated the winners of all the Society’s
awards and honors. the list is truly im-
pressive and hopefully inspiring. 

all members of the Society have the ad-
vantage of receiving our quarterly jour-
nal Psychotherapy. it is a great resource
and an esteemed place to publish. the
Psychotherapy Bulletin is the other official
publication of the Division of Psy-
chotherapy. it serves as the primary
communication with members and pub-
lishes short articles and official notices
from the Society. 

Finally, the Society has two delegates to
the aPa Council of representatives, the
governing body of the association, and
as such represents the voice of psy-
chotherapy in all its forms at the na-
tional level.

So please join or renew your member-
ship and encourage others to join too.

references
Carter, l. a. (2017). looking ahead in the

new year: How you can benefit from
your Society membership in 2017. Psy-
chotherapy Bulletin, 52(1), 32-34.

Constantino, M. (2018). President’s col-
umn: thank you, Division 29 friends
and colleagues. Psychotherapy Bulletin,
53(3), 2-4.

leJeune, J. t., & luoma, J. B., (2015). the
integrated scientist-practitioner: a
new model for combining research
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and clinical practice in fee-for-service
settings. Professional Psychology: Re-
search and Practice, 46(6), 421–428. 

Markin, r. (2017). new mentoring hour
program for early career psychologists:

getting mentorship one hour at a
time. Psychotherapy Bulletin, 50(2), 54-55.

o’leary, M. (2018). Closing a private
practice. Psychotherapy Bulletin, 53(3),
12-16.

$10,000 To SuPPorT reSearcH aND reSearcH-BaSeD
ProJecTS To ImProVe THe lIVeS oF caNcer PaTIeNTS

aND/or 
caNcer SurVIVorS THrougH PSYcHologY

the alice F. chang cancer Wellness grant was made possible by the 
generosity of the academy for Cancer Wellness, inc., a non-profit organization
established in 1995 by alice F. Chang, along with John J. Welker and his wife,
the late gertrude Welker. its purpose is to provide support for cancer patients,
as well as for their family and friends.

the alice F. chang cancer Wellness grant will be awarded to a graduate 
student in 2019.

applicants from arizona and new Mexico are encouraged to apply.

applicants must:

n Be a graduate student in psychology

n Be affiliated with a nonprofit charitable, educational, or scientific 
institution, or governmental entity operating exclusively for charitable 
and educational purposes.

See our website for more information
http://www.apa.org/apf/funding/chang.aspx

Click here to apply for this grant:
https://www.grantinterface.com/Home/logon?urlkey=apa&

the deadline for applications February 1, 2019.
Please feel free to distribute this call as you see fit. 

APF welcomes applicants with diverse backgrounds with respect to age, race, color,
religion, creed, nationality, disability, sexual orientation, gender, and geography.

alIce F. cHaNg caNcer WellNeSS graNT
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Psychotherapy
call for Papers: ethics in Psychotherapy 

Ethics seems ubiquitous for psychotherapists. it is infused into our training, we are tested on
it to become licensed, and we each strive to be ethical in our professional roles, whether mo-
tivated by doing the best possible for those we serve or by a desire to avoid complaints against
us. But, ethics is about so much more than just reading and attempting to follow the ethics
code of one’s profession and not falling below minimal expectations for our behavior. in each
of our professional roles, to include those of psychotherapist, educator, clinical supervisor,
consultant, and researcher, myriad ethics issues, challenges, and dilemmas arise. How to pre-
pare for and best to respond to these ethical gray areas is every psychotherapist’s ongoing
challenge. Providing the latest thinking and research on ethics, ethical decision-making, and
ethical practice, to guide psychotherapists, psychotherapy researchers, and those in training
for these roles will be a valuable contribution for psychotherapy professionals and those they
serve in their varied professional roles. 

Psychotherapy invites manuscripts for a special issue on ethics in Psychotherapy. the goal of
this special issue is to share the latest thinking and research findings on ethics in psy-
chotherapy, broadly defined. rather than being proscriptive, the goal for the articles in this
special issue is to expand our thinking on ethics and ethical practice in a thought-provoking
manner. all ethics issues relevant to psychotherapy practice, education, training, and research
are relevant for this special issue. articles may address more general ethics issues and chal-
lenges to include new ways of thinking about ethics in psychotherapy, new and innovative
ways of conducting ethics education and training, advances in ethical decision-making, and
ways of preventing ethical transgressions while promoting the highest possible quality of
services for those we work with in our professional roles. 

articles may address ethics in all areas of psychotherapy practice, education, training, and re-
search running the gamut from informed consent, confidentiality and privacy issues, com-
petence in general and with specific populations to include individuals from diverse
backgrounds, boundaries and multiple relationships, telepsychology and the use of social
media, personal challenges for psychotherapists and the role of self-care, to termination and
abandonment and so many others. Ethics challenges and dilemmas specific to the academic,
training, and research settings are welcomed such as, but not limited to, innovative teaching
methods to promote ethical practice and faculty-student relationship challenges, new ways
of integrating ethics training into clinical supervision and gatekeeper challenges faced by su-
pervisors, and guidance on psychotherapy research ethics issues and challenges. the use of
clinical examples or vignettes to illustrate points being made are strongly encouraged. if clin-
ical case material is reported, authors are required to state in writing (in both submission let-
ter and text of the manuscript) which criteria they have used to comply with the aPa Ethics
Code (i.e. specific informed consent, de-identification or disguise), and if de-identification or
disguise is used how and where it has been applied. alternatively, authors may note that the
case examples were created by the author and do not represent any individual clients known
to the author (i.e. amalgam). relevant sections of the aPa Ethics Code, practice guidelines,
and other sources of ethics guidance should be referenced and recommendations for changes
to them, when appropriate, should be made.

Prospective authors with questions about the suitability of a particular topic and to discuss
their ideas for articles prior to beginning work on their manuscript should feel free to contact
this special issue’s guest editor, Jeffrey E. Barnett, PsyD, aBPP at jbarnett@loyola.edu. Man-
uscripts should follow aPa style in keeping with the aPa Publication Manual (Sixth edition).
Manuscripts can be submitted through the journal’s electronic portal, under the instructions
to authors at: http://www.apa.org/pubs/journals/pst/. Please note in your cover letter that
you are submitting for this special issue. the deadline for submitting manuscripts for this
special issue is may 1, 2019.  

Visit the Division of Psychotherapy on the web at www.societyforpsychotherapy.org Click
on this link to unsubscribe from this list unSuBSCriBE

an email will automatically open with “unsubscribe” in the subject area. Just Send the mes-
sage, as is, to unsubscribe from this list.
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Brief Statement about the grant:
the norine Johnson, Ph.D., Psychotherapy research grant, offered annually by the Soci-
ety for the advancement of Psychotherapy to Early Career Psychologists (within 10 years
post earning the doctoral degree), provides $10,000 toward the advancement of research
on psychotherapist factors that may impact treatment effectiveness and outcomes, in-
cluding type of training, amount of training, professional degree or discipline of the psy-
chotherapist, and the role or impact of psychotherapists’ personal characteristics on
psychotherapy treatment outcomes.

eligibility
Early Career Psychologists (doctoral-level researchers who are within 10 years post earn-
ing the doctoral degree) with a successful record of publication are eligible for the grant. 

Submission Deadline: april 1, 2019

request for Proposals
NorINe JoHNSoN, PH.D., PSYcHoTHeraPY reSearcH graNT 

for early career Psychologists

Description
this program awards grants to early career psychologists (ECPs) for research on psy-
chotherapist factors that may impact treatment effectiveness and outcomes, including type
of training, amount of training, professional degree or discipline of the psychotherapist,
and the role or impact of psychotherapists’ personal characteristics on psychotherapy
treatment outcomes.

Program goals
n advance understanding of psychotherapist factors that may impact treatment effec-

tiveness and outcomes through support of empirical research
n Encourage researchers with a successful record of publication to undertake research

in these areas

Funding Specifics
one annual grant of $10,000 to be paid in one lump sum to the researcher, to his or her uni-
versity’s grants and contracts office, or to an incorporated company. individuals who re-
ceive the funds could incur tax liabilities (see Additional Information section below).

eligibility requirements
n Early Career Psychologists (Doctoral-level researchers who are within 10 years post

earning the doctoral degree). note: applications by investigators who are not ECPs will
not be considered.

n Demonstrated competence in the area of proposed work
n irB approval must be received from the principal investigator’s institution before fund-

ing can be awarded if human participants are involved
n the selection committee may elect to award the grant to the same individual or research

team up to two consecutive years
n the selection committee may choose not to award the grant in years when no 

suitable nominations are received
n researcher must be a member of the Society for the advancement of Psychotherapy.

Join the society at http://societyforpsychotherapy.org/

evaluation criteria
n Conformance with goals listed above under “Program goals”
n Magnitude of incremental contribution in topic area
n Quality of proposed work
n applicant’s competence to execute the project
n appropriate plan for data collection and completion of the project

2019 NorINe JoHNSoN PSYcHoTHeraPY 
reSearcH graNT For 

earlY career PSYcHologISTS

continued on page 109
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Call for Nominations, continued

Proposal requirements for all Proposals (please submit as a single pdf)
n Description of the proposed project to include title, goals, relevant background, target

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

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

n a 300-word biosketch that describes why your experiences and qualifications make
you suited for successfully carrying out this research proposal.

n timeline for execution (priority given to projects that can be completed within 2 years)
n Full budget and justification (indirect costs not permitted), which should take up no

more than 1 additional page (the budget should clearly indicate how the grant funds
would be spent)

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

additional Information
n after the project is completed, a full accounting of the project’s income and expenses

must be submitted within six months of completion
n after the project is completed, recipients will submit a practitioner-friendly summary

of the research for publication in Psychotherapy Bulletin and/or the website of the Soci-
ety for the advancement of Psychotherapy. this summary is meant to not conflict
with or duplicate publication in a research journal, but rather is meant to inform Soci-
ety membership and the public about the research in a way that translates the re-
search in a practice-friendly way. 

n grant funds that are not spent on the project within two years of receipt must be returned
n When the resulting research is published, the grant must be acknowledged by a foot-

note or author’s note in the publication
n all individuals directly receiving funds from the Society for the advancement of Psy-

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

Submission Process and Deadline
n all materials must be submitted electronically in a single pdf document at the same

time
n all applicants must complete the grant application form, in MSWord or other text for-

mat. this document can be found on the Society for the advancement of Psychother-
apy website: www.societyforpsychotherapy.org   the application must be submitted
at the same time as the supporting materials, but in a separate MSWord (or other text
format) document.

n the proposal should include a cover sheet to include the name of the principal inves-
tigator and complete contact information (address, phone, fax, email)

n Submit all required materials for proposal to: tracey a. Martin in the Society for the
advancement of Psychotherapy (Division 29 of aPa) Central office,
assnmgmt1@cox.net

You will receive an electronic confirmation of your submission within 24 hours. if you do
not receive confirmation, your proposal was not received. Please resubmit.

Deadline: April 1, 2019

Questions about this program should be directed to the Society for the advancement of
Psychotherapy Science and Scholarship Domain representative (Dr. Susan Woodhouse at
woodhouse@lehigh.edu), or tracey a. Martin in the Society for the advancement of Psy-
chotherapy (Division 29 of aPa) Central office, assnmgmt1@cox.net.

2019 Norine Johnson Psychotherapy Research Grant for 

Early Career Psychologists, continued
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Brief Statement about the grant Program
the Charles J. gelso, Ph.D., Psychotherapy research grants, offered annually by the Society
for the advancement of Psychotherapy to graduate students, predoctoral interns, post-
doctoral fellows, and psychologists (including early career psychologists), provide three
$5,000 grants toward the advancement of research on psychotherapy process and/or 
psychotherapy outcome.

eligibility
all graduate students, predoctoral interns, postdoctoral fellows, and doctoral-level re-
searchers with a promising or successful record of publication are eligible for the grant. the
research committee reserves the right not to award a grant if there are insufficient submis-
sions or submissions do not meet the criteria stated.

Submission Deadline: april 1, 2019

request for Proposals
charles J. gelso, Ph.D. grant 

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

Program goals
n advance understanding of psychotherapy process and/or psychotherapy outcome

through support of empirical research
n Encourage talented graduate students towards careers in psychotherapy research
n Support psychologists engaged in quality psychotherapy research

Funding Specifics
three (3) annual grants of $5,000 each to be paid in one lump sum to each of the researchers
who receives the award, to the researcher’s university’s grants and contracts office, or to an
incorporated company. individuals who receive the funds could incur tax liabilities. 

a researcher can win only one of these grants (see Additional Information section below).

eligibility requirements
n Demonstrated or burgeoning competence in the area of proposed work
n irB approval must be received from the principal investigator’s institution before 

funding can be awarded if human participants are involved
n the same project/lab may not receive funding two years in a row
n applicant must be a member of the Society for the advancement of Psychotherapy 

(Division 29 of aPa). Join the Society at http://societyforpsychotherapy.org/

evaluation criteria
n Conformance with goals listed above under “Program goals”
n Magnitude of incremental contribution in topic area
n Quality of proposed work
n applicant’s competence to execute the project
n appropriate plan for data collection and completion of the project

Proposal requirements for all Proposals (please submit as a single pdf)
n Description of the proposed project to include, title, goals, relevant background, 

target population, methods, anticipated outcomes, and dissemination plans: not to ex-
ceed 3 single-spaced pages (1 inch margins, no smaller than 11-point font)

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

n a 300-word biosketch that describes why your experiences and qualifications make
you suited for successfully carrying out this research proposal.

n timeline for execution (priority given to projects that can be completed within two years)

2019 cHarleS J. gelSo 
PSYcHoTHeraPY reSearcH graNTS

continued on page 111
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Call for Nominations, continued
n Full budget and justification (indirect costs not permitted), which should take up no

more than 1 additional page (the budget should clearly indicate how the grant funds
would be spent)

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

n no additional materials are required for doctoral level psychologists who are not 
postdoctoral fellows

graduate students, predoctoral interns, and postdoctoral fellows should refer the sec-
tion immediately below for additional materials that are required.

additional Proposal requirements for graduate Students, Predoctoral Interns, and
Postdoctoral Fellows:
n graduate students, pre-doctoral interns, and postdoctoral fellows should also submit

the CV of the mentor who will supervise the work
n graduate students, pre-doctoral interns, and postdoctoral fellows must also submit

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

additional Information
n a full accounting of the project’s income and expenses must be submitted within six

months of completion
n after the project is completed, recipients will submit a practitioner-friendly summary of

the research for publication in Psychotherapy Bulletin and/or the website of the Society for
the advancement of Psychotherapy. this summary is meant to not conflict with or du-
plicate publication in a research journal, but rather is meant to inform Society member-
ship and the public about the research in a way that translates the research in a
practice-friendly way. 

n grant funds that are not spent on the project within two years must be returned
n When the resulting research is published, the grant must be acknowledged by a foot-

note or author note in the publication
n all individuals who directly receive funds from the Society for the advancement of Psy-

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

Submission Process and Deadline
n all materials must be submitted electronically in a single pdf document at the same time.
n all applicants must complete the grant application form, in MSWord or other text format.

this document can be found on the Society for the advancement of Psychotherapy website:
www.societyforpsychotherapy.org.  the application must be submitted at the same time
as the supporting materials, but in a separate MSWord (or other text format) document.

n the proposal should include a cover sheet to include the name of the principal investi-
gator and complete contact information (address, phone, fax, email)

n Submit all required materials for proposal to: tracey a. Martin in the Society for the 
advancement of Psychotherapy (Division 29 of aPa) Central office, assnmgmt1@cox.net

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

Deadline: april 1, 2019

Questions about this program should be directed to the Society for the advancement of
Psychotherapy Science and Scholarship Domain representative (Dr. Susan Woodhouse at
woodhouse@lehigh.edu), or tracey a. Martin in the Society for the advancement of 
Psychotherapy (Division 29 of aPa) Central office, assnmgmt1@cox.net.

2019 Charles J. Gelso Psychotherapy Research Grants, continued
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Society for the advancement of Psychotherapy
Distinguished award for 

the International advancement of Psychotherapy

Description
Concurrent with the mission of the Society for the advancement of Psychotherapy and its in-
ternational Domain and international affairs Committee, this award was established in 2017 in
recognition of individuals who have made distinguished contributions to the international ad-
vancement of psychotherapy.  award recipients receive an honorarium of $1,000 and an award
certificate from the Society at the Society’s awards ceremony at the aPa annual Convention.

eligibility
the criteria for receipt of this award are broadly defined as significant and sustained contri-
butions to the international advancement of psychotherapy which is consistent with the in-
ternational dimension of the Society’s mission, i.e., the Society is an international community
of practitioners, scholars, researchers, teachers, health care specialists, and students who are
interested in and devoted to the advancement of the practice and science of psychotherapy.
given below are the specific requirements in order to receive the award: 

1. Membership in the Society for the advancement of Psychotherapy (including international
members who are non-aPa Member affiliates).

2. Sustained and significant contributions to the international advancement of psychotherapy
in practice, research and/or training in psychotherapy.

3. these contributions must be in the international arena and a significant part of the c
ontribution must be within the division or the contributions should represent a signifi-
cant collaboration with individuals from the international community and promotes the
ideas and practices of that community.

How to apply
application materials should include:
1. a nomination letter outlining the nominee’s contributions to the international advance-

ment of psychotherapy (self-nominations are welcomed).
2. two or more supporting letters
3. a current Curriculum Vitae.

Submit applications to Michael Constantino, at mconstantino@psych.umass.edu, by mid-
night, January 31, 2018. incomplete or late application packets will not be considered.

$1,600 aPF/Division 29 early career award
this program supports the mission of aPa’s Society for the advancement of Psychotherapy
(Division 29) by recognizing Division members who have demonstrated outstanding prom-
ise in the field of psychotherapy early in their career.  

nominees should be a member of Division 29, be within 10 years post-doctorate, and will
be rated on:
• accomplishment and achievement related to psychotherapy theory, practice, research or

training

nomination requirements:
• nomination letter written by a colleague outlining the nominee’s career contributions

(self-nominations not acceptable)
• Current CV
• nominations must be submitted online

at  https://www.grantinterface.com/Home/logon?urlkey=apa&

Please see our website for more information: http://www.apa.org/apf/funding/div-29.aspx

Completed nominations should be submitted online by January 31, 2019. For questions,
please contact the SaP/Division 29 awards Chair, Michael Constantino, at mconstan-
tino@psych.umass.edu  

APF welcomes applicants with diverse backgrounds with respect to age, race, color, religion, creed, na-
tionality, disability, sexual orientation, gender, and geography.
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Name ___________________________________________ Degree ____________________
Address ___________________________________________________________________
City _______________________________________ State ________ ZIP________________
Phone _________________________________ FAX ________________________________
Email _______________________________________________
Member Type: q Regular     q Fellow     q Associate 
q Non-APA Psychologist Affiliate     q Student ($29)
q Check     q Visa      q MasterCard
Card # __________________________________________________ Exp Date _____/_____
Signature ___________________________________________

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

The Society for the Advancement of Psychotherapy’s Central Office,
6557 E. Riverdale St., Mesa, AZ 85215

You can also join the Division online at: www.societyforpsychotherapy.org

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

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

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

SOCIETY  INITIATIVES
Profit from the Society initiatives such as 

the APA Psychotherapy Videotape Series, 
History of Psychotherapy book, and 
Psychotherapy Relationships that Work. 

NETWORKING & REFERRAL SOURCES
Connect with other psychotherapists so

that you may network, make or receive 
referrals, and hear the latest important 
information that affects the profession.

OPPORTUNITIES FOR LEADERSHIP
Expand your influence and contributions. 

Join us in helping to shape the direction of our
chosen field. There are many opportunities to
serve on a wide range of Society committees 
and task forces.

DIVISION 29 LISTSERV
As a member, you have access to our

Society  listserv, where you can exchange 
information with other professionals.

VISIT OUR WEBSITE
www.societyforpsychotherapy.org

MEMBERSHIP REQUIREMENTS: Doctorate in psychology • Payment of dues • Interest in advancing psychotherapy

If APA member, please 
provide membership # 

SOCIET Y FOR TH E AD VANC EMENT OF PSYCH OTH ERAPY
THE ONLY APA DIVISION SOLELY DEDICATED TO ADVANCING PSYCHOTHERAPY

M E M B E R S H I P  A P P L I C A T I O N
The Society meets the unique needs of psychologists interested in psychotherapy.

By joining the Society for the Advancement of Psychotherapy, you become part of a family of 
practitioners, scholars, and students  who exchange ideas in order to advance psychotherapy.
The Society is comprised of psychologists and students who are interested in psychotherapy.  

Although the Society is a division of the American Psychological Association (APA), 
APA membership is not required for membership in the Society.

JOIN THE SOCIETY AND GET THESE BENEFITS!



Society for the advancement of Psychotherapy (29)
Central office, 6557 E. riverdale Street, Mesa, aZ 85215

ofc: (602) 363-9211 • Fax: (480) 854-8966 • E-mail: assnmgmt1@cox.net

www.societyforpsychotherapy.org

PSYcHoTHeraPY BulleTIN
Psychotherapy Bulletin is the official newsletter of the Society for the advancement of 
Psychotherapy of the american Psychological association. Published online four times each year
(spring, summer, fall, winter), Psychotherapy Bulletin is designed to: 1) inform the 
membership of Division 29 about relevant events, awards, and professional opportunities; 
2) provide articles and commentary regarding the range of issues that are of interest to 
psychotherapy theorists, researchers, practitioners, and trainers; 3) establish a forum for 
students and new members to offer their contributions; and, 4) facilitate opportunities for 
dialogue and collaboration among the diverse members of our association.

Psychotherapy Bulletin welcomes articles, interviews, commentaries, letters to the editor, book re-
views, and SaP-related announcements. Please ensure that articles conform to aPa style; graphics,
tables, or photos submitted with articles must be of print quality and in high resolution. Complete
Submission guidelines and the online submission portal can be found at http://society forpsy-
chotherapy.org/bulletin-about/ (for questions or additional information, please email lynett.Hen-
dersonMetzger@du.edu with the subject header line Psychotherapy Bulletin). Deadlines for
submission are as follows: February 1 (#1); May 1 (#2); august 1 (#3); november 1 (#4). Past is-
sues of Psychotherapy Bulletin may be viewed at our website: www.societyforpsycho -therapy.org.
other inquiries regarding Psychotherapy Bulletin (e.g., advertising) or the Society should be di-
rected to tracey Martin at the the Society’s Central office (assnmgmt1@cox.net or 602-363-9211). 

Standing Committees, continued
Psychotherapy Practice
Chair:  Barbara Vivino, PhD
921 The Alameda #109
Berkeley, CA  94707
Ofc: 510-303-6650
E-mail: bvivino@aol.com

Psychotherapy Research
Chair:  Joshua Swift, PhD
Department of Psychology
University of Alaska Anchorage
3211 Providence Drive, SSB214
Anchorage, Alaska 99508 
Phone: 907-786-1726
E-mail: jkswift@alaska.edu

Social Justice
Linda Campbell, PhD
Dept of Counseling & Human Development
University of Georgia 
402 Aderhold Hall 
Athens, GA 30602
Ofc: 706-542-8508 Fax: 770-594-9441
E-mail: lcampbel@uga.edu

PUBLICATIONS BOARD
Chair: Laurie Heatherington, PhD, 2018
Dept of Psychology / Williams College
Williamstown, MA 01267
Ofc: 413-597-2442 | Fax: 413-597-2085
E-mail: laurie.heatherington@williams.edu

Lillian Comas-Diaz, PhD, 2014-2019
908 New Hampshire Ave., NW Suite 700
Washington, D.C. 20037
Ofc: 202-775-1938
E-mail: lilliancomasdiaz@gmail.com

Steven Gold, PhD, 2013-2018
Center for Psychological Studies
Nova Southeastern University
3301 College Ave
Fort Lauderdale , FL 33314
Ofc: 954-262-5714 | Fax: 954-262-3857

Publications Board, continued
Robert Hatcher, PhD, 2015-2020
Wellness Center / Graduate Center
City University of New York
365 Fifth Avenue
New York, NY 10016
Ofc: 212-817-7029
E-mail: rhatcher@gc.cuny.edu

Heather Lyons, PhD, 2014-2019
Department of Psychology – Loyola University Maryland
4501 N. Charles St.
Baltimore, MD 21210
Ofc: 410-617-2309
E-mail: hzlyons@loyola.edu

Terrence Tracey, PhD 2018-2023
College of Integrative Science & Arts / Arizona State University
446 Payne Hall, mc-870811
Tempe, AZ 85287-0811
Office: 480-965-6159
Email: Terence.Tracey@asu.edu

Brien Goodwin (2017-2019) – Student Representative

\EDITORS
Psychotherapy Journal Editor
Mark J. Hilsenroth, PhD, 2011-2020
Derner Institute of Advanced Psych Studies
220 Weinberg Bldg.
158 Cambridge Ave.
Adelphi University
Garden City, NY 11530
Ofc: (516) 877-4748 Fax (516) 877-4805
E-mail: hilsenro@adelphi.edu

Psychotherapy Bulletin Editor, 2014-2019
Lynett Henderson Metzger, JD, PsyD
University of Denver-GSPP
2460 South Vine Street
Denver, CO 80208
Ofc: 303-871-4684
E-mail: lhenders@du.edu

Internet Editor
Amy Ellis, PhD
Albizu University
2173 NW 99 Avenue
Miami, Florida 33172-2209
Ofc: 305-593-1223 x3233
E-mail: amyellisphd@gmail.com
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