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PRESIDENT’S MESSAGE

Innovative CBT Delivery
Model Being Rolled Out
in Ontario, Canada
Martin M. Antony,
Ryerson University

IT’S AN HONOR to continue
serving ABCT as president and
to contribute to this special
issue of the Behavior Therapist,
focusing on contemporary
issues in clinical training as
well as increasing access to
cognitive-behavioral therapy

(CBT) and related evidence-based treatments.
Consistent with the theme of this issue, this
column includes some exciting news that relates
to both training and access.

On March 3, 2020, the Government of
Ontario announced ongoing funding for Mind-
ability, a publicly funded, stepped-care, CBT-
based program for anxiety disorders (including
panic disorder, agoraphobia, generalized anxiety
disorder, social anxiety disorder, and specific
phobia), posttraumatic stress, obsessive-compul-
sive disorder, illness anxiety, and depression.
Previously known as the Ontario Structured Psy-
chotherapy Program, the program has been in
development and piloting both high- and low-
intensity1 services for the past 3 years. I have
served as the Provincial Clinical Lead of the pro-
gram since January 2019. We are delighted to be

1For the purposes of this initiative, “intensity”
refers to the level (e.g., frequency and duration)
of therapist contact.
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►Richard “Dick” Suinn
►Steven D. Hollon
Richard “Dick” Suinn, our 27th President, will be receiving the American
Psychological Foundation/American Psychological Association’s 2020
Gold Medal Award for Life Achievement in Psychology in the Public
Interest this August during their Annual Convention in Washington, D.C.
The citation acknowledges his outstanding lifetime contributions to cog-
nitive/behavior therapy, sport psychology and ethnic minority issues and
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p r e s i d e n t ’ s m e s s a g e

able to share the news that Mindability is
now officially part of Ontario’s new long-
term strategy for enhancing mental health
services across the province. Ontario has a
population of close to 15 million, and Mind-
ability is expected to provide services to
around 80,000 individuals per year when it
is fully implemented across the province. To
our knowledge, Mindability will be the
largest program of its kind in North Amer-
ica.

Mindability is based closely on England’s
successful national initiative, Increasing
Access to Psychological Therapies or IAPT.
Treatments are consistent with established
guidelines, including those from the United
Kingdom’s National Institute for Health
and Care Excellence (NICE) and Health
Quality Ontario. Clinicians in Mindability
are all from professions permitted by legisla-
tion to engage in the “controlled act” of psy-
chotherapy in Ontario, including social
workers, nurses, occupational therapists,
registered psychotherapists, and psycholo-
gists. As in IAPT, clients complete weekly
assessments to track progress, including
general measures of anxiety, depression, and
functional impairment, as well as measures
that assess core features of their main identi-
fied problem (e.g., posttraumatic stress,
social anxiety). Mindability is designed to be
a program that “learns” over time. As we
track more and more cases, our data will
highlight what is working and what needs to
be improved. We are currently in the
process of setting targets for wait times, out-
comes, and data completion rates, based in
part on the experience in IAPT.

Mindability is a stepped-care program.
The program begins with an assessment to
identify the presenting problem and inform
decisions regarding treatment. Most clients
begin the program at the first step, designed
to provide services with less intensive thera-
pist contact. Interventions at this step will
include clinician or coach-guided biblio-

therapy, clinician-supported online CBT,
and larger group-based interventions (e.g.,
psychoeducation classes). Clients who do
not respond adequately to this first step will
be “stepped up” to receive a full course of
face-to-face CBT, and some clients will start
with face-to-face CBT, depending on the
nature and severity of their presenting prob-
lems. In addition to collecting outcome data
weekly, occasional monitoring will continue
during a follow-up period. We want to
ensure that clients in the program are get-
ting better and staying better.

An important core principle underlying
Mindability is ensuring equitable access to
care. The expectation is that clients will be
able to enter the program in a number of
ways, including a referral from their primary
care physician, a referral from another clin-
ician, or through a self-referral (e.g., online,
using a toll-free phone number, or walk-in
to a clinic). Services will be offered both
during regular business hours, and during
evenings and weekends. The program will
be available in both of Canada’s official lan-
guages (French and English), and some ser-
vices will be offered in a range of other lan-
guages. We will also ensure that culturally
appropriate services are offered in Ontario’s
indigenous communities. Another principle
is “care close to home.” Compared to Eng-
land (which has around 430 people per
square km), Ontario (around 15 people per
square km) is very spread out. Mindability is
committed to ensuring that residents in
rural and remote areas can access our assess-
ments and treatments. A range of services
will be available face-to-face, by phone, and
online.

As in IAPT, all clinicians providing treat-
ment in Mindability will complete a com-
prehensive training program. Completion
of our training program is expected to take
up about a day per week for between 12 and
18 months, and includes a mix of online
courses (blended with live interactive com-

ponents), readings, and weekly clinical con-
sultation. Clinical consultation is expected
to continue after completion of the training
program. Clinicians take courses on the fun-
damentals of CBT as well as courses on
applying CBT to each of the problems tar-
geted in Mindability, based on established
protocols. All courses were developed col-
laboratively by education specialists and
content experts (including a number of
individuals who developed the widely dis-
seminated treatments being used). Over
time, we expect to introduce additional
training modules on topics such as motiva-
tional interviewing, transdiagnostic treat-
ments, and treating anxiety and depression
in the context of other problems (e.g., sub-
stance used disorders, autism spectrum dis-
orders).

To summarize, some of the core features
of Mindability include a stepped-care struc-
ture to ensure that the largest number of
people can access high-quality care in the
most cost-effective way, evidence-based
assessments and treatments for some of the
most common psychological problems,
weekly assessments to inform therapy and
assess outcomes, and a rigorous training and
consulting program for all participating
clinicians. We look forward to replicating
the success of IAPT as we adapt it for the
Ontario context. I look forward to sharing
more about Mindability with ABCT mem-
bers as the program continues to develop
and expand.

. . .

The author is the Provincial Clinical Lead for
Mindability, which is the focus of this
column.

Correspondence to Martin M. Antony, Ph.D.,
Department of Psychology, Ryerson Univer-
sity, 350 Victoria Street, Toronto, ON, M5B
2K3, Canada; mantony@ryerson.ca
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IT IS MID-MARCH as I
write this and our focus
is on how we, as an orga-
nization, can support
you as we face the threat
from the COVID-19
and its potentially dev-
astating impact on the

health and safety of our membership, col-
leagues, family, friends, and, of course, the
ABCT central office staff. This threat
impacts how we do business and restricts
where we can travel or gather. New termi-
nology has entered our lexicon: social dis-
tancing. We are challenged to be nimble in
how we communicate and teach, and how
therapy is conducted—telehealth has
become a necessity complicated by lack of
legislation in some states or an understand-
ing of privacy laws.

Your leadership and staff are addressing
the situation by extending the deadline for
the 2020 Call for Papers; our Public Educa-
tion and Media Dissemination, with input
from the Board, crafted information on
how to help your anxious clients cope with
this threat; and staff are working with
members and convention committees to
organize free online presentations that
address tips on teaching remotely, things
you should know regarding telehealth, and

how to conduct exposure sessions via tele-
health, and whatever other suggestions we
get from the membership via the list serve.
Every effort will be made to assist members
during this pandemic. Special thanks to
member Dan Beck who presented our first
session on teaching remotely.

I am very proud of your ABCT staff. We
are developing new systems to keep the
work we are responsible for moving for-
ward with an eye to having coverage in the
central office even as conditions and infor-
mation change daily. We encourage you to
contact us via email as opposed to calling.
Every staff member can log on to our
system and work remotely; and we will do
our best to answer your queries as quickly
as possible. Opposite is a quick directory of
staff, their major responsibilities, and email
addresses.

A few highlights on the work we are
addressing now includes the annual finan-
cial audit, working with the World Confed-
eration of Cognitive and Behavioral Thera-
pies’ articles of incorporation, updating our
International pages on the website, and
refining the environmental scan that will be
used for the triannual strategic planning
retreat in addition to addressing trends
impacting all categories of membership.
We have posted the Outreach and Contin-

uing Education Manager position on our
list serve, job bank, and website. If you
know someone who would be a good addi-
tion to our staff, please encourage them to
contact me directly at mjeimer@abct.org

Staff members have been working
closely with the survey subcommittee of
the Task Force to Promote Equity, Inclu-
sion, and Access. If you haven’t already
done so, please be sure to complete their
survey.

Kate Gunthert, our Membership Issues
Coordinator, is gearing up efforts to pro-
mote ABCT’s Find a CBT Therapist in con-
junction with our Clinical Directory and
Referral Issues Committee on Wednesday,
April 22. All ABCT members who take
referrals or make them will be asked to post
our Find a CBT Therapist directory on
their personal Facebook page. We will
track to see if the effort increases traffic to
our site. Follow our list serve for updates.

We have to be smart. We have to be vig-
ilant. We have to be safe. There is no crys-
tal ball to let us know when a vaccine will
be available or when it is safe to gather
together again. In the meantime, your staff
and leadership will continue to think
proactively and creatively to keep your pro-
fessional home providing you with service
you depend upon and the information you
need to get us through this global health
crisis.

Stay safe, everyone. Until next time!

. . .

Correspondence to Mary Jane Eimer, CAE,
Executive Director, ABCT, 305 Seventh
Ave., Suite 1601, New York, NY 10001;
mjeimer@abct.org

AT ABCT

From Your Executive Director:
What Your Leadership and Staff
Are Working on to Serve You Better
Mary Jane Eimer, Executive Director

116 the Behavior Therapist

The leadership and staff are concerned both professionally and personally for our
members during this time of upheaval and constant change. As your professional
home, we are working to be nimble and to share resources we believe will help you
with your practice, especially with telehealth; teaching remotely; and offering
resources to share with your clients.
Please visit our website at www.abct.org and click: http://www.abct.org/Informa-
tion/?m=mInformation&fa=COVID19 for updates and resources.
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THIS ISSUE of the Behav-
ior Therapist is a special
collection of articles that
cover contemporary
issues in clinical training.
The first three articles dis-
cuss systematic ap-

proaches to dealing with paradigm shifts
that are currently occurring in our field,
including the expansion of access to care
through the training of master’s-level
mental health providers, the development
and implementation of detailed and uni-
form standards for clinical supervision,
and the adoption of value-based care
models in behavioral health reimburse-
ment. In each of these three cases, the field
is making much-needed movement toward
enhanced quality of care and access to such

care. Nevertheless, there are many unan-
swered questions about how to best trans-
late these often-lofty goals into practical
realities. This trio of articles addresses sev-
eral of these questions. The next two arti-
cles are written by clinical trainees and
cover two increasingly prominent clinical
training issues: the need for coordinated
programmatic support for trainees with
nonbinary gender identities and the unique
benefits and challenges of supervised clini-
cal training in settings utilizing very brief
treatment models. The issue ends with a
humorous piece about a provider who
signs up for a continuing education course
to advance his own clinical training but
gets a bit more than he bargained for.

This special issue is particularly notable
for its genesis. Typically, special issues are

planned several months (sometimes years)
in advance of publication and are heavily
shaped by the editors, who solicit articles
from experts in the respective topic areas or
cull from a pool of articles submitted in
response to a specialized announcement.
In contrast, this special issue is simply a
collection of articles that arrived in my
inbox during the first months of my editor-
ship that all converged on the same topic
area—how our field can respond to para-
digm shifts with thoughtful, deliberate, evi-
dence-based actions aimed at improving
clinical training and clinical service deliv-
ery. Taken together, I believe they provide
an interesting overview of several major
changes occurring in our field, as well as
conceptual frameworks and concrete tools
to address them. I hope that you find the
articles in this issue to be thought-provok-
ing, practically useful, and a springboard
for important discussions.

. . .

Correspondence to Richard LeBeau,
Ph.D., UCLA, 1285 Franz Hall, Box 951563,
Los Angeles, CA 90095; rlebeau@ucla.edu

MESSAGE FROM THE EDITOR

Introduction to the Special Issue:
Contemporary Issues in Clinical Training
Richard LeBeau, UCLA

DOCTORAL-LEVEL TRAINING has long been
considered essential for the practice of
health service psychology (HSP; American
Psychological Association [APA], 2011).
HSP has been defined as the “integration of
psychological science and practice in order
to facilitate human development and func-
tioning” (APA, 2015, p. 1). Although doc-

toral-level psychologists have been instru-
mental in the development and application
of effective services for a wide variety of
mental health issues (e.g., Barlow, 2014;
David et al., 2018), high rates (over 50%) of
mental disorders go untreated due to the
lack of qualified providers (Eisman et al.,
2018). Moreover, this shortage of providers

is projected to negatively impact access to
mental health care for the near future
(Health Resources and Services Adminis-
tration National Center for Health Work-
force Analysis, 2015).

It is theoretically possible that this
shortage could be addressed by increasing
the existing doctoral psychology work-
force; however, this is unlikely given the
time and cost necessary to produce doc-
toral-level psychologists. It is also possible
that this shortage can be addressed by
increasing the numbers of providers other
than HSP, such as master’s-level clinical
workers, counselors, and therapists. HSP,
however, brings a unique set of competen-
cies that are not found among other profes-
sionals, such as a strong scientific founda-
tion, the integration of science and practice
through evidence-based practice, and skills
in both psychodiagnostic assessment and
psychological intervention.

From a workforce perspective,
master’s-level HSP providers could help
alleviate this shortage. In this context, the
issue of the practice of psychology at the
master’s level—as opposed to strictly doc-
toral-level—has been discussed and
debated in a large number of psychology
conferences, councils, and task forces

Training Competencies for Master’s Programs
in Health Service Psychology
Lee D. Cooper, Virginia Polytechnic Institute & State University

Andrew Bertagnolli, Alliant International University–
San Francisco Bay Campus

Yevgeny Botanov, Pennsylvania State University–York

Janie J. Jun, Lyra Health

Helen Valenstein-Mah, University of Minnesota

Jason J. Washburn, Northwestern University Feinberg School
of Medicine

David Teisler, Association for Behavioral and Cognitive Therapies
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(Callahan, 2019; Campbell et al., 2018), but
with little resolution and actual implemen-
tation. However, in 2016, APA held the
Summit on Master’s Training in Psycho-
logical Practice to determine if APA
“should embrace the training of psycholog-
ical practitioners at the master’s level”
(APA Minority Fellowship Program, 2016,
p. 4). After reviewing the summit proceed-
ings, the APA Council of Representatives
voted to approve the creation of a system
for the education and training of master’s-
level providers in HSP (Worrell et al.,
2018). Additionally, they charged the APA
Board of Educational Affairs (BEA) with
developing an accreditation blueprint for
master’s-level health service psychology
(ML-HSP) training programs (APA BEA,
2019). Based on the blueprint, APA formed
the BEA/Board of Public Affairs Master’s
Health Service Providers Competencies
Task Force with a goal of delineating “a set
of professional competencies for students
completing a master’s-level program in
health service psychology and distinguish-
ing such from those of individuals trained
at the doctoral level” (communication with
Tim Cavell). As recently noted by Grus
(2019, p. 90), “there is little sense of what
competencies may be shared across sub-
fields within HSP at the master’s level.”
Hence, competency-based training guide-
lines for entry to practice with a terminal
master’s degree would go a long way
towards ensuring these providers are given
the skills necessary for the tasks they are
being asked to perform.

To help with this vitally important and
complex endeavor, the Academic Training
and Education Standards (ATES) commit-
tee of the Association for Behavioral and
Cognitive Therapies (ABCT) formed a
workgroup to develop a set of competen-
cies for the education and training of ML-
HSP providers. The goals of the ATES
include developing curricula and other
resources for teaching or supervision of
cognitive-behavioral assessment and ther-
apy; promoting educational standards
(curricula, competency standards) in train-
ing programs in psychology and for other
relevant settings and disciplines; and
acknowledging academic education and
training excellence. The workgroup (mem-
bers are the authors) held eight video con-
ferences July–December 2019, and a face-
to-face meeting of ATES held on
November 22, 2019, provided a review and
feedback. It is our hope that these compe-
tencies can inform, guide, and advance dis-
cussion, development, and implementa-

tion of competency-based approaches to
trainee learning.

Several consensus points guided this
effort. First, scientific knowledge should be
the foundation of education and training.
It is imperative that ML-HSP training be
infused with a scientific perspective as it
relates to practice, but not with the respon-
sibility to also produce science. Second, a
goal to develop a set of recommendations
for training competencies, rather than pre-
scriptive course or practicum require-
ments. Third, as a master’s-level degree is
typically completed through a 2-year pro-
gram, it is only reasonable that a subset of
all identified competencies (Fouad, et al.,
2009) can be learned and demonstrated.
Thus, we have attempted to identify the
competencies most necessary for effective
and safe delivery of mental health services
(see Table 1). The overall goal is to train
ML-HSP providers to have the knowledge,
skills, and attitudes needed to competently
deliver care in an applied clinical setting.
Accordingly, one purposeful omission in
this proposed set of competencies is
research skills. Fourth, the intended use of
these competencies would be across theo-
retical models and for transdiagnostic
client populations.

The overall goal of a ML-HSP work-
force is to help reduce the burden of mental
health problems through multiple means
and pathways, including the models and
aims of training and education for this
workforce. Hence, our aim was to develop
guidelines consistent with a competency-
based approach and a science-based orien-
tation that was compatible with major the-
oretical models and could be applied to a
broad range of mental health problems.

Training Competencies
Table 1 presents five core competency

domains for ML-HSP training. In each of
the five core domains, both general and
specific competencies are enumerated. The
core domains include scientific founda-
tions, common factors, assessment, inter-
vention, and professional values. The
essential competencies indicate the degree
of knowledge, skill, and attitudes expected
of ML-HSP trainees. The specific compe-
tencies describe the breadth and develop-
ment of knowledge, skill, and attitudes
expected within each essential competency.

Scientific Foundation Competencies
Scientific training provides the founda-

tion for ML-HSP because errors in deci-
sion-making and reasoning (i.e., cognitive

biases) are common across professional
disciplines, including mental health prac-
tice (e.g., treatment choice, misunder-
standing of a treatment’s efficacy; for a
review see Lilienfeld et al., 2014). Being sci-
entifically minded and able to demonstrate
core scientific competencies (Bieschke et
al., 2004) has the potential to safeguard
against biases that lead providerss to pro-
vide ineffective or iatrogenic care. While
the debate concerning the definition, spec-
ification, and assessment of scientific com-
petencies continues (e.g., O’Donohue &
Boland, 2012), consensus indicates it is
essential for mental health professionals
(e.g., Schaffer et al., 2013; Washburn,
2019). Simply speaking, to provide ethical
and effective care, ML-HSP trainees must
understand and apply (e.g., identify etiol-
ogy, select treatments, monitor progress)
science.

To achieve scientific competency,
trainees must be familiar with the skills of
basic interpretation of social science and
health statistics. For the array of problems
ML-HSP providers are likely to encounter,
a basic understanding of statistics is neces-
sary to provide ethical and effective care.
To choose an appropriate treatment, ML-
HSP trainees must be familiar with the
meaning of common statistics (e.g., p-
values and effect sizes), to ensure a treat-
ment is likely to be effective for their
clients. Furthermore, ML-HSP trainees
should be able to identify the limitations of
these statistics (e.g., p-values are sensitive
to sample size) and compare the utility of
statistics (e.g., p-values are less clinically
relevant than effect sizes). In addition to
competency in social science and health
statistics, ML-HSP trainees must demon-
strate basic competence in study design
and methodology to be able to effectively
interpret empirical literature relevant to
their clinical practice. Since study design
determines validity and reliability of find-
ings (e.g., etiology, assessment, treatment
efficacy), trainees must be able to under-
stand the strengths and limitations of study
design (e.g., randomized controlled trials
are the gold-standard for determining
treatment efficacy). However, degree of
validity (e.g., credible placebo-controlled
trials provide stronger evidence for efficacy
than no-treatment control groups) and
reliability (e.g., participant sampling tech-
niques) are highly dependent on method-
ology. One cannot expect a ML-HSP
provider to effectively choose from hun-
dreds of treatment options without under-
standing the scientific methods and
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designs employed to evaluate those treat-
ments.

Paramount to scientific competency is
the ability to integrate statistical and
methodological knowledge within the
greater scientific knowledge base. This
requires skills in thinking critically and sci-
entifically about evidence (e.g., under-
standing the difference between science
and pseudoscience). A critical/scientific
lens is key due to a checkered history of
mental health treatments, which is replete
with pseudoscience and iatrogenic treat-
ments (e.g., Lilienfeld, et al., 2015; Lilien-
feld, 2007). Similarly, emerging concerns
regarding replicability (e.g., Tackett et al.,
2017) and reliance on clinical trials that are
fraught with reporting errors, low-power,
inflated rates of significance, and weak
controls (Sakaluk et al., 2019), highlight a
need for scientifically minded practition-
ers.

Common Factor Competencies
Several factors that are common across

different intervention models have been
associated with improvement in symptoms
and functioning in people suffering from
mental health problems (Castonguay,
1993). For example, developing and main-
taining an optimal therapeutic alliance
between the client and provider is common
among all intervention models (Cuijpers et
al., 2019). Based on reviews of psychother-
apy outcome research, correlational evi-
dence (Cuijpers et al., 2019) indicates
approximately 30% to 50% of improve-
ment in psychotherapy is attributable to
common factors, whereas only 15% to 17%
is attributable to factors or “techniques”
that are specific to an intervention model
(Cuijpers et al., 2012; Lambert, 1992). Fur-
ther, common factors appear to actively
contribute to improvement in psychologi-
cal interventions, rather than simply serv-
ing as foundational conditions necessary
for specific factors to spur improvement (e
g., Solomonov et al., 2018). Common fac-
tors are often delivered along with specific
factors, and evidence suggests that they
likely act in combination to improve symp-
toms and functioning in psychological
interventions (de Felice et al., 2019). Table
1-B lists essential and specific competen-
cies for guidance for how to train ML-HSP
providers in developing the common fac-
tors necessary to be effective (e g., Cuijpers
et al., 2019).

Assessment Competencies
All successful treatments must begin

with thorough assessment in order to gain

an understanding of the client’s presenting
issues and to formulate a treatment plan.
ML-HSP training is encouraged to cover
the core assessment competencies identi-
fied in Table 1-C as: (a) diagnostic assess-
ments, (b) functional assessments, (c) case
conceptualization, (d) treatment planning,
and (e) measurement-based treatment.
ML-HSP trainees should approach assess-
ment with a scientific mind by using
empirically validated measures to inform
diagnoses, and developing functional
analyses of presenting problems. These will
then lead to an accurate case conceptual-
ization and effective and efficient treatment
planning through identifying which inter-
vention strategies should be applied to the
hierarchy of treatment targets (Antony &
Barlow, 2010). The importance of contin-
ual assessment throughout treatment
should be highlighted through the use of
ongoing measurement-based care in order
to inform the clinician and client how
progress, or lack thereof, is being made,
which can then lead to adjustment of care if
necessary (Scott & Lewis, 2015).

Intervention Competencies
Paramount to quality ML-HSP educa-

tion is training and attainment of skills in
evidence-based transdiagnostic interven-
tion strategies. Training in transdiagnostic
interventions is advantageous for the fol-
lowing reasons: First, there are high co-
occurring rates across many mental health
problems, with considerable overlap in
underlying vulnerabilities that can be
addressed with the same interventions
(Brown et al., 2001). Second, it alleviates
the impractical training burden that is
brought on by the expectation for ML-HSP
trainees to learn numerous single-disorder
treatment protocols.

The following seven broad transdiag-
nostic intervention strategies were identi-
fied, listed in Table 1-D, as key components
to various treatment protocols across dif-
ferent theoretical orientations: (a) motiva-
tion, (b) awareness, (c) distress tolerance,
(d) psychological flexibility, (e) decreasing
avoidance and increasing engagement, (f)
clarifying values, and (g) interpersonal
effectiveness. ML-HSP trainees should
understand the function and putative ther-
apeutic mechanism for each of these inter-
vention strategies in order to effectively
and flexibly apply them to each clinical
case.

Professional Values Competencies
In addition to competency in assess-

ment, transdiagnostic intervention, com-

mon factors, and a solid foundation in sci-
entific knowledge, an essential element in
training ML-HSP providers is a focus on
the development of professional values.
While training institutions may address
additional professional standards, three
fundamental values have been identified
within this domain: ethics (Table 1-E),
diversity and equity (Table 1-F), and inter-
disciplinary collaboration and professional
consultation (Table 1-G). Regarding ethics,
at a basic level, ML-HSP trainees should be
familiar with relevant ethics codes (e.g.,
APA, 2017) and state laws; training institu-
tions should also focus on educating
trainees in ethical “grey areas” they will
likely face as delivery methods evolve (e.g.,
providing assessment and psychotherapy
services via app-based platforms). At a
more fundamental level, ML-HSP trainees
should be trained in self-reflection (e.g.,
Cooper & Wieckowski, 2017) and deci-
sion-making processes to recognize and
address ethical dilemmas. Exposing
trainees to different ethical decision-
making models (Cottone & Claus, 2000)
and engaging in practice using these
models in their clinical work may help pre-
pare ML-HSP trainees to more systemati-
cally address ethical dilemmas as they
inevitably arise in clinical practice.

A dedicated focus on the values of
diversity and equity, with an emphasis on
training ML-HSP providers in cultural
humility, cultural competence, and advo-
cacy (Whaley & Davis, 2007) is essential for
ensuring that providers can address the
needs of diverse individuals with mental
health problems. Programs should educate
trainees on factors that may impact
providers’ clinical care with individuals
from minority groups (e.g., racial bias;
Garb, 1997) and provide training in the
essential “soft skill” of reflective practice to
increase self-understanding and insight
into providers’ potential blind spots and
areas of growth to ensure they are able to
provide culturally competent care
(Sandeen et al., 2018). Aligned with train-
ing in diversity is education in advocacy.
ML-HSP trainees should understand
social, economic, and cultural factors that
impact individuals’ ability to access and
engage in mental health treatment.
Providers should be educated on ways they
can advocate for individuals with mental
health problems as well as assist their
clients in self-advocacy.

Finally, preparing ML-HSP trainees to
engage in interdisciplinary collaboration
and seek professional consultation when
needed is an important element to their
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professional training. It is likely that many
ML-HSP providers will operate within an
interdisciplinary team (including psychia-
trists, nurse practitioners, doctoral-level
psychologists, social workers, occupational
therapists). Thus, ML-HSP trainees should
understand the unique role they can play
within a team-based approach to mental
health care as well as best practices for care
coordination and interdisciplinary prac-
tice. Finally, ML-HSP trainees should
understand and function within the
bounds of their scope of practice. They
should also be trained to self-reflect on lim-
itations in knowledge/competence, be
familiar with consultative resources and
seek outside consultation when needed,
including supervisors and interdisciplinary
team members.

Concluding Remarks
A major shift is occurring in HSP with

the promulgation of accreditation of ML-
HSP training programs. As the educational
and training communities respond to this
shift, it is vital that a set of competencies be
developed and disseminated in order to
guide trainee development and outcomes.

The competencies and recommendations
presented in the table and the above narra-
tives represent an effort to help in this
regard. The general position of this work-
group was to focus on providing a feasible
set of competencies commensurate with
entry-level practice of a ML-HSP provider.
We understand many competencies pro-
posed in the article have been well articu-
lated by prior workgroups or task forces (e
g., Fouad et al., 2009) and we don’t believe
this should be the final examination of
competencies for ML-HSP programs. Our
guiding boundary was to develop compe-
tencies that would reflect state-of-the-art
ML-HSP training. It is fully appreciated
and understood that these competencies
can and will likely be implemented selec-
tively and differentially across programs
based on their model, aims, objectives, out-
comes, and structure. For example, most
state licensing boards already require train-
ing in research methods and program eval-
uation for master’s-level providers. This
requirement is an ideal opportunity to
survey existing master’s-level programs for
ways to teach and assess scientific compe-
tencies. While there are numerous ways to

demonstrate competence (e.g., a traditional
paper-and-pen examination, including the
scientific basis of treatment choice in a case
report), our goal is to merely set the goals
while not prescribing the methods. Fur-
thermore, training programs may have to
rethink the structure of clinical supervi-
sion, the elective courses being offered, the
scope of training (e.g., types and severity of
disorders), and any additional didactic
training to meet these competencies.

ML-HSP competencies are of primary
importance for mental health consumers
and public perception; hence, our aim was
to specify the knowledge, skills, and atti-
tudes that will most likely result in high-
quality care and professionalism. While
this set of competencies has been reviewed
favorably by the members of ATES and is
in line with Callahan’s (2019) item
response analysis of recommended ML-
HSP competencies, future work will need
to include broader vetting of these domains
as well as assessing their utility for ML-HSP
programs. Despite any limitations, it is
hoped that the competencies presented in
this article will help guide those charged
with developing guidelines and regulations

t r a i n i n g c o m p e t e n c i e s



A. Scientific Foundations
1. Be knowledgeable and aware of statistics

2. Be knowledgeable and aware of research
methodologies

3. Attain skills in critical/scientific thinking

B. Common Factors
1. Attain skills in establishing and maintaining

an optimal therapeutic alliance
2. Attain skills in developing a collaborative

approach with clients
3. Attain skills in empathy, warmth, and

genuineness
4. Attain skills in positive regard and

affirmation
5. Attain skills in active listening and

communication

6. Attain skills in adaptation to relevant
individual and cultural variables

C. Assessment
1. Attain skills in diagnostic assessments

2. Attain skills in functional assessments

3. Attain skills in case conceptualization

4. Attain skills in treatment planning

5. Attain skills in measurement-based treatment

D. Intervention
1. Attain skills in increasing motivation

2. Attain skills in increasing awareness

3. Attain skills in increasing distress tolerance

4. Attain skills in increasing psychological
flexibility

5. Attain skills in decreasing avoidance
and increasing engagement

Be able to interpret, compare, and identify strengths/limitations of statistics (e.g., p-values
and effect sizes) in social science and health research.
Be able to interpret, compare, and identify strengths/limitations of study design (e.g., case
reports, pre/post trials, controlled trials, meta-analyses), especially regarding
strengths/limitations of validity and reliability, in social science and health research.
Be able to integrate evidence through a scientific lens about human behavior that
includes, but is not limited to, the role of learning, culture, physics, genetics, and biology.
Be able to recognize the difference between science and pseudoscience.

Be able to understand and respect who you work with while developing bonds and
expectations for treatment efficacy.
Be able to reach consensus on symptoms/diagnoses, goals, and understand and address
presenting problems. Be able to elicit and respond to feedback.
Be able to identify, understand, and communicate emotional experiences and perspec-
tives based on presenting problems.
Be able to experience and express acceptance/support. Be able to validate and normalize
experiences.
Be able to use appropriate and facilitative nonverbal (e.g., eye contact, facial expressions,
nonlexical encouraging utterances) and verbal cues (e.g., open-ended questions, clarifying
questions, summary statements).
Be able to adapt to varying developmental levels. Be able to adapt conceptualization and
approach so it is acceptable and consistent with variable perspectives (i.e., individual and
cultural).

Be able to select and administer empirically validated structured interviews, rating scales,
self-report measures, and collateral reports as relevant to presenting problems.
Be able to carry out functional analysis of presenting problems to understand the causal
and functional relationships among symptoms, triggers, emotions, thoughts, behaviors,
and consequences.
Be able to formulate an integrated case conceptualization based on science-based treat-
ment principles (e.g., cognitive-behavioral, psychodynamic) that link symptoms, prob-
lems, and life events and guide treatment plan development.
Be able to develop, collaboratively, an organized treatment plan with a hierarchy of treat-
ment targets that is appropriate for presenting problems and goals.
Be able to inform treatment planning and care on data collected throughout treatment.
Understand the validity and sensitivity to change of different measures. Utilize routine
outcome monitoring to inform treatment and adjust care as needed.

Be able to effectively present rationale for intervention target skills. Be able to help clients
resolve ambivalent feelings and insecurities that prevent change.
Be able to implement mindfulness interventions that increase awareness of thoughts,
emotions, and behaviors.
Be able to implement interventions that assist in effective management of emotional
experiences (e.g., relaxation exercises, acceptance, crisis management).
Be able to implement interventions related to cognitions (e.g., reappraise, reframe,
restructure, defuse/distance) to modify beliefs and gain insight.
Be able to help clients recognize thoughts and emotions as internal constructs that should
be acknowledged but should not be the basis of behavior. Be able to help clients construct
a hierarchy of feared situations for both situational, imaginal, and interoceptive items and
integrate into plan for exposure. Be able to help clients conduct exposures in order to
learn fear/anxiety tolerance and re-evaluate anticipated consequences. Be able to help
clients construct an activity schedule consisting of activities that bring pleasure and sense
of mastery. Be able to help clients learn relationship of engaging in the activities and their
mood.

Core Competency Specific Competencies

Table 1. Competencies for Master’s-Level Health Service Psychologists
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Be able to implement interventions that identify, clarify, and prioritize values and goals.
Be able to implement interventions that increase effective communication (e.g., assertive-
ness, validation).

Be familiar with clinical practice guidelines, relevant ethics codes, state laws, informed
consent process, record keeping guidelines and rules for conduct for professional prac-
tice.
Understanding of the limitations of various delivery methods of treatment.
Understanding limits of confidentiality. Understanding methods for assessing effective-
ness of intervention and using data in ongoing treatment planning.
Be able to use self-reflection for ethical dilemmas. Understand and use ethical decision-
making models.

Knowledge of relevant multicultural literature and APA guidelines.

Be able to practice appreciation and humility for individual differences and diverse popu-
lations. Understand disparities in receipt, retention, and outcomes in services among eth-
nically diverse populations. Understand cultural models.
Be able to reflect on potential blind spots. Understand the importance of commitment to
life-long development. Be able to practice cultural self-assessment.

Be familiar with the factors (e.g., social, economic, and cultural) that impact access to ser-
vices. Be able to identify specific barriers to help seeking or improvement. Be able to
assist in self-advocacy.

Understand the roles within interdisciplinary teams. Be familiar with best practices for
care coordination and interdisciplinary practice.
Be able to identify limitations in competencies and seek consultation when needed.
Be able to identify consultative resources.

6. Attain skills in clarifying values
7. Attain skills in increasing interpersonal

effectiveness

E. Professional Values - Ethics
1. Be knowledgeable and aware of ethical

principles, guidelines, conduct, and behavior

2. Attain skills in ethical conduct/behavior
across new, exploratory, or complicated
professional activities

3. Attain skills that improve ethical
decision-making

F. Professional Values – Diversity and Equity
1. Be knowledgeable and aware of cultural

competencies
2. Attain skills in cultural diversity

3. Attain skills in self-reflection and continued
learning

4. Attain skills in advocacy through knowledge
and awareness of health disparities/systemic
inequality

G. Professional Values – Interdisciplinary
Collaboration and Professional Consultation
1. Attain skills in interdisciplinary collaboration
2. Be knowledgeable and aware of competencies

Table 1 Continued

for ML-HSP programs, and ensure that
ML-HSP trainees are adequately equipped
to deliver effective and efficient services,
ultimately reducing the burden of mental
health problems.
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OFTEN DESCRIBED as the “signature peda-
gogy” of clinical psychology (Goodyear,
2007), supervision is a complex and multi-
faceted clinical activity drawing on multi-
ple distinct and interrelated competencies.
In the past two decades, progress has been
made in identifying the competencies cen-
tral to supervision (e.g., American Psycho-

logical Association, 2015; Association of
Social Work Boards, 2009; Falender et al.,
2004; Falender et al., 2016) and to cogni-
tive-behavioral supervision specificially
(e.g., Newman, 2010; Sudak et al., 2016),
which has fostered a growing awareness for
defining and promoting standards of
supervision quality in direct service con-

texts as well as training contexts (e.g.,
Mennen et al., 2018). Preconditions for the
development of robust models for high-
quality supervision involve not only estab-
lishing those standards, but also developing
corresponding measurement and monitor-
ing strategies to promote them. However,
despite emerging consensus on several
broad components of supervisory compe-
tency (e.g., diversity, ethics, establishment
of a supervisory working alliance), there is
currently no gold-standard measure that is
used to evaluate supervisory competencies.

There have been some systems
described in the literature for identifying
and measuring specific supervisory com-
petencies. For example, quality control fea-
tures have been implemented for commu-
nity supervisors seeking certification in the
evidence-informed service system Manag-
ing and Adapting Practice (MAP).

Why Become Board Certified?

• An ABPP is a trusted credential that demonstrates that psychologists have met their board’s specialty’s standards
and competencies

• Behavioral & Cognitive Psychology emphasizes an experimental-clinical approach to the application of behavioral
and cognitive sciences to understanding human behavior and developing interventions to enhance the human
condition

• Enhances practitioner credentials for health care agencies and patients
• Pay increases for psychologists at the DOD and the PHS
• Salary increases at VAs, some hospitals, and other health care facilities
• Facilitates license mobility in most states
• Enhances qualifications as an expert witness
• Helps facilitate applying to insurance companies’ networks
• Some hospitals and academic medical settings are now requiring board certification for approval of privileges
• Earn 40 CE credits from the ABPP once board certification is complete

3 Steps to Board Certification: 1. Submission of educational/training materials. 2. Review of a practice sample or
senior option (≥ 15 years of experience, there are alternatives for a practice sample). 3. Collegial, in-vivo exam.

• Application Fee Discounted Save $100: Graduate Students, Interns, and Postdoctoral Residents.
• Exams Conducted at APA and ABCT conferences, and other locations on a case-by-case basis.
• For more information about Board Certification: Free workshop at ABCT conference and free mentoring.
• Online application https://www.abpp.org/Applicant-Information/Specialty-Boards/Behvioral-Cognitive.aspx

Setting Standards for Supervision in a Clinical
Science Training Clinic
Danielle Keenan-Miller, Meredith Boyd,* Jonathan G. Westman,*
and Bruce F. Chorpita, UCLA

*denotes equal contribution



128 the Behavior Therapist

Prospective MAP supervisors working
within community mental health agencies
must pass a performance review that
includes self-evaluation of their own learn-
ing experiences and competencies as well
as supervisee ratings of their performance
on 15 supervisory competencies (West-
man, Daleiden, & Chorpita, 2019). How-
ever, these models have largely been spe-
cific to service provision contexts and
limited to the application of specific evi-
dence-based practices. There remains a
need for models that describe standards for
supervisors and corresponding measure-
ment practices within the context of gradu-
ate training clinics.

Although graduate training programs
are likely to vary somewhat in their key
supervisory competencies depending on
discipline and training model, there may be
some shared key strategies for articulating
and measuring supervisory standards. We
offer one example from the context of a
clinical science training program in psy-
chology, which includes both general com-
petencies as well as some that may be spe-
cific to a clinical science context. The
central tenet of the clinical science model is
that mental health care services need to be
grounded in science, and training in
research and in practice are seen as fully
integrated endeavors, with science at the
center of both pursuits (McFall, Treat, &
Simons, 2015). In this case study, we
describe the process by which we estab-
lished standards for supervisors in the con-
text of a graduate training clinic, detail our
operationalized standards and our mecha-
nisms for measuring and promoting them,
and provide a description of the subjective
impact of these new processes on supervi-
sors.

Methods
Context

The setting for the current project is a
university-based training clinic in which
students from the clinical psychology
Ph.D. program obtain assessment and psy-
chotherapy practicum experience prior to
internship. The clinic serves individuals
from the local community on a sliding-
scale basis for a wide array of presenting
concerns. The Ph.D. program has accredi-
tation from both the American Psycholog-
ical Association and the Psychological
Clinical Science Accreditation System
(PCSAS) and subscribes to a clinical sci-
ence model. In the clinic, this model is
embodied in several practices, including an
emphasis on training in evidence-based

assessment and psychotherapy practices,
use of routine outcome monitoring, regu-
lar integration of data collection for
research into clinic procedures (with client
consent), and critical evaluation of treat-
ment decisions utilizing both research and
local evidence. The training clinic is led by
the Clinic Director, an Associate Clinic
Director, and two full-time staff members,
in partnership with four tenure-track fac-
ulty and two graduate students on the
Clinic and Placements Committee. At pre-
sent, there are five tenured faculty who
supervise therapy services in the clinic and
an additional 43 supervisors from the com-
munity who, in exchange for providing
supervision, receive unpaid appointments
in the voluntary Clinical Faculty series and
access to the library and online library
resources. Approximately 40 students
receive practicum training at the clinic each
year, with specific training experiences
determined by the student’s year in the
program and training goals. First-year stu-
dents complete two comprehensive psy-
choeducational evaluations. In the second
year, students carry a caseload of one or
two individual adult cases and one child or
family case, and conduct intakes.
Advanced students carry caseloads ranging
from one to five therapy and/or assessment
cases.

The process of developing new stan-
dards for the initial appointment and
review of supervisors began in 2015. Prior
to that time, the guidelines for supervisory
appointments and renewals had been
guided by a document initially developed
in 1988. The document provided a fairly
limited description of the qualities supervi-
sors would be expected to possess: an area
of specialty needed by the clinic, 2 years of
experience following the Ph.D., and licen-
sure. The procedures for initial review
detailed only an unspecified screening by
the clinic director, recommendation by the
Clinic and Placements Committee, and a
vote by the full clinical area faculty. Review
and promotion were determined primarily
by the years since Ph.D., number of years of
service as a supervisor, and unique contri-
butions to the field for appointment as a
full clinical professor.

Although the general nature of these
criteria appeared to have the advantage of
providing significant latitude regarding
appointments, they ultimately led to the
proliferation of idiosyncratic criteria in
evaluating applicants who were seeking
initial appointment as a supervisor. There
was significant debate and little consensus
about how to weigh various aspects of the

backgrounds of potential supervisors,
including degree type, research history,
training history, and self-described
approach(es) to practice. For example, a
history of research productivity was a
factor heavily favored by many faculty in
making their decisions for initial appoint-
ment. This criterion both significantly lim-
ited the pool of potential supervisors in a
way that presented challenges for our
supervision-intensive program and also, at
times, obscured other indicators that a
supervisor might not be well aligned with
our training model. As a result, the existing
supervisory pool at the time this project
began included several supervisors whose
practice was a poor fit for the program’s
clinical science model (e.g., declined to uti-
lize any routine outcome monitoring mea-
sures, practiced using an exclusively psy-
choanalytic approach). Perhaps this is not
surprising given that a 2006 survey (Weiss-
man et al.) found that only 56% of psychol-
ogy Ph.D. programs, 33% of Psy.D. pro-
grams, and 38% of master’s in social work
programs met the gold standard of requir-
ing both didactic and clinical supervision
in at least one evidence-based practice
(EBP). Therefore, neither degree type nor
research history was an appropriate proxy
for having received training in EBPs or
using them as a primary form of practice.
Furthermore, supervision was not readily
recognized as an independent competency
at the time that the initial standards were
developed, and therefore expertise in this
essential domain was not a clearly defined
consideration. Finally, although students
routinely rated their satisfaction with
supervisors, there was no clear integration
of student ratings into the process of evalu-
ating and promoting supervisors.

The initial response taken to try to rec-
tify this growing awareness that supervi-
sion did not mirror the program’s clinical
science model was to attempt to recruit
additional members of the tenure-track
faculty to serve as supervisors. This
approach seemed most in line with clinical
science ideals, as students could directly
observe faculty actively integrating their
areas of research and clinical expertise
(McFall et al., 2015). We surveyed all fac-
ulty regarding perceived barriers and
advantages to supervising in the clinic and
attempted to identify additional faculty
supervisors. However, due to a combina-
tion of self-perceived boundaries of clinical
competency, personal preference, and
existing research and teaching commit-
ments, these efforts were ultimately unsuc-
cessful in yielding additional supervisors.
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At that stage, the Clinic and Placements
Committee members, along with the clinic
leadership, began to design procedures that
would allow us to better evaluate the fit of
community-based supervisors with the
competencies that the program at large had
defined as most important for clinical
training, and to monitor and encourage
continuous growth in the application of
these competencies.

Barriers
There were several important chal-

lenges that needed to be articulated and
surmounted in order for this process of
identifying and measuring supervisory
competencies to be successful (Levine et al.,
2017). An important philosophical barrier
was a lack of consensus among stakehold-
ers, including faculty, students, and clinic
administration regarding the central com-
petencies required for supervision in the
clinic. An important practical barrier to
identifying supervisors in line with the
clinical science model was the relative
paucity of graduates from clinical science
programs given that only 43 programs are
currently accredited by PCSAS (n.d.) and
the fact that individuals who are in
research-oriented positions often have
little time for clinical supervision of stu-
dents, particularly those who are affiliated
with a different institution. In addition,
there were organizational barriers, includ-
ing the need to develop screening and
review procedures that could be imple-
mented consistently and fairly, and at low
time and monetary cost for a fairly large
group of supervisors. It was also important
that any new procedures not create exces-
sive time demands for supervisors, who
serve in a volunteer capacity and are bal-
ancing their unpaid service to the clinic
with many other professional obligations.

Approach
In the process of developing the new

standards, we convened a workgroup of the
non-tenure-track clinic leadership and
tenured faculty on the Clinic and Place-
ments Committee to develop and cham-
pion these new standards to the full acade-
mic department. At multiple points
throughout the development and imple-
mentation process, we consulted with
other workgroups of stakeholders, includ-
ing focus groups with supervisors regard-
ing their reactions to these new processes
and review of student feedback on
strengths and challenges with current
supervisors (see Table 1 for full list of
strategies used).

Our first step was to identify the philo-
sophical and practical qualities that we felt
were essential for supervisors to possess.
This process led to the development of the
five standards:

1. Supervisors must take a clinical science
orientation to supervision and clinical
practice. Rather than conflating the clinical
science orientation with any one set of the-
oretical approaches, we determined that we
wanted supervisors who followed the
evolving evidence base (Chorpita, 2019)
and grounded their practice in scientific
epistemology (McFall et al., 2015). We
operationalized this to mean that a detailed
interview regarding supervisors’ practices,
including description of a recent case,
would indicate that supervisors’ clinical
decision making involved hypothesis test-
ing and disconfirmation through review of
relevant evidence (including research liter-
ature and case outcome data).

2. Supervisors must possess expertise in
one or more evidence-based treatment or
assessment models. We presented a broad
definition of how such expertise may be
demonstrated, including publication of
scholarly articles, invited or peer-reviewed
presentations related to the area of practice,
teaching of relevant coursework, board
certification, supervised experience and
coursework, and/or leadership roles in rel-
evant professional organizations. Further-
more, we articulated that supervisors
would ensure through proper evidence-
based assessment that their expertise was
appropriate to the case being supervised, in
keeping with clinical science’s focus on
basing treatment decisions on evidence
rather than strict adherence to a particular
set of practices (McFall et al., 2015).

3. Supervisors must have training and/or
experience with best practices in supervi-
sion. Recent guidelines for the practice of
supervision have highlighted the impor-
tance of formal education and training in
supervision (Falender et al., 2016). Given
that only a minority of graduate and
internship programs provide an opportu-
nity to receive supervised experience in
supervision (Lyon et al., 2008), we had to
take a broad view of experiences that might
qualify in this category, including course-
work, meta-supervised practice, or contin-
uing education of at least 6 hours duration
in the past 5 years. We also provided exist-
ing supervisors with at least 5 years of expe-
rience in the clinic additional time as
needed to obtain the formal training
described in this standard.

4. Supervisors must be licensed in the state
of California and possess a doctoral degree
in the field of clinical, counseling, or edu-
cational psychology, psychiatry, or a
related behavioral health degree.

5. Supervisors must commit to the process
of continuous growth through participa-
tion in quality review procedures:

(a) Supervisors must meet expectations
for the amount and type of supervision
provided on a weekly or by-case basis.
Supervisors of 1st years completing assess-
ments were expected to live-observe both
intakes and feedback sessions and to review
videotape of testing. Supervisors of 2nd-
year students were expected to watch their
trainee’s therapy session in full each week
and meet with the supervisee for 1 hour.
Supervisors of 4th- and 5th-year students
were generally expected to provide 1 hour
of supervision per trainee that includes
video review. In addition, all supervisors
were expected to provide thorough and
timely review of notes and reports, and reg-
ular review of routine outcome monitoring
measures.

(b) Supervisors were rated by super-
visees, with data reviewed by the clinic
director, on an annual basis. Supervisors
were required to maintain an average score
at or above the midpoint of the scale on
each dimension of the student annual eval-
uation of the supervisor.

(c) Supervisors must participate in a
review process (at least every 3 years or
when a minimum of three student evalua-
tions are gathered) that involves the super-
visor’s review of student evaluation feed-
back (de-identified and compiled by the
clinic director), and a self-evaluation of
strengths and areas for improvement,
including the setting of performance goals
for the next evaluation cycle.

Under these new guidelines, the initial
review of potential supervisors consisted of
a semistructured interview based on these
five standards conducted by at least one
member of the clinic administration and
one faculty member of the Clinic and
Placements Committee, in conjunction
with a review of a self-statement describing
one’s approach to practice and a curricu-
lum vitae. All other procedures regarding
faculty review and vote were retained from
the prior standards.

As alluded to in the fifth standard, we
recognized that recommendations for re-
appointment or promotion in the clinical
professor series would require data to both
monitor that the supervisors are indeed
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implementing the practices they described
during the period of initial appointment
and to promote ongoing growth and con-
tinual learning. In order to do that, we cre-
ated parallel self- and student-report forms
of 20 items drawn from the five standards
above and from best-practice consensus
guidelines for supervision (Falender et al.,
2016). Both versions use a 5-point Likert
scale to rate the frequency and level of skill
supervisors demonstrated when engaging
in key supervisory practices (1 = infrequent
or ineffective demonstration, 3 = active
implementation with room for growth, 5 =
consistent and expert demonstration).
Clinic staff have collected these supervisory
rating forms (SR-20; items shown in Table
2) from supervisees each year, and the
compiled data were reviewed by the clinic
director. Any supervisor with an average
score falling below the midpoint of the
scale on any item was reviewed by the
Clinic and Placements Committee, whcih
then recommended termination or reme-

diation. When the clinic director had
enough student feedback for a supervisor
to provide an anonymized aggregate (at
least three ratings), average scores on each
item as well as paraphrased qualitative
feedback were provided to the supervisor.
In conjunction with that student feedback,
supervisors were asked to complete a self-
evaluation on a parallel version of the 20
items and to identify three goals for the
upcoming training year. We determined
that we would not collect supervisors’ self-
evaluations due to concerns that review of
those scores would decrease supervisors’
willingness to identify and reflect on areas
of relative weakness, but we collected and
periodically reminded supervisors of the
goals they identified.

Results
Changes to the Supervisory Workforce

In the year prior to the creation of these
new supervisory standards in 2016, there

were 42 volunteer clinical faculty and five
tenured faculty supervising in the clinic.
Since the implementation of the new stan-
dards, an additional 20 supervisors have
been appointed. It should be noted that
these 20 additional supervisors were drawn
from a much larger pool of individuals who
contacted the clinic director to express an
interest in supervising, approximately half
of whom were determined not to meet our
supervisory standards. Over that same
period of time, 12 previous supervisors had
their appointments terminated due to lack
of fit with the new supervisory standards,
and an additional 17 supervisors resigned
from their positions for other reasons (e.g.,
retirement, relocation, new primary
employment, family and health reasons),
some of whom were both appointed and
resigned during the time since the creation
of the standards. At present, we have 43
volunteer clinical faculty and an
unchanged number of tenured faculty
supervising in the clinic.

Identify and prepare champions

Use advisory boards and workgroups

Revise professional roles

Alter incentive/allowance structures

Develop and implement tools for quality
monitoring

Audit and provide feedback

Implementation Strategy

Table 1. Implementation Strategies Used in Setting Supervisory Standards

Approach in ClinicDefinition of Strategy
(Powell et al., 2015)

Identify and prepare individuals who dedi-
cate themselves to supporting, marketing,
and driving through a strategy, overcoming
indifference or resistance that the interven-
tion may provoke in an organization

Create and engage a formal group of multi-
ple kinds of stakeholders to provide input
and advice on implementation efforts and
to elicit recommendations for improve-
ments

Shift and revise roles among professionals
who provide care, and redesign job charac-
teristics

Work to incentivize the adoption and
implementation of the clinical innovation

Develop, test, and introduce into quality-
monitoring systems the right input specific
to the innovation being implemented

Collect and summarize clinical perfor-
mance data over a specified time period
and give it to clinicians and administrators
to monitor, evaluate, and modify provider
behavior

Convened a workgroup of non-tenure-
track clinic leadership and tenured faculty
on the clinic committee to develop and
champion the new standards to the full
department

Consulted with various workgroups of
stakeholders throughout standard develop-
ment and implementation including super-
visors and students receiving supervision
in the clinic

Developed five standards for supervisors
aligned with the specific needs and model
of the clinic

Appointed new supervisors and promoted
existing supervisors based upon new stan-
dards

Created student feedback forms and super-
visor self-reflection forms with items
reflective of the five developed standards
and general supervisory competencies

Compiled student feedback forms to be
reviewed by the Clinic Director and Clinic
and Placement committee. Compiled
anonymized aggregated feedback data and
provided to supervisors.
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Supervisory Rating Form (SR-20)
The SR-20 was collected for 198 thera-

pist-supervisor dyads over the course of 3
academic calendar years between 2016 and
2019. Descriptive statistics for supervisee
responses are provided in Table 2. Mean
ratings were high for each of the items and
supervisees utilized the full range of
response options. Composite scores were
calculated for each of the SR-20 submis-
sions that did not contain missing data (N
= 151, M = 4.26, SD = .67). Reliability esti-
mates were conducted on composite scores
and yielded a Cronbach’s alpha value of .95
and an intra-class correlation coefficient of
.31, indicating that SR-20 has high internal
consistency and that 31% of the variance in
composite scores is accounted for by super-
visors.

Supervisor Responses
Current supervisors were asked to

anonymously provide their perspective on
receiving and incorporating feedback from
the students they supervise as well as com-
pleting self-assessment and goal setting. Of
the supervisors who responded to the
online survey (n = 20), 15 indicated that
they received a summary of SR-20 scores
completed by their supervisees. Of those
who received scores, 11 (80%) stated that
this feedback positively impacted the way
they supervise in the clinic. For example,
one supervisor said, “It has helped me to
address topic areas my supervisees felt were
lacking in supervision. In addition, the pos-
itive feedback has been validating and
rewarding, and made me feel my work has
benefitted the students and clients served at
the psychology clinic.” Another supervisor
reflected, “I have tried to focus more on
regularly reviewing data, doing role-plays,
and feedback to video observation.” Three
supervisors (20%) indicated that receiving
feedback was reinforcing but not did not
lead to behavioral change, with one com-
menting, “I have been encouraged by the
feedback. It has not given me much specific
new direction.”

Of the supervisors who shared their
perspective, 18 indicated that they com-
pleted the supervisor self-rating form and
19 indicated that they engaged in supervi-
sor goal setting. Of those who completed
the supervisor self-rating form, 16 (89%)
reported that this form of self-evaluation
positively impacted their supervision prac-
tice. For example, one supervisor stated,
“This has made me more aware of my
supervision style and think about ways to
improve. I have tried to be more Socratic
than didactic and let supervisees think

about their decisions.” Another supervisor
remarked, “I have become more focused on
tracking outcomes on multiple mea-
sures/variables.” Two supervisors (11%)
indicated that self-rating did not impact
the way they supervise, with one supervisor
responding that they were “pretty self-
aware of where supervision has gone well
and where I might do something better.”

Of the 19 supervisors who indicated
they engaged in goal setting, 17 (89%)
reported that it positively impacted their
supervision practices and two (10%) indi-
cated that goal setting did not influence
their supervision. For example, one super-
visor explained, “Goal setting was an
opportunity to select one area of my choos-
ing to target a specific area of supervision. I
was resistant as the process started as it felt
like a remediation even though it wasn't
presented in that way. But a year later, it
provided a useful time point for reflection
and review.” In contrast, another supervi-
sor said, “Did not find [goal setting] useful.
Always actively involved in supervision,
motivated to do my best. Goal setting
seemed [like] just some more paperwork.”

Discussion
We have drawn several conclusions

from this experience of designing and
implementing new supervisory standards
for a clinical science graduate training
clinic. First, we found that the process of
articulating supervisory standards and cor-
responding measurement tools was useful
both for the program and for our supervi-
sors. These standards have reduced ambi-
guity and increased consensus in our
process of supervisor appointment and
promotion. Importantly, most supervisors
reported positive reactions to these new
processes of self- and student-evaluation
and described making positive changes to
their supervisory practices as a result. We
attribute our ability to articulate and oper-
ationalize a successful set of standards for
supervisors to the process of involving
multiple stakeholders across various
phases of the development process. Addi-
tionally, we were able to design procedures
that placed relatively minimal burden on
both students and supervisors. Finally, we
found that it was feasible, even when rely-
ing on a volunteer supervisory workforce,
to set high standards for supervisory com-
petencies in line with a clinical science
model while retaining a sufficient number
of supervisors.

Findings from the student rating forms
and the supervisor survey indicate that

these other key stakeholder groups per-
ceive the outcome of this process in a posi-
tive light. Total SR-20 scores, as well as rat-
ings for most individual items, were
generally high. These findings are encour-
aging and suggest that, in sum, supervisors
are indeed engaging in the supervisory
competencies identified in the five stan-
dards. However, supervisees did use the full
scale across items. Given the overall high
ratings, lower scores for individual items
may be meaningful to supervisors. By
design, items are worded in a way that pro-
vides behavioral guidance for supervisors
seeking to improve their performance on a
given competency. This appears to be sub-
stantiated by the feedback collected from
supervisors, the majority of whom indi-
cated that receiving feedback via the SR-20
positively impacted their supervision prac-
tices. Of note, the item related to active
learning strategies (modeling, role-play,
rehearsal) received the weakest endorse-
ment. Active learning, specifically model-
ing and role-play, has been shown to be
predictive of subsequent supervisee skill
(Bearman et al., 2013), suggesting this set of
competencies is a particularly important
growth edge for our current supervisors
and should be encouraged at a program
level.

It is important to note that aspects of
both our process and our measurement
tools may not be applicable in other set-
tings. Most important, the competencies
we selected both for our standards and for
the supervisor rating form may not fit with
the model and goals of other programs,
even other programs in the clinical science
model. State-specific regulations about the
degree type and licensure status of supervi-
sors must also be taken into consideration.
In addition, the desire to reduce the mea-
surement burden on both students and
supervisors led to a fairly concise list of
measured competencies. Other programs
may find that greater specificity within cer-
tain competencies is required or desireable.
However, the notion that clear standards
should be used in supervisory appoint-
ments and that supervisory competencies
should be routinely measured may be
useful for a wide variety of settings irre-
spective of the specific competencies that
are foregrounded. Programs that rely pri-
marily or exclusively on tenure-track fac-
ulty for supervision may also face a differ-
ent set of challenges in incorporating
supervisory standards into existing evalua-
tion processes. We also recognize that we
are fortunate to be situated in a large, urban
area with a large pool of potential supervi-
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sors that enable us to have a high degree of
selectivity. Additionally, although we feel
optimistic about the utility of the SR-20 as
a quality control procedure and tool for
promoting supervisor growth, we caution
that it has not been validated against objec-
tive measures of supervision behavior
(such as coded observations) and recognize
that it is likely subject to some of the biases,
such as leniency bias, that are evident in
supervisors’ ratings of supervisees (Gon-
salvez & Freestone, 2007).

There are several goals for the supervi-
sory standards and evaluation process as it

moves forward. First, we plan to continue
program evaluation to ensure that we are
moving towards growth in supervisory
performance, both by improving within-
supervisor performance and by attracting
and retaining supervisors who excel in the
identified competency domains. Addition-
ally, we plan to examine the ways that
supervisors are meeting (or not) the criteria
and evaluate whether shifts need to be
made to the way in which these standards
are operationalized and measured. Finally,
we strive to use this data to identify system-
atic ways to support the ongoing and con-

tinuous growth of our supervisors on our
desired competencies.

In sum, the current project demon-
strates the feasibility, acceptability, and
utility of developing a set of standards and
corresponding measurement procedures
for supervisors practicing in the context of
a clinical science graduate training clinic.
Although the specific competencies mea-
sured and the procedures for doing so may
vary, program-specific adaptations of this
approach may prove useful in other clini-
cal settings. As greater empirical attention
is paid to the practice of supervision, we

1. Measuring and reviewing client outcomes to guide decision making.
2. Encouraging you to reference the research literature and/or evidence-based

resources to guide practice (e.g., review of relevant research; use of online
learning materials, written protocols, evidence-based manuals, structured
interviews or standardized assessment procedures).

3. Having a clearly articulated focus of each planned clinical activity (e.g., pur-
pose of this assessment is to inform what decision? Aim of this treatment
procedure is to address what target?)

4. Encouraging a hypothesis-testing approach to care delivery.
5. Assessing and ensuring your level of preparation prior to ending supervision
6. Collaboratively assessing and monitoring your competence and training goals,

identifying clear targets for ongoing supervisee growth (including supervisee
self-assessment and supervisor feedback).

7. Using role play, modeling, rehearsal, or other experiential exercises designed
to foster procedural knowledge and skill acquisition for identified supervisee
goals.

8. Observing directly (e.g., live or recorded observation) to provide behaviorally-
anchored feedback on competencies and identified supervisee goals.

9. Timely and thorough feedback on reports, case notes, and documentation.
10. Attending to the ethical and legal aspects of clinical practice including

appropriate boundaries, informed consent, and confidentiality.
11. Attending to contextual (e.g., age, socioeconomic, geographic, community,

and diversity) factors in clinical practice.
12. Clarifying and ensuring understanding of supervisee roles and supervisor

expectations (through a formal orientation, syllabus, or supervisory contract).
13. Attending to personal factors or emotions that may impact the therapeutic

work; inquiring about challenges, supervisee disengagement, or burnout;
creating an environment where you feel supported.

14. Creating a professional climate where you feel safe disclosing weak areas,
mistakes, challenges, or uncertainty.

15. Providing ongoing constructive feedback using labeled praise (including
encouragement of self-praise or peer praise).

16. Identifying problems with the supervisory relationship and addressing them
as appropriate.

17. Seeking out, reflecting on, and incorporating feedback from supervisees.
18. Dependability: comes to supervision on time and prepared
19. Accessibility: can be reached in times of crisis or when needed for clinical

questions or emergent concerns
20. Overall rating of supervisor

1 5 4.33 .98
1 5 4.58 .79

1 5 4.62 .77

1 5 4.40 .91
1 5 4.54 .85
1 5 4.41 .91

1 5 4.13 1.05

1 5 4.34 1.09

1 5 4.48 .89
1 5 4.83 .49

1 5 4.69 .69

1 5 4.33 1.01

1 5 4.55 .89

1 5 4.71 .77

1 5 4.61 .86

1 5 4.43 .97

1 5 4.46 .97
1 5 4.62 .89
1 5 4.63 .81

1 5 4.26 .63

Item

Table 2. Student Responses on the Supervisory Rating Form (SR-20)

Min Max Mean SD
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hope there will continue to be advance-
ments in the measurement of supervision
competencies that can inform future revi-
sions of these processes.

References
American Psychological Association.

(2015). Guidelines for clinical supervi-
sion in health service psychology. Ameri-
can Psychologist, 70, 33–46.
doi:10.1037/a0038112

Association of Social Work Boards.
(2009). An Analysis of Supervision for
Social Work LIcensure: Guidelines on
supervision for regulators and educators.
Culpeper, VA: Author. Retrieved from:
www.aswb.org/pdfs/supervisionjob-
analysis.pdf

Bearman, S.K., Weisz, J.R., Chorpita, B.F.,
Hoagwood, K., Ward, A., Ugueto, A.M.
& Bernstein, A. (2013). More practice,
less preach? The role of supervision
processes and therapist characteristics in
EBP implementation. Administration
and Policy in Mental Health and Mental
Health Services Research, 40, 518-529.
doi: 10.1007/s10488-013-0485-5.

Chorpita, B.F. (2019). What does ABCT
stand for? the Behavior Therapist, 42(4),
89-91.

Falender, C.A., Cornish, J.A., Goodyear,
R., Hatcher, R., Kaslow, N.J., Leventhal,
G.,… Grus, C. (2004). Defining compe-
tencies in psychological supervision: A
consensus statement. Journal of Clinical
Psychology, 60, 771-785. doi:
10.1002/jclp.20013

Falender, C. A., Grus, C., McCutcheon, S.,
D., Goodyear, R., Ellis, M. V., Doll,
B.,…Kaslow, N. (2016). Guidelines for
Clinical Supervision in Health Service
Psychology: Evidence and implementa-

tion strategies. Psychotherapy Bulletin,
51(3), 6-18.

Gonsalvez, C.J. & Freestone, J. (2007).
Field supervisors’ assessments of trainee
performance: Are they reliable and valid?
Australian Psychologist, 42, 23-32.
doi:10.1080/00050050500827615

Holloway, E.L. & Wolleat, P.L. (1994).
Supervision: the pragmatics of empower-
ment. Journal of Educational and Psycho-
logical Consultation, 5, 23-43.
doi:10.1207/s1522768xjepc0501_2

Levine, J.C., Cruz, R.A., Cooper, L.D.,
Murphy, H.G., Peterson, A.P., Hurd,
L.E., & Feldner, M.T. (2017). Integrating
routine outcome monitoring into gradu-
ate training clinics to advance evidence-
based practice. the Behavior Therapist,
40, 17-22.

Lyon, R.C., Heppler, A., Leavitt, L.., &
Fisher, L. (2008). Supervisory training
experiences and overall supervisory
development in predoctoral interns. The
Clinical Supervisor, 27, 268-284. doi:
10.1080/07325220802490877

McFall, R.M., Treat, T.A., & Simons, R.F.
(2015). Clinical science model. In R. L.
Cautin & S. O. Lilienfeld (Eds.), The
Encyclopedia of Clinical Psychology.
doi:10.1002/9781118625392.wbecp458

Mennen, F. E., Cederbaum, J., Chorpita, B.
F., Becker, K., Lopez, O., & Sela-Amit, M.
(2018). The large-scale implementation
of evidence-informed practice into a spe-
cialized MSW curriculum. Journal of
Social Work Education, 54(sup1), S56-
S64. doi: 10.1080/10437797.2018.
1434440

Newman, C.F. (2010). Competency in
conducting cognitive-behavioral therapy:
Foundational, functional, and supervi-
sory aspects. Psychotherapy Theory,
Research, Practice, and Training, 47, 12-
19. doi:10.1037/a0018849

Powell, B. J., Waltz, T. J., Chinman, M. J.,
Damschroder, L. J., Smith, J. L.,
Matthieu, M. M., Proctor, E. K., & Kirch-
ner, J. E. (2015). A refined compilation of
implementation strategies: results from
the Expert Recommendations for Imple-
menting Change (ERIC) project. Imple-
mentation Science, 10(1), 21.

Psychological Clinical Science Accredita-
tion System (n.d.). Accredited Programs.
Retrieved February 10, 2019 from
pcsas.org/accreditation/accredited-
programs/

Sudak, D.M., Codd, R.T., Ludgate, J.,
Sokol, L., Fox, M.G., Reiser, R. Milne,
D.L. (2016). Teaching and Supervising
Cognitive Behavioral Therapy. John
Wiley & Sons.

Weissman, M.M., Verdeli, H. Gameroff,
M.J., Bledsoe, S.E., Betts, K., Mufson,
L.,… Wickramaratne, P. (2006). National
survey of psychotherapy training in psy-
chiatry, psychology, and social work.
Archives of General Psychiatry, 63, 925-
934. doi:10.1001/archpsyc.63.8.925

Westman, J. G., Daleiden, E. L., & Chor-
pita, B. F. (2019). The agency supervisor
model: developing supervisors who facil-
itate therapist transfer of training in
community behavioral health service
organizations. The Clinical Supervisor, 1-
21.

. . .

No conflicts of interest or funding
to disclose.

Address correspondence to Danielle
Keenan-Miller, Ph.D., UCLA Department
of Psychology, Psychology Building 1285,
Los Angeles CA 90095-1563;
Danikm@psych.ucla.edu

What You Need to Know to Run Your First Online Class
Daniel Beck, LICSW

In this online video, Dan Beck walks you through the steps to allow you to do online teaching.
It’s aimed for small-size classes of around 20 or less, and has tips for preparing for it, conducting
the class itself, as well as lists of some of the platforms you can use. He even opens with some
exposure tips for you, the first-time online teacher.

￭ https://www.youtube.com/watch?v=9pes7yQvygY&feature=youtu.be

teaching online



IN 2015, the U.S. Congress passed one of
the largest reforms of federal healthcare
payment policy since the creation of
Medicare/Medicaid and the passage of the
Affordable Care Act. MACRA (the
Medicare Access and Children’s Health
Insurance Program Reauthorization Act of
2015) was designed to reimburse health-
care providers based on the value of their
service, not the volume of patients treated.
Termed value-based care, this policy aligns
with a population health model focused on
the “health outcomes of a group of individ-
uals including the distribution of such out-
comes within the group” (Kindig & Stod-
dart, 2003). Starting in 2019, the law
applied to clinical psychologists that met
particular benchmarks based on service to
Medicare patients.1

Value-based care is designed to shift
financial risk from insurance payors to
healthcare providers by financially incen-
tivizing providers with upside (i.e., reward)
and/or downside (i.e., penalty) contingen-
cies linked to improved access to care and
outcomes and reduced healthcare costs.
Patient outcomes are weighed relative to
the severity of presenting problems using
the Centers for Medicaid and Medicare
Services’ hierarchically coded condition
modifier so as not to disincentivize
providers from treating patients with com-
plex or severe presentations (Centers for
Medicaid and Medicare Services, 2019).
However, the increased uncertainty

around yearly reimbursements may lead
providers to treat fewer Medicare patients,
leave the marketplace, or join larger prac-
tices. This shift in provider concentration
could disproportionately impact areas with
fewer behavioral health resources unless
new providers or larger practices fill these
gaps.

Given the influence of Medicare reim-
bursement policies on commercial insur-
ance, value-based care models are expected
to proliferate across the U.S. (Sharp et al.,
2019). Clinical psychologists, especially
those with training in (a) empirically sup-
ported, transdiagnostic, and process-based
treatments (Hayes & Hofmann, 2018), (b)
research methods, and (c) program evalua-
tion are well-suited to lead the implemen-
tation of behavioral interventions in the
new era of value-based care. We will out-
line the three primary goals of value-based
care and discuss the role of clinical psy-
chologists in achieving these goals. We
conclude by describing how the Unified
Protocol for Transdiagnostic Treatment of
Emotional Disorders (UP; Barlow et al.,
2018) is a candidate treatment to imple-
ment in settings accountable to value-
based incentives.

Improving Behavioral Healthcare
Access and Quality

In contrast to traditional reimburse-
ment models based on the frequency of

patient visits, value-based care incentivizes
providers to demonstrate the best out-
comes for the lowest cost. It is not possible
to accomplish this goal without improving
access to healthcare services. Access can be
defined by the population receiving neces-
sary behavioral healthcare. For instance,
although 56% of Americans require behav-
ioral health services at some point in their
lives, 38% cannot access care due to barri-
ers outside their control (e.g., transporta-
tion, long waitlists; Cohen Veterans Net-
work, 2018). Even patients who do access
care may be limited by the availability of
evidence-based interventions (Gunter &
Whittal, 2010). Time-limited, evidence-
based interventions may be one way to
increase access. Although evidence-based
behavioral health treatments are often brief
(e.g., 12–16 sessions; American Psycholog-
ical Association [APA], Division 12),
patients typically attend fewer than five ses-
sions (Minami et al., 2008). This discrep-
ancy highlights the need for very brief
treatments. One promising approach is
modular treatments, consisting of individ-
ual skills that each achieve their intended
effects (Chorpita et al., 2005). Although
current implementations of modular treat-
ments may not outperform more holistic
treatments per-session (Barlow et al.,
2017), individual skill modules may be
more easily sequenced to maximize early
treatment gains (Sauer-Zavala et al., 2019).
Brief treatments can be further optimized
by implementing homework assignments
based on a thorough functional assessment
of target symptoms or incorporating tech-
nology such as smartphone-supported
apps.

Enhancing Quality Through
Integrated Care and

Transdiagnostic Treatments
High-quality care is commonly opera-

tionalized and assessed by symptom
improvement (Quality Payment Pro-
gram).2 Clinical psychologists can confer
value in this domain by providing leader-
ship to systems about how to identify, rou-
tinely administer, and interpret the most
appropriate outcome measures in interdis-
ciplinary medical settings to demonstrate
the quality of care. Given clinical psycholo-
gists’ scientific training, they are expertly
placed to provide, supervise, disseminate,
and evaluate assessment strategies and
identify evidence-based interventions to
further increase quality in value-based care
models.

Navigating the New Landscape of Value-Based
Care: An Example of Increasing Access,
Improving Quality, and Reducing Costs
Using the Unified Protocol
Matthew W. Southward, University of Kentucky

Clair Cassiello-Robbins, Duke University Medical Center

Rachel L. Zelkowitz, Peabody College, Vanderbilt University

M. Zachary Rosenthal, Duke University Medical Center

1The law will apply to clinical psychologists, or their practice groups, who bill at least
$90,000 in a year to Medicare or who treat at least 200 patients with Medicare insurance.
Providers who do not meet this Low Volume Threshold (LVT) may opt in to MACRA but
will not be required to participate.
2To incentivize providers to use electronic medical records, document patient progress in
qualified clinical data registries, and avoid patient claims, these are also evaluated as indica-
tors of care quality.
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Of course, clinical psychologists are not
the only providers responsible for patients.
In value-based care models, providers are
incentivized to collaboratively treat
patients’ physical and behavioral health
needs in an integrated care framework. In
such models, providers may collaborate on
treatment planning and outcome monitor-
ing, using electronic medical records to
implement protocols for stepped care.
Integrated care models have been shown to
be efficacious for certain disorders (e.g.,
depression) for nearly two decades
(Unützer et al., 2002), and MACRA is
expected to accelerate their proliferation.
Providers can facilitate the use of inte-
grated care by establishing typical care
pathways for patients with particular clini-
cal presentations. That is, each clinical pre-
sentation can be defined by a pathway to
deliver evidence-based interventions
known to change specific psychological
mechanisms.

One of the largest barriers to developing
care pathways, however, is the gap between
patients’ common diagnostic presentations
and the treatment research literature.
Patients often present for treatment with a
variety of comorbid diagnoses (Al-Asadi et
al., 2015), but most evidence-based psycho-
logical treatments are designed to target
specific disorders (APA, Division 12).
These treatments may be ineffective for
providers because they require expertise in
a different treatment for each disorder,
placing an unreasonable training burden
on providers.

A parsimonious solution to this prob-
lem is to implement transdiagnostic treat-
ments that target a range of disorders by
intervening on the shared features thought
to contribute to their etiology and mainte-
nance. The development, implementation,
and evaluation of such treatments repre-
sent important ways clinical psychologists
may demonstrate leadership.

Evidence-Based Psychological
Interventions: Impact on

Healthcare Costs?
A primary goal of value-based care

models is to reduce healthcare costs. A
recent meta-analysis indicated that patients
hospitalized for a somatic complaint with
psychiatric comorbidity incurred higher

medical costs, were more frequently rehos-
pitalized, and had longer lengths of stay
than those without a psychiatric comorbid-
ity (Jansen et al., 2018), suggesting effective
treatment of psychiatric disorders could
reduce system-wide healthcare costs. There
is support for the greater cost-effectiveness
of brief treatments, including cognitive-
behavior therapy (CBT) for depression, rel-
ative to pharmacotherapy (Ross et al.,
2019), and for similar levels of cost-effec-
tiveness relative to longer treatments for
particular conditions and populations (e.g.,
Slade et al., 2017). Studies evaluating col-
laborative care models have also demon-
strated cost-effectiveness compared to
usual care among patients with depressive
(Jacob et al., 2012) and anxiety (Goorden et
al., 2014) disorders. Given these results, it
is reasonable to suggest that brief, transdi-
agnostic interventions could help reduce
costs in value-based payor models.

An Example of Psychological
Treatment in Value-Based Care
To accomplish the primary goals of

value-based care, behavioral health
providers might consider care models
based on treatments that target common
mechanisms maintaining behavioral
health disorders. These treatments could
be flexible and modularized, using clinical
research to guide their implementation.
Evaluation of behavioral health interven-
tions will require psychometrically valid,
brief, easily accessible (e.g., free) measures
of change (e.g., symptoms, functional
impairment) that patients routinely com-
plete.3 Interventions and assessment mea-
sures that fit these criteria may best align
with the contingencies of value-based care.

One transdiagnostic intervention that
may confer value in the era of value-based
care is the UP. The UP is a transdiagnostic
cognitive-behavioral treatment for mood,
anxiety, and related disorders. It is
designed to facilitate an accepting and will-
ing attitude toward the experience of
strong emotions to reduce reliance on
avoidance-based coping strategies. An
accumulating body of evidence suggests
the UP is efficacious for multiple clinical
presentations, including anxiety, mood,
obsessive-compulsive, and related disor-
ders (Sakiris & Berle, 2019).

Treatments such as the UP are well
poised to meet the goals set forth by
MACRA. The UP can increase patient
access to care because it is a time-limited
(8–16 session) protocol that consists of five
core modules (understanding emotions,
mindful emotion awareness, cognitive flex-
ibility, countering emotional behaviors,
interoceptive exposures). Preliminary data
suggests these modules achieve their
intended effects when delivered in isolation
(Sauer-Zavala et al., 2017) and in a person-
alized order to match patients’ strengths,
which may lead to more rapid symptom
improvement (Sauer-Zavala et al., 2019).
Thus, even if patients only attend three to
four sessions, they could still learn mean-
ingful skills to improve their symptoms.

Standardized outcome monitoring is
also embedded in the UP. Brief (five-item)
assessments of functional impairment
related to anxiety, depression, and “other”
emotions (identified by the patient and
therapist) are administered before each ses-
sion and tracked throughout treatment.
Because providers can directly compare
patient progress on these metrics to the
growing body of research on the efficacy of
the UP (Sakiris & Berle, 2019), the UP may
be a good choice for providers who seek to
demonstrate treatment quality.

Finally, the UP has the potential to be
cost-effective. Although no researchers
have evaluated its cost-effectiveness to
date, the UP has demonstrated efficacy
across multiple primary disorders (Barlow
et al., 2017) and comorbid conditions
(Sauer-Zavala et al., 2020) comparable to
single-disorder treatments, suggesting that
it can be incorporated into care pathways
for many diagnostic presentations.
Providers could thus implement one treat-
ment to (a) reduce training costs (McHugh
& Barlow, 2010), (b) save providers’ time
preparing for sessions, and (c) potentially
enhance provider competence in and
fidelity to the treatment with repeated
delivery. Investigation of the cost-effective-
ness of the UP represents an important
next step for the field.

Future Directions
The advantages of the UP in a value-

based care model should be considered in
light of its limitations. First, the standard
form of the UP lasts 8–16 sessions, longer
than many patients can complete (Minami
et al., 2008). Ultra-brief versions of the UP
may need to be adapted (Bentley et al.,
2017) to enhance dissemination in com-
munity settings. Although ultra-brief

3For instance: https://qpp.cms.gov/mips/explore-measures/quality-measures?py=2019#
measures and https://www.psychiatry.org/psychiatrists/practice/dsm/educational-
resources/assessment-measures
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transdiagnostic treatments may result in
similar outcomes as more specialized or
holistic treatments, providers may save on
training costs by learning only one treat-
ment. However, empirical data concerning
the effectiveness of such dissemination
efforts is currently lacking. Further, the UP
has primarily been tested with anxiety or
obsessive-compulsive disorders. Although
these patients may comprise a large portion
of cases (Delgadillo et al., 2014), especially
among those who provide generalist care,
comparisons of the UP to more holistic,
evidence-based treatments for comorbid
conditions is notably limited, albeit cur-
rently under investigation (Sauer-Zavala et
al., 2020). Finally, the best method(s) for
personalizing the UP (i.e., which skills, for
whom, in what order; Sauer-Zavala et al.,
2019) also requires further study.

As mental health providers adjust to the
realities of value-based care, the need for
high quality, cost-effective interventions
accessible to the population they serve will
only increase. We believe the UP is an
example of one potential intervention,
although further rigorous studies of its eco-
nomic effectiveness are needed. We
encourage clinical psychologists to take a
leading role in the changing landscape of
healthcare by studying, developing, imple-
menting, and supervising brief, modular,
transdiagnostic interventions to improve
population health. This may involve
explicit graduate instruction in the eco-
nomic and structural impact of healthcare
policies, such as value-based care. It may
also involve more emphasis in clinical
training aligned with value-based models
of real-world care, including (1) prioritiz-
ing direct patient care using brief, modular,
transdiagnostic treatments, (2) providing
more training in supervisory and adminis-
trative roles (e.g., learning about finance,
management, etc.), (3) practicing program
evaluation and quality assessment using
clinical science methods and principles, (4)
using novel approaches for brief and cost-
effective behavior change that integrate
digital health assessment and intervention,
(5) training nonbehavioral healthcare
providers in strategies to manage behav-
ioral health problems to offset medical
costs, and (6) developing competence in
wellness and prevention interventions.
This breadth of training would equip new
generations of clinical psychologists to
apply their unique clinical and scientific
talents to promote population health by
increasing access to high-quality, evidence-
based behavioral health interventions.
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Nonbinary is used as an umbrella term for
those who do not exclusively identify as
men or women and is also used by some as
a gender identity label itself (Matsuno &
Budge, 2017). There are several different
identity labels and experiences that fall
under the nonbinary umbrella. For exam-
ple, some people experience an absence of
gender (e.g., agender, genderless), others
experience a presence of multiple genders
(e.g., bigender, pangender), others fluctu-
ate between different genders (e.g., gender-
fluid, genderflux), or identify with third
gender in-between or outside the gender
binary (e.g., genderqueer, neutrois; Mat-
suno & Budge, 2017). Additionally, some

nonbinary people may partly identify with
being a man or woman (e.g., demiboy,
demigirl; Barker & Richards, 2015). Some
nonbinary people identify as transgender
(referring to their assigned sex not aligning
with their gender) whereas others do not.
However, nonbinary people are often con-
ceptualized as a subpopulation within the
greater trans umbrella and are often distin-
guished from trans men (men assigned a
female sex at birth) and trans women
(women assigned a male sex at birth; Webb
et al., 2017). Trans and nonbinary people
(TNB) have often been grouped together in
research due to the many shared experi-
ences between them; however, it is worth

examining the unique experiences of non-
binary people that may differ from trans
men and trans women.

Nonbinary people experience substan-
tial mental health risks, potentially greater
than trans men and trans women (Lefevor
et al., 2019; Reisner & Hughto, 2019).
Minority stress theory posits that experi-
encing adverse conditions, such as iden-
tity-based rejection, discrimination, and
victimization, contributes to the negative
mental health outcomes found among
sexual and gender minorities (Hendricks &
Testa, 2012; Meyer, 2003). Research sug-
gests that nonbinary individuals experi-
ence higher rates of minority stressors,
such as harassment, family rejection, sexual
abuse, and other traumatic events, com-
pared to trans men and trans women and
cisgender sexual minorities (Lefevor et al.,
2019; Reisner & Hughto, 2019), which may
explain the emerging findings on the
mental health risks found among nonbi-
nary people.

Nonbinary graduate students experi-
ence nonbinary-related minority stressors
such as frequently being misgendered,
being outed or harassed, and experiencing
discrimination within their school contexts
while also managing the typical challenges
of a graduate program (Budge, Domín-
guez, & Goldberg, 2019; Goldberg,
Kuvalanka, & dickey, 2018). In addition to
experiencing minority stress, nonbinary
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graduate students may lack adequate men-
toring, role models, social support, and
other resources to help them navigate their
professional role as a nonbinary person,
making their path to a graduate degree
even more difficult. Although many college
campuses have support systems in place for
TNB undergraduate students, many cam-
puses overlook the needs of graduate stu-
dents, further isolating nonbinary graduate
students (McKinney, 2005). Additionally,
pervasive experiences of minority stress
may limit the opportunities that nonbinary
students have in applying for and choosing
graduate programs by limiting their
choices to programs and/or geographic
locations that will be safe enough for them
to survive and succeed (Goldberg,
McCormick, Virginia, & Matsuno, 2020).
Minority stress may also impact nonbinary
graduate students’ opportunities for
practicum, internship, and postdoctoral
placements later on in their training.

To understand the unique experiences
of nonbinary graduate students, it is essen-
tial to consider the impact of intersecting
systems of oppression. Intersectionality
theory asserts that experiences of privilege
and marginalization associated with one’s
social identities are not simply additive, but
rather co-constructed and interdependent
(Crenshaw, 1989; Meyer, Schwartz, &
Frost, 2008). Research in this area has
found having multiple marginalized identi-
ties does not necessarily implicate addi-
tional risk for health disparities (e.g., Meyer
et al., 2008). Rather, holding multiple mar-
ginalized identities may lead to exposure to
unique types of minority stressors, but also
help build distinctive types of resilience
processes (McConnell et al., 2018).

The goal of this article is to offer insight
into the unique, intersectional challenges
that nonbinary psychology trainees face
and provide recommendations on how to
create more affirming environments that
can empower nonbinary psychology

trainees. We hope this article can benefit
faculty members/advisors, clinical supervi-
sors, training directors, administrators,
graduate student peers, and anyone
involved in graduate student training in
psychology. The recommendations we
provide stem from the psychological litera-
ture as well as from our own personal expe-
riences and engagement in nonbinary
community advocacy and activism. We
will provide a positionality statement about
the authors, outline the common chal-
lenges faced by nonbinary psychology
trainees, and provide concrete recommen-
dations for supporting and empowering
nonbinary trainees.

Positionality Statement
The authors all identify as nonbinary

trainees in psychology, represent a range of
training levels (master’s level through post-
doctoral), and are located in a variety of
geographic locations and political land-
scapes across the United States. Most of us
identify as people of color and each repre-
sent a different ethnic background. Three
of us are children of immigrant parents.
Two of us identify as first-generation col-
lege students from working-class back-
grounds. Two of us were socialized as male
and three were socialized as female. Our
various intersectional experiences allow us
to bring together a diverse collection of
nonbinary trainee perspectives. Our col-
laboration on this topic began by partici-
pating together on a panel featuring nonbi-
nary graduate students for a webinar
hosted through APA divisions 44 and 35.
The recording of the webinar and the sub-
sequent infographic can be found online.1

Unique Challenges
of Nonbinary Trainees

Feeling Isolated
Given that nonbinary individuals make

up a small percentage of the population

and face many barriers to entering higher
education, nonbinary students are often
one of a few or the only TNB person in
their graduate program (Goldberg et al.,
2018). This experience can feel isolating
when others cannot directly relate to the
challenges they face. Cisgender students
may have more opportunities to bond with
other students in the program who share
identities or gendered experiences, whereas
nonbinary individuals may not have this
sense of kinship within their cohorts. Addi-
tionally, resources aimed at building com-
munity and social support for LGBTQ stu-
dents broadly are often targeted to
undergraduate and sexual minority stu-
dents (McKinney, 2005) and, therefore,
nonbinary graduate students may lack
community support in their programs, on
their campus, and sometimes in their local
community as well.

Being Tokenized
As a consequence of “being the only

one” or one of few who identify as nonbi-
nary, faculty often ask nonbinary students
to educate the department on transgender
issues without compensation. Educating
others about one’s own marginalized iden-
tity can be emotionally taxing and generally
time consuming. Additionally, nonbinary
students often receive subtle messages that
they are meant to speak on behalf of all
nonbinary individuals, despite having a
unique individual experience. Placing the
responsibility of improving the academic
environment for TNB students, solely on
TNB students themselves, may feel bur-
densome and tokenizing.2 Previous
research has found that TNB students are
often tokenized in classroom settings
(Nicolazzo, 2017; Robles et al., 2019). In
addition to feeling tokenized, nonbinary
students may feel pressured either implic-
itly or explicitly to focus on TNB popula-
tions in their research or clinical practice.
For example, a clinical supervisor may
assign a nonbinary supervisee several TNB
clients without the supervisee ever indicat-
ing an interest in specializing with this pop-
ulation. These assumptions take away non-
binary students’ ability to make their own
decisions about the direction of their career
path.

Invalidation and Misgendering
One of the most hurtful forms of stigma

about nonbinary people is belief that non-
binary people do not exist, are going
through a phase, are mentally ill, or are oth-
erwise invalid (Chang & Singh, 2016).
Nonbinary students may feel invalidated

1The webinar can be accessed at:
https://register.gotowebinar.com/recording/viewRecording/5435226123245411075/2275216
511764203011/klump@msu.edu?registrantKey=6707494117973903373&type=
ATTENDEEEMAILRECORDINGLINK
The infographic can be accessed at: https://create.piktochart.com/output/38939812-
non-binary-students
2The concept of being a “token” within the sociological literature often refers to people who
are hired or admitted because of their marginalized identity to serve as proof that the orga-
nization does not discriminate against such people (Zimmer, 1988). In other words, tokeniz-
ing is the action of including marginalized people for the appearance of inclusion without
doing the work to actually be inclusive.
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through experiencing microaggressions
that reinforce these false beliefs, or more
explicit aggression and harassment. For
example, nonbinary students may feel
invalidated when nonbinary identities are
excluded from conversations about gender
and from course curriculum generally.

Misgendering is another invalidating
experience that occurs when a gendered
word (e.g., name or pronoun) is used for an
individual that does not correctly reflect
their gender (McLemore, 2015; McLemore,
2018). Research suggests nonbinary people
are misgendered at a higher frequency than
trans women and trans men (Goldberg et
al., 2018; McLemore, 2015). Like other
microaggressions, misgendering may
appear to be harmless or trivial, yet emerg-
ing research suggests that misgendering is
psychologically distressing and may have
implications for physical and mental health
outcomes (McLemore, 2018). Particularly,
feeling stigmatized as a consequence of
misgendering is associated with increased
negative affect, less favorable feelings about
appearance, decreased feelings of “being
trans enough,” and increased perception of
trans people as stigmatized (McLemore,
2015). When done publicly, nonbinary
individuals may feel humiliated and
exposed. Furthermore, using the wrong
pronoun publicly may encourage misgen-
dering by others who witnessed the origi-
nal microaggression, creating a potentially
hostile and pervasively invalidating envi-
ronment. Misgendering can occur in other
ways, such as incorrectly grouping people
together by gender. For example, graduate
students in applied psychology may be
matched by the wrong gender with clients
in clinical agencies (e.g., a nonbinary
person being matched with a female client
looking to work with a female therapist).

Although correcting others may seem
like an easy solution for nonbinary people
who are misgendered, doing so carries
risks. There can be social consequences,
such as colleagues distancing themselves
because it is “too difficult” to change gen-
dered language or learn new pronouns.
Elsewhere, there can also be negative pro-
fessional consequences when correcting
those with greater levels of power (e.g., a
supervisor), such as receiving a negative
evaluation. Nonbinary graduate students
may feel that correcting someone is not
worth jeopardizing a job, losing their stu-
dent status, or being further stigmatized.
Furthermore, several states lack legal pro-
tections from discrimination on the basis
of gender identity, making these con-
frontations even riskier.

Navigating Disclosure
Another common challenge experi-

enced by nonbinary individuals is navigat-
ing disclosing their identity to others.
“Coming out” is an ongoing, often daily
process for nonbinary individuals, that can
include decisions about whether to correct
others when they make gendered assump-
tions or deciding whether or not to share
one’s pronouns during an introduction
(Nicolazzo, 2016; Nicolazzo, 2017). These
decisions are typically made by evaluating
one’s sense of safety, which can be emo-
tionally taxing and stressful, especially
when anticipating being rejected based on
one’s marginalized identity (Rood et al.,
2016). It can be stressful to both disclose
one’s identity and to choose not to disclose.
For example, after disclosing their nonbi-
nary identity, individuals may be asked to
educate the other person about nonbinary
identities or, worse, be invalidated or
rejected as a result of their disclosure
(Siegel, 2019). On the other hand, nonbi-
nary individuals may feel like they are com-
promising their authenticity when choos-
ing not to disclose their identity, even if
doing so protects them from harm.

Pronouns can pose additional stress
when others assume one’s gender identity
based on the pronouns they use. The use of
they/them as a singular pronoun is becom-
ing increasingly popular and is recognized
by larger organizations, including Ameri-
can Psychological Association (APA; e.g.,
APA, 2020; Publication Manual – 7th edi-
tion). However, given the frequent and
public use of pronouns, nonbinary individ-
uals who use they/them pronouns may feel
that they have less control over who is
aware of their identity. For example, it is
not very common to reference someone’s
sexual orientation in conversation with
others, whereas using someone’s pronouns
is commonplace. This can lead to feelings
of hypervisibility and vulnerability among
those who use they/them pronouns. On the
other hand, nonbinary individuals who use
she/her, he/him, or alternate between pro-
nouns (e.g., use she/her pronouns on some
days and he/him on other days), may feel a
sense of invisibility, because others may
assume that they identify within the gender
binary. Assumptions made based on pro-
nouns may lead nonbinary psychology
trainees to struggle with the decision about
whether or not to disclose their pronouns

to clients in a therapy setting. It can be dif-
ficult to disclose pronouns that may lead a
client to be uncomfortable, especially when
the nonbinary person is in a helping role
and encouraged to build rapport and make
the client feel comfortable.

Binary Structural Systems
In addition to interpersonal struggles,

there are many structural challenges that
nonbinary students must contend with in
academic institutions. One prominent
challenge is nonbinary students’ lack of
access to safe and affirming bathrooms on
college campuses (Flint et al., 2019). Even
in progressive academic settings, this gen-
dered separation of a universally necessary
public space can cause daily stress. For
nonbinary students, there is not only the
fear of confrontation when using public
bathrooms, but also potential ambivalence
about which gendered facility to use. As a
result, students may travel great distances
across campus to find gender inclusive,
single stall, or low-traffic bathrooms. Non-
binary students may also struggle with how
to best interact with colleagues in these
gendered spaces and worry about whether
using a gendered restroom will result in
misgendering, particularly for those who
use they/them pronouns.

Methods for collecting and storing stu-
dent information can be another manifes-
tation of cisnormativity (i.e., the notion
that being cisgender and identifying within
the gender binary is expected and pre-
ferred) in higher education. In her brief
report, Nowicki (2019) notes that “SIS [stu-
dent information systems] and data poli-
cies are almost always built by and for cis
people,” and as a result, “... trans and non-
binary students are often mis-gendered or
dead-named3 when well-meaning admin-
istrators only have access to legal name and
sex data” (pp. 5-6). Additionally, binary
expectations and policies around profes-
sional attire are yet another aspect of grad-
uate education that can cause stress for
nonbinary students. Professionalism in
academia is often used as a way to mini-
mize expressions that differ from cisgender
and White standards of appearance or
behavior (Spade, 2010). As a result, psy-
chology graduate programs often have
formal or informal guidelines for appropri-
ate attire “for men and for women” as it
applies to attending conferences, inter-
views, meetings with clients, and other pro-

3 Use of someone’s birth name when they go by another name.
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fessional activities. This kind of explicit
binary language suggests that nonbinary
students do not exist and forces them to
compromise their gender expression in
order to meet program expectations.

Intersectional Stressors
In addition to the uncertainty sur-

rounding professional attire, acquiring
appropriate clothing can be a daunting
expense for nonbinary students. Nonbi-
nary students may have to shop at specialty
stores to find clothes that fit their gender
expression and body size/shape (e.g., femi-
nine style shoes that fit larger feet or
button-down shirts that accommodate dif-
ferent chest sizes). Professional attire is just
one of many unexpected expenses that
graduate students incur, which can cause
additional stress for nonbinary students
who are often at a financial disadvantage.
TNB individuals in the U.S. are more than
twice as likely to live in poverty than the
general adult population (James et al.,
2016). This statistic is likely influenced by
TNB individuals experiencing family rejec-
tion, struggling to maintain employment
due to discrimination, and high out-of-
pocket medical costs if their insurance
refuses to cover gender affirming medical
services (James et al.). Financial stress can
require nonbinary students to work while
in school, attend school part time, forgo
opportunities to attend conferences, or
turn down internships in other cities, all of
which can significantly hurt the trajectory
of one’s education and career.

Nonbinary graduate students of color
may also experience the challenges that
come with attending predominantly White
institutions, such as encountering racism
from faculty, administrators, and other stu-
dents (Levin et al., 2013); a lack of cultur-
ally responsive curriculum (Yuan, 2017);
and the need to code-switch (i.e., switch
languages or the manner of communicat-
ing) to fit into the culture of higher educa-
tion (Elkins & Hanke, 2018). Some stu-
dents of color may also experience conflicts
between the individualistic culture of
higher education and their more collec-
tivistic home cultures. The culture of
higher education prizes a “monkish devo-
tion” to intellectual pursuits, and leaves
little time for family, community, or a

work-life balance (Springer et al., 2009). As
a result, nonbinary graduate students of
color with partners, children, or strong ties
to their families may struggle to uphold
their familial roles due to the high demands
of graduate programs. This can further put
nonbinary graduate students of color at
risk for mental health concerns as family
and community support has been shown to
buffer the negative impact of minority
stress (Trujillo, Perrin, Sutter, Tabaac, &
Benotsch, 2017), and can play a particularly
important role if students feel alienated
from LGBTQ communities on campus that
are predominantly White (Nicolazzo,
2016).

Conversely, communities of color that
affirm a nonbinary student’s cultural back-
ground may not be affirming of their
gender identity or gender expression. For
example, communities of color may asso-
ciate LGBTQ identities with “being White”
and westernized (Han, 2007) and as a result
may reject nonbinary people of color.
Additionally, nonbinary students of color
may experience misgendering through
their own culturally specific gendered lan-
guage. For example, Black nonbinary stu-
dents may struggle with being referred to as
“brother” or “sis” in Black communities
and Latinx nonbinary students may not be
respected within their community if they
try to use gender neutral “-e” or “-x” end-
ings such as the term Latinx (Merodeadora,
2017). These intersectional stressors can
lead nonbinary students of color to feel as
though their social identities are in conflict
with each other and can create further iso-
lation and stress (Sarno, Mohr, Jackson, &
Fassinger, 2015).

Guidelines to Change Harmful
Environments and Empower

Nonbinary Trainees
Become Educated and Open
to Feedback

Rather than expecting nonbinary stu-
dents to advocate for what they need, we
suggest that individuals within psychology
programs invest time and resources in
challenging deep-seated narratives sur-
rounding gender and that programs
require gender diversity trainings for fac-

ulty and staff. It is important not to assume
that nonbinary students wish to conduct
gender diversity trainings, especially with
faculty members in their own programs, as
this can put nonbinary students in a vul-
nerable position. Consulting with a univer-
sity or community LGBTQ center is often a
useful way to find gender diversity train-
ings for faculty and staff. However, it can be
empowering to ask a nonbinary student if
they would be interested in conducting a
gender diversity training provided that
they have previously expressed interest in
such topics and are adequately compen-
sated for their labor. We encourage indi-
viduals and institutions to take advantage
of resources available, such as the APAGS
guide for supporting trans and gender
diverse students4 (Maroney et al., 2019)
and the APA Division 44 non-binary fact
sheet5 (Webb et al., 2017) and other educa-
tional materials related to working with
nonbinary clients, such as “A Clinicians
Guide to Working with Transgender and
Gender Nonconforming Clients”6 (Chang,
Singh, & dickey, 2018).

In addition to seeking education, it is
important to embrace cultural humility.
Tervalon and Murray-Garcia (1998) define
cultural humility as a process of lifelong
learning and critical self-reflection that is
other-centered regarding various aspects of
cultural identity. Cultural humility
involves taking responsibility for mistakes
rather than making excuses and being open
to learning from others with different iden-
tities and potentially less power or profes-
sional experience. One way to practice cul-
tural humility is by inviting feedback and
receiving feedback in a nondefensive
manner. For example, saying “Thank you
for correcting me” or “Thank you for
bringing this issue to my attention. I will
bring this up with the leadership team
during our next meeting” can make nonbi-
nary students feel respected and valued.

Relearn Gender as Nonbinary
It is important to become aware of

binary assumptions and actively relearn
gender as nonbinary. Given the range of
possibilities of any individual’s gender and
the fact that gender identity is self-defined,
we encourage individuals not to assume
someone’s gender based on their appear-
ance. We believe it is helpful to use
they/them pronouns with all people whose
pronouns are unknown and when asking
for pronouns may not be appropriate.
Nonbinary people have differing reactions
to being asked about their pronouns. Some
feel validated and respected whereas others

4 https://www.apa.org/apags/governance/subcommittees/supporting-diverse-students.pdf
5 https://www.apadivisions.org/division-44/resources/advocacy/non-binary-facts.pdf
6 https://www.amazon.com/Clinicians-Guide-Gender-Affirming-Care-

Nonconforming/dp/1684030528/
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may experience the question as a microag-
gression when it seems that the other
person wants to put them in a gender cate-
gory for their own peace of mind rather
than to be respectful. These varying reac-
tions often depend on the context in which
the question is asked. A general guideline
for evaluating whether asking about pro-
nouns is appropriate is to consider whether
it is necessary to know and to not only ask
people that have gender-nonconforming
expressions (UCSB Resource Center for
Sexual and Gender Diversity). It is impor-
tant not to use they/them pronouns in
instances when someone has expressed
using she/her, he/him, or other sets of
gender-neutral pronouns such as ze/hir
pronouns as doing so may be experienced
as misgendering.

Additionally, it is important not only to
practice using someone’s correct pro-
nouns, but to practice conceptualizing
their gender as nonbinary. Being affirming
of nonbinary individuals goes beyond
replacing pronouns to truly seeing and
understanding someone as nonbinary.
This involves noticing when binary gender
assumptions are occurring about a nonbi-
nary person and actively fighting against
conceptualizing that person through a gen-
dered lens. It can be helpful to consume
media with and by nonbinary people to
begin to understand gender as a spectrum
rather than a binary. Examples of popular
nonbinary figures include Alok Vaid-
Menon, Angel Haze, Indya Moore, Janelle
Monae, Maxi Glamour, and Sam Smith.

When relearning gender as nonbinary,
mistakes are inevitable. Apologizing when
mistakes happen is important and indi-
cates an effort at respecting nonbinary
people. However, becoming aware of mis-
takes or microaggressions can be anxiety
inducing and can elicit a number of
responses including feeling defensive and
offering excuses. We encourage individuals
to not offer excuses (e.g., “I did not have the
same access to resources young people
have nowadays!”), get defensive (e.g.,
“Well, we are still figuring it out!”), attempt
to justify actions (e.g., “It is a long and com-
plicated process to change demographic
information on forms, so we just keep it
how it has always been!”), or apologize pro-
fusely (e.g., “Wow, I am so, so, so sorry for
misgendering you. I feel so bad!”). These
types of apologies can make nonbinary stu-
dents feel like a burden and may put the
nonbinary person in a position to take care
of the person who made the mistake.
Instead, we suggest making apologies
direct, concise, and specific, and to cope

with feelings of guilt, anxiety, or defensive-
ness privately or with others.

Be an Advocate and Ally
It is crucial that people in positions of

power or privilege (i.e., instructors, super-
visors, cisgender peers) engage in advocacy
for nonbinary students. When advocating
for nonbinary students at the institutional
level, an important starting point is incor-
porating gender identity and expression in
university nondiscrimination policies and
explicitly communicating these nondis-
crimination policies in program hand-
books (Case, Kanenberg, Erich, &
Tittsworth, 2012; Goldberg et al., 2019).
Another important campus policy is pro-
viding student health insurance that covers
gender-affirming medical procedures.
Most student health insurance plans do not
cover gender-affirming medical care,
which can prevent access to care due to
substantial financial concerns and can
increase the incidence of mental health or
medical health challenges for TNB people
(Padula & Baker, 2017). Finally, universi-
ties should conduct a review of paperwork
(i.e., application materials, intake forms,
handbooks, syllabi, website and faculty
pages, student evaluations) to ensure that
documents are TNB inclusive (e.g., replac-
ing “he or she” with “they”). Some impor-
tant points of consideration are providing
space for both legal and current name, cur-
rent gender identity, and pronouns. It is
advisable to either have write-in options or
provide nonbinary options for gender
identity and pronouns (see Knutson et al.,
2019; Maroney et al., 2019). It can be help-
ful to start with making internal changes
within the program’s paperwork, while also
advocating for larger university-wide
changes.

Advocacy can also occur on an inter-
personal level, such as when microaggres-
sions occur. One of the best ways to be an
advocate is to be supportive in a collabora-
tive manner that gives nonbinary students
power to decide what will make them feel
safe and comfortable. For example, it can
be helpful to check in with nonbinary stu-
dents privately about whether they would
like you to use their pronouns in all con-
texts, as many nonbinary individuals “code
switch” and use different pronouns in dif-
ferent contexts depending on their percep-
tion of safety (Goldberg et al., 2018). It is
important to validate nonbinary students’
decisions about whether or not they want
to be out to others and follow their lead
rather than pressuring the student to con-
form to the individual’s own values. Addi-

tionally, it is helpful to ask nonbinary stu-
dents whether they want allies to correct
others on pronouns before doing so. Cor-
recting others without consent of the stu-
dent can potentially “out” them and unin-
tentionally create negative consequences
for the nonbinary student. However, it can
still be helpful for allies to challenge binary
assumptions when they are made broadly
(e.g., letting someone know that stating
“men and women” does not represent all
genders).

Advocacy for nonbinary students can
also include challenging program culture
that prioritizes productivity over self-care.
Although individuals cannot always pre-
vent minority stressors from occurring, it
can lighten the burden on nonbinary stu-
dents to acknowledge the impact of minor-
ity stress and allow graduate students to
take care of their well-being. This could
involve extending a deadline, allowing for
mental health days similar to traditional
“sick days,” working with students to help
them set boundaries, and connecting them
to resources. It can also be helpful to check
in with nonbinary students to see how they
are doing after witnessing a microaggres-
sion occur or when trans-antagonistic
events happen in the larger societal con-
text.

Finally, another way to be an ally to
nonbinary students is by providing the
opportunity to share pronouns during
introductions, normalizing this process,
and then using the correct pronouns for
students. Instructors (especially if cisgen-
der) can share their pronouns on the first
day of class, explain the purpose of sharing
pronouns, and invite students to share
their pronouns as part of their introduction
if they are comfortable doing so. It is
important not to require students to share
their pronouns, as nonbinary students may
not feel comfortable disclosing their pro-
nouns due to safety concerns. Having this
process occur as classes commence nor-
malizes pronoun disclosure, gives nonbi-
nary students the opportunity to share
their pronouns before misgendering
occurs, and removes the stress of being
only student to disclose pronouns. Simi-
larly, providing pronouns as part of an
email signature or at the top of syllabi also
communicates the importance of pro-
nouns and may help cultivate a space that
feels safer for nonbinary students.

Conclusion
As the field of psychology shifts from a

pathological view of TNB people to a more
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affirming stance on gender diversity, it is
imperative to bring more nonbinary people
into the profession and its leadership.
Promisingly, there are increasing numbers
of nonbinary graduate students in psychol-
ogy (Matsuno, 2019). However, many psy-
chology graduate programs are ill-
equipped to support nonbinary students,
creating additional stressors for nonbinary
students. We urge cisgender psychologists
to educate themselves about the lives of
nonbinary people, reflect on their own
privileges, and use their power to empower
nonbinary individuals. We hope these
guidelines are a useful educational tool to
begin this process.
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THE TRANSITION from “in-house” training
clinics to an external placement with a large
caseload tends to be a challenging experi-
ence for clinical psychology. However, the
transition into a setting that provides very
brief treatments can provide additional
challenges not typically faced in long-term
psychotherapy settings. In this piece, we—
Author JMG and Author JFH, two
advanced clinical psychology graduate stu-
dents—reflect on our training experience
in a university counseling center, Univer-
sity of California, Los Angeles (UCLA)
Counseling and Psychological Services
(CAPS), which utilizes a brief treatment
model. Specifically, after outlining the
structure of the training program, we dis-
cuss the unique benefits and challenges of
the brief treatment model and the specific
elements of supervision that helped us
adapt to our new training setting and
develop professionally.

UCLA CAPS is one of the nation’s
largest and most highly utilized counseling

centers, serving a highly diverse student
body with regards to demographic back-
ground and presenting concerns. In an
effort to address the high demand for ser-
vices, therapists at UCLA CAPS see clients
with student health insurance for approxi-
mately 6 sessions per academic year, and
for 3 additional sessions during the subse-
quent summer. Furthermore, UCLA CAPS
houses a large training program that
enables a larger workforce to address the
needs of the university. Specifically, psy-
chology trainees completing a 1-year
practicum at UCLA CAPS spend approxi-
mately 16 hours per week on-site and carry
a caseload of about 10–12 active clients at a
time.

One of the hallmarks of the UCLA
CAPS practicum experience includes com-
prehensive supervision of all clinical activ-
ities. Practicum students receive 2 hours of
individual supervision per week from a
licensed clinical psychologist and from a
psychology intern and attend weekly group

supervision with other practicum and
graduate trainees (UCLA CAPS, n.d.).
Given the relatively large caseload and brief
treatment model along with the diversity of
cases covered, the clinical work and super-
vision during our practicum provides a
unique, challenging, and enriching train-
ing experience.

My experience (JMG) transitioning to a
high-demand, brief treatment therapy set-
ting proved to be a valuable learning expe-
rience. As my 2nd year of training con-
sisted of only two to four long-term
psychotherapy cases, with 2 hours of
weekly supervision, the transition to a large
caseload was initially daunting. Prior to
each of my early supervision sessions at
UCLA CAPS, the main question in the
forefront of my mind was, “What should I
do in the next session with each client?”
With an active caseload of approximately
10 clients, it became evident that the thor-
ough session planning I had grown accus-
tomed to was not going to be feasible. With
the guidance of my supervisors, I had to
restructure my approach for session plan-
ning by refining my case conceptualization
skills to conduct conceptualization-driven
intake assessments.

Much of the literature regarding treat-
ment supports the need for strong concep-
tualization skills to guide treatment plan-
ning (Hinkle & Dean, 2017; Kendjelic &
Eells, 2007; Persons, 2006); however, there
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is considerable variability with regard to
the degree to which supervisors provide
instruction and guidance in the case con-
ceptualization process. One of my supervi-
sors dedicated supervision time to dis-
cussing various ways to conceptualize
clients, based on different treatment
modalities (e.g., CBT versus ACT) and
variations within those modalities. To
assist my learning during this phase, she
used conceptualization worksheets, and
walked me through the process of using the
information gathered from the intake to
complete each sheet. Throughout the
course of our supervision, my supervisor
encouraged me to use these worksheets to
determine which orientation’s conceptual
approach felt like the best fit for each client,
and subsequently guided me in developing
treatment plans in line with our joint,
working conceptualization. As my skills in
case conceptualization began to develop, I
utilized the worksheets during intake ses-
sions to maximize the efficiency of my
questions and initiate treatment planning
prior to the client leaving the intake.

The benefits of conducting conceptual-
ization-driven intakes in a brief-treatment
center were threefold. First, as aforemen-
tioned, quick conceptualization aided in
rapid, intentional treatment planning as I
was able to more readily identify a client’s
unique treatment needs and develop plans
accordingly. Second, for those clients eligi-
ble for fewer sessions due to insurance lim-
itations, conceptualization-driven intakes
were useful for guiding my decision-
making for targeted referrals. Finally,
having a solid conceptualization of each
client helped me maximize my time in
supervision so that I could instead focus on
the mechanics of how to deliver interven-
tions, rather than focus on what to deliver.

Learning to deliver evidence-based
interventions also proved to have a steep
learning curve. As our caseloads varied in
presenting problems, chronicity, and
severity, I had to learn a variety of clinical
skills and interventions to effectively target
each of my client’s treatment needs. In this
setting, it is also not feasible to deliver com-
plete, manualized evidence-based proto-
cols, which often require a minimum of
10–12 sessions. Therefore, my supervisor
and I often elected a modular approach to
treatment, which involved consulting the
literature and focusing on specific practice
elements that would best target my client’s
primary presenting problem (Chorpita &
Daleiden, 2014). In a recent research trial
comparing manualized, evidence-based
protocols to a modular treatment for youth

mental health problems, those who
received modular treatments showed faster
recovery and required significantly fewer
treatment sessions than standard EBTs as
typically implemented in the community
(Chorpita et al., 2017). This translated into
brief and effective courses of psychother-
apy. For example, for a client who pre-
sented with a history of severe depression
currently in remission, my supervisor and I
elected to focus on mood monitoring and
relapse prevention planning, including ele-
ments of behavioral activation and goal set-
ting. However, for a client who presented
with severe social anxiety, we focused pri-
marily on psychoeducation and targeted
social exposures.

In focusing on specific practices that co-
occur in a variety of treatment protocols
(e.g., cognitive restructuring), my supervi-
sor helped me to refine the delivery of these
skills, often through the use of in-session
modeling and role-plays. Modeling, in
which the supervisor demonstrates the
practice, and role-playing, in which the
trainee demonstrates the practice with the
supervisor playing the client, are consid-
ered active supervision practices. Active
supervision practices are considered gold-
standard practices of evidence-based
supervision, and have been shown to be the
strongest predictors of whether a trainee
uses a newly learned skill with a client
(Bearman et al., 2013; Beidas & Kendall,
2010). To increase my comfort with learn-
ing a new skill, the supervisor first modeled
the delivery, often using examples from my
own life to illustrate the process. This
allowed me to identify with the client’s per-
spective and highlighted what made the
delivery of the intervention most potent
(Hinkle & Dean, 2017). Afterwards, I often
role-played my own delivery of the inter-
vention, maintaining openness to feedback
for how to improve. The use of modeling
and role-playing was perhaps the greatest
enhancement of my learning at UCLA
CAPS, as it allowed me to view the inter-
ventions from both the therapist and client
perspectives, which further increased my
desire to continue practicing and refining
my delivery to provide my clients with the
best care possible.

Similar to JMG, the transition to a new
training environment entailing a larger
caseload and fewer sessions with each
client presented a number of challenges to
me (JFH) that would have been difficult to
confront without skilled supervision. One
of the most impactful supervisor actions
during my training at UCLA CAPS
included my supervisor’s strong emphasis

on collaboration, with other professionals
as well as with my clients. One of my first
cases during practicum was a client con-
currently treated by a psychiatrist of the
UCLA CAPS staff. Although I was able to
review the psychiatrist’s notes in my
client’s chart, my supervisor suggested that
I seek a brief in-person consultation with
the psychiatrist. My supervisor validated
my initial hesitation (the fear that I might
unnecessarily use the psychiatrist’s time) as
developmentally appropriate and con-
veyed that she too had encountered similar
worries, yet had found consultation with
other UCLA CAPS staff highly valuable. By
helping me schedule a meeting with the
psychiatrist during our supervision time, I
was able to follow up immediately on her
suggestion and learn the administrative
procedures involved in such situations at
my new training site.

In addition, my supervisor helped me
appreciate the value of collaboration
between therapist and client, arguably one
of the best and most reliable predictors of
outcomes (e.g., Horvath, Del Re,
Fluckinger, & Symonds, 2011). Specifically,
my supervisor helped me involve my
clients in active treatment planning by
openly discussing the UCLA CAPS session
limit at the outset of treatment and by col-
laboratively deciding on major treatment
goals that would be realistic targets within
this limited time frame. Furthermore,
when taking on new cases for which it was
evident from the beginning that a client’s
needs could not be met within the 6-ses-
sion model, my supervisor helped me to
either advocate for extended session limits
or, if longer-term treatment was needed, to
provide the client with outside referrals.
More important, my supervisor provided a
warm and comfortable space during super-
vision meetings, and invited me to process
my own emotions surrounding such deci-
sions. For example, she helped me evaluate
the risks of carrying out certain treatments
without the adequate amount of time or
sessions needed to achieve the best out-
comes and thereby provided guidance in
my ethical decision-making process
(Gilbert 1992). Additionally, she validated
arising feelings of helplessness and self-dis-
closed that she too sometimes struggled
when confronted with situations in which
she felt her clients truly needed longer-
term treatment.

Several aspects of my supervisor’s
actions are supported by the supervision
literature as being conducive to promoting
a high-quality supervisory relationship and
optimal outcomes for trainees’ professional
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development. First, my supervisor com-
bined facilitating attitudes, behaviors, and
practices, which have been shown to posi-
tively impact the supervisor-trainee rela-
tionship and increase the likelihood a
trainee will open up about insecurities and
questions to their supervisor (Falender &
Shafranske, 2004). She confronted my ini-
tial hesitations with empathy (Nerdrum &
Ronnestad, 2002), warmth, and under-
standing (Hutt, Scott, & King, 1983),
making me feel comfortable to disclose
such worries and leading me to feel com-
fortable in continuing to do so. Second,
with regards to professional consultations,
my supervisor underscored the value of
forming and maximally utilizing networks
of colleagues, a concept referred to as com-
munitarianism (Johnson et al., 2014).
Communitarianism has been identified as
desirable for transforming psychology’s
individualistic focus on competence given
the dynamic and contextually based nature
of this competence. Furthermore, commu-
nitarianism is beneficial not just with
regards to enhancing treatment and client
care but also with regards to treatment
increasing providers’ job satisfaction and
decreasing stress-related burnout (Epstein
& Hundert, 2002). Third, by highlighting
that she herself often made use of consulta-
tion with other professionals and by self-
disclosing struggles around set session
limits, my supervisor was able to model
professionalism and teach me knowledge,
skills, and attitudes associated with profes-
sionalism. The teaching and modeling of
professionalism is highlighted as a major
competency in Guideline 1 of Domain D of
the American Psychological Association’s
(APA) Guidelines for Clinical Supervision
in Health Service Psychology (APA, 2015).

In summary, both the overall training
and supervision structure at UCLA CAPS
as well as the specific actions our supervi-
sors engaged in throughout the year were
conducive to our development as profes-
sional psychologists. With regards to the
overall training structure, we benefited
from the amount and regularity of supervi-
sion offered, which have been shown to be
important aspects related to positive psy-
chology trainee outcomes (APA, 2015). In
addition, with regards to the specific super-
vision experiences and actions described
above, our supervisors aided us in over-
coming the unique challenges associated
with working in a brief treatment model
college counseling center. Specifically, we
believe that both of our experiences high-
light the ways in which supervisors enabled
us to gain increased self-efficacy and confi-

dence in our clinical skills by adjusting
their supervision techniques to our devel-
opmental level at any given time point. For
example, whereas our supervisors initially
performed certain actions for and then
with us (e.g., filling out case conceptualiza-
tion sheets and scheduling consultation
appointments with other professionals),
less guidance was provided over time.
These active modeling techniques (Bear-
man et al., 2013) allowed us to learn new
skills, practice them under the guidance of
our supervisors, and then incorporate these
abilities into our ongoing clinical compe-
tencies. Our supervisors’ actions thereby
enabled us to gain heightened indepen-
dence, preparing us well for increasingly
challenging training and working environ-
ments.

We are confident that the clinical skills
and confidence we gained through the help
of our supervisors at UCLA CAPS will con-
tinue to be useful to us throughout our pro-
fessional development during training and
beyond, and will be applicable in a variety
of settings beyond a brief treatment model
college counseling center. We hope that
other trainees and supervisors can learn
from the experiences we described.
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“Please unsubscribe me from this listserv”
—Many users, in variations of this quote

Dr. Merovingian arrived for his continuing
education (CE) training session on time, as
recommended on the ticket stored in his
iWallet. This was the new neuroCE, which
advertised as follows:

This CE will be a uniquely immersive
experience in the full panoply of empiri-
cally supported methods, and how to craft
these into evidence-based practices. Full
integration of knowledge into the clini-
cian’s existing armamentarium of clinical
skills fully guaranteed, with no decay of
knowledge for up to two years. Plan on
being at the CE immersion center for
approximately 1 hour.

Dr. Merovingian was gob-smacked
when he read the description in the CE
advertisement that arrived in his email
inbox. In one hour, he was going to have all
the available empirically supported treat-
ments available to him immediately?? And
the capacity to integrate this knowledge
seamlessly into client-focused and tailored
evidence-based practice? This seemed too
good to be true! True, the cost was pretty
high, at $895 plus the CE filing fee with his
state, but this one hour would cover all of
his CE requirements for two full years! The
medical waiver at the bottom seemed
strange to him, but he nonetheless took the
plunge.

When he arrived at the CE immersion
center, three lab technicians greeted him.
They said nothing, only scanned his ticket
on his phone, and gestured toward the
door across the foyer. When he entered, he
saw that there was what appeared to be an
infinite row of doors, with one opened.
Upon entering the room, he saw a reclining
chair, a computer console with a device
connected to it that consisted of a long
prong at the end. One of the technicians
who greeted him at the door entered, and
wordlessly gestured toward the chair. Dr.

Merovingian sat. At last, the technician
spoke:

“I am the designer. You would like to
know all the empirically supported proto-
cols?”

“Yes, I would like that. I mean, that was
what I signed up for,” Dr. Merovingian
said.

“Okay, but I must ask you a few ques-
tions first.”

“Okay, go ahead.”
“We have conducted a background

check, and it is clear that you earned your
doctorate, are licensed, and have never had
any complaints against you. Can you tell
me the last CE course you completed?” the
technician asked.

“As required, I enrolled in an ethics
refresher course last month. It was a webi-
nar, and was two hours in length.”

“Good. And, please tell us how often
you post questions on social media about
practice matters,” the technician queried.

“Well, I’m online a lot, intermittently
between clients, and sometimes I’ll post
lengthy questions about complex clinical
matters. The discussions can get fairly
intense. I guess if I can just estimate, I prob-
ably post around five to six times a week,
but comment on other posts far more
often.”

“Okay, we see that in our background
check as well,” the technician noted.

“Wait, you have that information? I
thought those groups were private.”

“We need to check these things to deter-
mine how immersive we need to be for this
CE. While you were told to reserve an hour,
some other clinicians need longer. For
example, if someone primarily practices
non-evidence-based approaches, we need
much more time, sometimes three or even
four hours. And we have to prep people
more, since it can be painful for that kind
of re-orientation when we upload you into
the system,” the technician explained.

“Hold it, ‘upload me into the system’?”
Dr. Merovingian asked.

“Of course! How did you think we
would cram all that information into you,

by talking really fast? Why else would we
have all the medical waivers? Oh, wait, I
have a note here.” The technician grew
somber, and a grave look washed over his
face. He pressed the intercom.

“Dr. Smith, can you rush in here?”
“What? What is going on?” Dr.

Merovingian asked. Sweat started beading
on his forehead.

Dr. Smith entered, a tall woman with a
lab coat and an unmistakable small patch
of blood on the lapel.

“What is it? I have another one in the
other room who can’t follow simple
instructions. Blood all over the floor, I have
no idea how long it will take to clean up,
but I can guarantee that doctor will know
how to ‘follow’ a post from now on, with-
out posting ‘following’ as a comment on a
thread.” Dr. Smith was flustered, and did
not look at Dr. Merovingian.

“Dr. Merovingian, this is Dr. Smith. She
pioneered the immersive CE experience.”

“Dr. Merovingian.” Dr. Smith made eye
contact, and proceeded grimly, “We see
here in our background information that
you have often sent out large group emails
requesting to unsubscribe from several list-
servs, is this correct?”

“Um, yes,” Dr. Merovingian replied,
sheepishly. He did not like the sound in her
voice. He was sweating profusely.

“It shows in our background checks that
you have done this numerous times, long
after the moderator posted the instructions
for how to unsubscribe. Correct?”

“Yes, but I just thought I would have the
moderator do it for me.”

“Okay, so here is the thing. We have
found that our immersive experience
works best when the subject’s neural
system does not have the pesky impeding
neural circuitry that comes from not fol-
lowing instructions. When the circuits that
controls not following instructions are in
place this firmly, we have to blast past
them, and this makes it harder to get the
full range of CE information loaded. You
understand?”

“No, not entirely . . . ” Dr. Merovingian
said, in a near whisper.

“Of course you don’t. We have seen this
same profile five times in the last week, and
everyone says the same thing. Okay, let me
state it more simply. We are going to insert
a prong into your brain stem and tendrils
will spider out into your midbrain and up
through to your cortex. That part you will
feel, and the pain will be transient albeit
intense. What will follow will be a radical
re-ordering of neural circuits. The early
part of the experience will blow out the cir-
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The Instructions That Would Not Load
Dean McKay, Fordham University

R. Trent Codd, III, Cognitive-Behavioral Therapy Center of WNC
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cuitry that activates when you encounter
easily followed computer instructions but
that you promptly ignore. We have found
that subjects typically bleed from the nos-
trils for around 8 to 10 minutes from that,
but the full procedures takes around 5
hours given the severity of your case. After
that, we can then upload the CE materials
you signed up for. You’ll need to clear your
schedule for the day. What is your blood
type?” Dr. Smith finished saying all this
while working the computer console and
wiping the prong down with alcohol.

“Hold it, seriously??? And . . . uh, I’m
O+.” Dr. Merovingian was rising up in his
seat.

“Where are you going? This is impor-
tant. You need to have this problem fixed.
And after all, at the end you will be a traf-
ficker in CE information,” Dr. Smith
stated, with a somewhat reassuring voice.
And then, before Dr. Merovingian could
finish getting up from the seat, the prong
was inserted into his brain stem, and he
was pinned to the chair. Eyes closed, gri-
macing but apparently unconscious, the
corrective process began in earnest. Blood
trickled from his nostrils.

— after the procedure —

“You can try to stand now.” It was the
technician, standing over Dr. Merovingian.

“What? Are you sure? I feel so dizzy,” he
said.

“Yes, the procedure worked. For the
past two hours you have been babbling on
and on about the hexaflex in Acceptance
and Commitment Therapy, applications of
interoceptive exposure for various anxiety
conditions, and behavioral activation for
complex depression. And occasionally, you
snuck in a jibe about the inefficacy of
equine therapy, which we filmed and
posted to our social media accounts since
it just seemed more than a bit gratuitous at
this point.”

“What time is it?” Dr. Merovingian
asked, sitting up on the side of the chair.

“Three o’clock, Wednesday.” Dr.
Merovingian remembered that he arrived
at 9:00 a.m. on Monday.

“We had a lot of work to do on those
circuits. In addition to the missing unsub-
scribe circuit, we had to rework your regu-
lar re-asking of questions on Facebook
groups that were just asked one or two days
previously. We received notes of thanks
from several colleagues that we repaired
that. Our social media has been blowing
up. No doubt your colleagues are going to
appreciate the new you.” The technician
was now smiling broadly.

“So, you mean, I won’t be doing that
anymore?”

“Oh no, we blew that circuit out
entirely. You’ll actually use the search func-
tion, which we learned you have never
once used! Our work here was far more
necessary than we dreamed, and since we
like to ‘experiment’ on ourselves with the
equipment, we have some pretty outra-
geous dreams!” The technician turned and
left the room.

As Dr. Merovingian left the CE immer-
sion center, he noticed in the waiting room
several colleagues. He checked his email,
and his inbox had several messages from
people in this very same waiting room, and
all said the same thing: “Please unsubscribe
me from this list.”

“Poor bastards,” Dr. Merovingian
mumbled, as he got in his car.

. . .
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Find a CBT Therapist

ABCT’s Find a CBT Therapist
directory is a compilation of prac-

titioners schooled in cognitive and

behavioral techniques. In addition

to standard search capabilities

(name, location, and area of exper-

tise), ABCT’s Find a CBT Therapist

offers a range of advanced search

capabilities, enabling the user to

take a Symptom Checklist, review

specialties, link to self-help books,

and search for therapists based on

insurance accepted.

We urge you to sign up for the

Expanded Find a CBT Therapist
(an extra $50 per year). With this

addition, potential clients will see

what insurance you accept, your

practice philosophy, your website,

and other practice particulars.

To sign up for the Expanded Find

a CBT Therapist, click mEmBEr

logIn on the upper left-hand of the

home page and proceed to the

ABCT online store, where you will

click on “Find CBT Therapist.”

For further questions, call the

ABCT central office at 212-647-

1890.
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| call for nominations |

This award recognizes outstanding individuals who have shown exceptional dedica-
tion, influence, and social impact through the promotion of evidence-based psycho-
logical interventions, and who have thereby advanced the mission of ABCT.
Importantly, the goal of the award is to identify individuals who translate the impact
of research into community health and well-being outside of the scope of their job
requirements. Individuals who perform this function as part of their normal job (clini-
cal or research) will not be considered for the award. Champions may not be mem-
bers of ABCT at the time of their nomination.

Potential Candidates
Nominees should demonstrate the characteristics of champions, broadly construed,
as recognized in the implementation science literature (see Knudsen, Gutner, &
Chorpita, 2019, for examples relevant to ABCT: http://www.abct.org/docs/PastIssue/
42n1.pdf). Champions are those individuals who support, facilitate, diffuse or imple-
ment the core assets of evidence-based interventions. Champions' efforts expand the
scope and impact of evidence-based interventions beyond the reach of researchers
alone. They differentiate themselves from others by their visionary quality, enthusi-
asm, and willingness to risk their reputation for change. Ideal candidates should have
demonstrated the following: (1) How the individual has recognized the potential appli-
cation and impact of evidence-based psychological interventions; (2) How the individ-
ual has gone beyond their formal job requirements within an organization to relent-
lessly promote innovation; and (3) How they actively lead positive social change.

Recognition
Nominees will be reviewed in March, June, and October by the ABCT Awards
Committee, and those meeting criteria will be forwarded to the ABCT Board of
Directors for approval. Recipients will be notified by the ABCT President, and their
names and photographs will be posted on the ABCT website, along with the rationale
for their recognition. Each year's champions will also be acknowledged at our annual
awards ceremony at the ABCT Convention.

How to Nominate
Email your nomination to 2020ABCTAwards@abct.org (link to nomination form is on the
Champions web page). Be sure to include "Champions Nomination" in the subject
line. Once a nomination is received, an email will be sent from staff, copying the
Awards and Recognition Committee Chair. The nomination will be reviewed by the
Awards and Recognition Committee, and if deemed appropriate for our program, will
be forwarded to the ABCT Board of Directors for final approval. Once reviewed and
approved by the Board of Directors, the nominee will be contacted directly by the
President, followed up with an ABCT staff member for a final review of the copy to
be posted on the ABCT website.

Champions of Evidence-Based InterventionsABCT’s 2020

s
s

s

Visit our Champions page to see the full listings and descriptions of ABCT’s 2018 and
2019 Champions.

abct.org > For Members > Champions
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Outreach & Continuing Education Manager

Ever consider working at your professional home? ABCT seeks master’s or higher degree in psychology or
related field with 2 or more years’ experience (including postdoctoral positions) following terminal degree;
licensed or license-eligible.

• Academic background in population-based approaches to dissemination (e.g., MPH).
• Knowledge and passion about ABCT: cognitive-behavioral orientation and commitment to science

and evidence-based principles.
• Knowledge of CE principles, and familiarity with organizations that sponsor CEs.
• Works well with production schedules; essential in both CE compliance and in developing the

educational programs on which they are based
• Expertise in public policy related to behavioral health and in appreciation of the political issues

and participants impacting behavioral health care.
• Willingness to work in NYC.
• Experience with professional organizations, building partnerships, project management,

and budgeting.
• Excellent communication skills including the ability to communicate effectively with membership,

prospective members, governing structure, staff, media contacts, vendors, and general public.
• Expertise with information technology including social media.
• Ability to multi-task, work effectively with deadlines, flexibly accommodate changing priorities

and/or goals, and produce accurate and thorough work.
• Ability to work collaboratively.
• Desire to work with incredible ABCT staff!

If up for the challenge, contact Mary Jane Eimer, Executive Director at mmjeimer@abct.orgjeimer@abct.org and send your
resume and short letter on why the position appeals to you.

ABCT is committed to the national policy of equal employment opportunity. ABCT will not discriminate in its hiring, pro-
motion, and/or firing of any employee on the basis of race, color, creed, religion national or ethnic origin, sex, sexual
orientation, gender identity or expression, age, disability, veteran status, political affiliations, or any other characteristic
protected by law.
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Full Members
Emily Abbenante-

Honold
Brandon Alderman
Matt Alderson
Charese Allen
Jassim Almarzooqi
Lisa Armistead
Ann Aspnes
Seth Axelrod
Kathleen Baggett
Benjamin Banister
Justin Barterian
Kendra Becker
Emily Becker-

Weidman
Kristin Bernard
Alyssa Bernstein
Leah Blain
Adam Bramoweth
Patricia Brennan
Emma Bruehlman-

Senecal
Ashley Bullock
Jeffrey Burke
Leslie Burpee
Stacy Caldwell
Nicole Cammack
Elizabeth Carges
Maureen Carrigan
Eunice Chen
Diane Chen
Kee-Hong Choi
Rebecca Courry
Claire Coyne
Sheila Crowell
Eric Daleiden
Sarah Deal
Melissa DeLong
Jeanette Devevo
Carrie Diamond-

Feldman
Keith Donohue
Pamela Dorsett
Shannon Dorsey
Jay Earles
Erin Eisenlohr
Boyd Eustace
Lori Evans
Frank Fincham
Randall Flanery
Christopher Flessner
Kelci Flowers
Maureen Flynn
Daniel Fulford
Nancy Furst
Yiran Ge
Mac Gilbert
Margaret (Meg) Glick
Robyn Gobin
Barbara Golden

Michele Gonen
Roseanne Gotterbarn
Carol Goulet
Laura Grant
Ruth Graves
Matthew Guelker
Jamie Guelker
Paula Guerra
Sara Haden
Stephen Haigley
Elaine Hantman
Nicole Harrington
John Harrington
Laura Hernandez-

Guzman
Dana Holohan
Rochelle Holtzman
Diana Hurtado

Merzalde
Debbie Innes-Gomberg
Masaya Ito
Bradley Jerson
Thor Johansen
Jennifer Kanady
Patrik Karlsson
Scott Kellogg
Jennifer Keluskar
Sarah Kern
Rachel Kessler
Cheryl King
Alicia Klanecky Earl
Laura Klinger
Hedy Kober
luz kyncl
Irina Lazarova
Stephanie Lee
Amy Leiner
Mitchell Levy
Meghan Lines
Katie Lingras
Rodney Lock
Jill Locke
Jessica LoPresti
Kelly Lowry
Donna Macri
Karen Mathewson
Samantha McKetchnie
Ronnie McLean
samuel mcquillin
Susan Meagher
Lauren Merclean
Cameron Miller
Robert Miranda, Jr.
Julie Morison
Colleen Morrissette
Sarah Nadeau
Suzanne Nangle
Mona Navarro
Daniel O`Rourke
Anne Omara
Lindsay Orchowski

Aesoon Park
Urmi Patel
Jessica Peters
Eve Puffer
Katie Ragsdale
Christina Robinson
Lisa Rosen
Jason Schiffman
Valdine Scott
Alexandra Segal
Ilana Senk
Aven Senter
Anne Shaffer
Cheri Shapiro
Elisabeth Sheridan
Kim Skerven
Jonathan Sutton
Zohreh Talebizadeh
Kristel Thomassin
Michaela Trimble
Erin Tully
Wilson Vincent
Sarah Voss Horrell
Kenneth Weingardt
Amy West
Lindsey West
Christina Wierenga
Joanna Wiese
Paula Wilbourne
Tricia Witte
Julie Wolfert
Tonya Wood
Robert Yeilding
Sungeun You

Associate Members
Katia Arroyo-Carrion
Julia Sheffield
Desi Vasquez

New Professional 1
Josilyn Banks
Vidya Bharat
Sara Cockerham
Fran Dalis
Russell DuBois
Serene Habayeb
Lauren Henry
Alice Huang
Kristen Jezior
Joslyn Kenowitz
Michelle Kuhn
Lauren Levine
Hoi Chun Lok
Matteo Malgaroli
Juliette McClendon
Natalia Miegoc
Natasha Najar
Melissa Osborne
Georgiana Paolillo
Anne Parent

Deirdre Paulson
Fernanda Rossi
Mevagh Sanson
Lily Schwartz
Kristin Serowik
Michael Widroff
Emily Wilhite
Madalina Yellico

New Professional 2
EB Caron
Alexandra Cowden

Hindash
Alyssa Farley
Simon Fragakis
Eric Guendner
Aviva Katz
Anne Malaktaris
Katherine Miller
Cameron Mosley
Brittany Myers
Elizabeth Neilson
Jennifer Paternostro
Emily Roth
Travis Sain
Kristin Scott
Aliza Shapiro
Cynthia Shih
Colleen Stiles-Shields
Nathanael Taylor
Nicole Williams

New Professional 3
EB Caron
Alexandra Cowden

Hindash
Alyssa Farley
Simon Fragakis
Eric Guendner
Aviva Katz
Anne Malaktaris
Katherine Miller
Cameron Mosley
Brittany Myers
Elizabeth Neilson
Jennifer Paternostro
Emily Roth
Travis Sain
Kristin Scott
Aliza Shapiro
Cynthia Shih
Colleen Stiles-Shields
Nathanael Taylor
Nicole Williams

Students
Ross Abrash
Catherine Accorso
Monique Aguirre
Salman Ahmad
Jae Hyung Ahn

Kristin Aho
Helena Alacha
Alaa Alhomaizi
Marissa Alliegro
Milvia Alvarez
Jacey Anderberg
Katelyn Anderson
Alexandra Andrea
Ellen Andrews
Caroline Antler
Shalini Arya
Amoha Bajaj-Mahajan
Morgan Barc
Jennifer Barinas
Kevin Barnekow
Jesus Barreto Abrams
Ryan Barroso
Caroline Barry
Andrea Baumes
Brigid Behrens
Julean Bender
Jason Bendezu
Yohana Beraki
Samantha Berg
Kelly Bergstrom
Michael Berry
Jessie Betancourt
Klaudia Bialy
Allison Birnschein
Tamar Blanchard
Catherine Blasi
Elizabeth Bocanegra
Sarah Boland
Erin Bondy
Erika Boohar
Jaclyn Boyer
Alexis Bracy
Erin Brancheau
Leah Brassard
Heather Bronston
Janessa Brown
Poppy Brown
Shari Brown
Emily Brune
Kara Buda
Lauren Bullard
Jacob Burkley
Austin Burns
Marlene Burr
Maia Buschmann
Megan Butcher
Abigail Callard
Christopher Ceccolini
Jennifer Cecilione
John Chae
Saankari Challa
Amanda Chamberlain
Ya-Wen Chang
Jun Hong Chen
Serena Chen
Shenghao Chen

Hernando Chiari
Lyndsey Chong
Emily Choquette
Kirsten Christensen
Anthony Ciccarello
Danielle Citera
Sarah Coe-Odess
Daniel Cole
Caroline Cole
Grace Coleman
Amanda Collins
Jessica Cook
Mariah Corey
Carlos Corvera
Cherell Cottrell-

Daniels
Nicole Crane
Miriam Crinion
Caroline Cummings
Katherine

Cunningham
Simone Cunningham
Claire Cusack
Tilda Cvrkel
MacKenzie Dallenbach
Kaley Davis
Talena Day
Stephanie De Leo
Megan Deleandro
Jennifer Dement
Kathleen Diaz
H. Drew Dixon
Annie Docter
Samantha Doerr
James Doorley
Jacqueline Douglas
Tianwei Du
Savannah Dynkowski
Elizabeth Eberlin
Amy Egbert
Dominique Egger
Sydney Ehinger
Kimberly Ellison
Katherine El-Sharkawy
Melissa Engel
Kory Engelstad
Elise Everly
Iony Ezawa
Katie Federico
Erick Fedorenko
Emily Feldman
Lindsey Feltis
Mary Fernandes
Joel Fishbein
Amanda Fisher
Morgan Fisher
Reagan Fitzke
Rachael Flatt
Nicole Fleischer
Paula Floyd
Meaghan Flynn

Welcome, New Members!
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Jacklyn Foley
Kaitlin Fondren
Kayla Ford
Christopher Ford
Rebecca Fortgang
Wayne Fraser
Joseph Fredrick
Elsa Friis Healy
Joseph Fulton
Nicole Fusco
Mariany Gainza Perez
Christina Galiano
Anna Garlock
Caitlin Gasperetti
Afsoon Gazor
Angelyn Gemmen
Daniel Gildner
Jennifer Giordano
Tali Gleiser
Kenacia Goings
Shea Gold
Gloria Gomez
Allison Goodman
Meghan Goyer
Ethan Graure
Marianna Graziosi
Cathrin Green
Yessica Green Rosas
Shayna Greenberg
William Grunewald
Jingyan Gu
Christina Guentert
Rachel Guetta
Joanna Guiet
Nathan Hager
Hunter Hahn
Elizabeth Hamilton
Erica Hamlin
Maya Hareli
Rebecca Harrell
Megan Harrelson
Lauren Harris
Kaitlyn Harrison
Kylie Hastings
Sophie Haven
Alyssa Hershberger
Katherine Hess
Joy Hill
Andalusia Hinojos
Gabriella Hinojosa
Ayelet Hochman
Emily Hockenberry
James Hodgins
Jacqueline Hogue
Madison Hooper
Parham Horn
Sha Raye Horn
Tamaki Hosoda
Xieyining Huang
Michelle Hunsche
Faith Iloka
Madison Istre

Lindsay Ives
Praise Iyiewuare
Nina Jhaveri
Kelli Johnson
Annalee Johnson-
Kwochka
Kylie Jupp
Merissa Kado
Emily Kalantar
Jillian Kane
Laura Kanji
Emma Kannard
Sarah Karan
Michael Kay
Mary Keenan
Hannah Kelm
William Kelner
Mona Khaled
Daniel Kilby
Esther Killius
Hannah Kim
Joanne Kim
Keryn Kleiman
Alissa Kopp
Caleigh Koppelmann
Kathryn Kouchi
Elizabeth Kroll
Alicia Kruzelock
Divya Kumar
Rebecca Laconi
Farren Landes
Kristy Larsen
Parky Lau
Justin Leiter-McBeth
Talia Leman
Lewis Leone
Allison Levine
Amy Lewis
Weiyi Liao
Sin-Ying Lin
Michael Liuzzi
Elizabeth Lombardo
Daniel Loomis
Elena Lord
Brooke Lundgren
Cassondra Lyman
Matthew Lyons
Destiney MacLean
Jenna Macri
Tristan Maesaka
Blake Mallory
Katherine Mangen
Michael Marks
Laura Martin
Alex Martin
Kimberly Martinez
Brittany Matthews
Mark Matz
Callie Mazurek
Ashlynn McCain
Erin McDonald
Carly McGregor

Makenna McIntire
John McKenna
Maria Meinerding
Grace Merritt
Gabrielle Messner
Allison Metts
Jena Michel
Rickie Miglin
Katherine Millard
Jason Miller
Molly Miller
Rose Miller
McKenzie Miller
Megan Millmann
Jennifer Milore
Jiwon Min
Charlene Minaya
Tannaz Mirhosseini
Kevin Moino
Shaqueena Moore
Isaiah Moore
Senami Morris
Krystal Morrison
Christin Mujica
Samuel Murphy
Kaitlyn Nagel
Victoria Navarro
Anne Neary
Emily Nichols
Danielle Nisenson
Heidi Ojalehto
Anna Olczyk
Maria Ortega
Laura Osuna
Antonio Pagan
Jyotsna Panthee
Danae Papageorgiou
Catherine Paquette
Suh Jung Park
Jae Eun Park
Yeonsoo Park
Esther Park
Jessica Parlor
Neil Patel
Vidhi Patel
Jeffrey Pavlacic
Melissa Pedroza
Kiana Perez-Jimenez
Corey Pettit
Kaitlyn Pham
Jenny Phan
Danielle Piggott
Abigail Pine
Alexandra Pizzuto
Anna Podrasky
Nora Portillo
Cecily Portillo
Carlos Portillo
Holly Quimby
Hanan Rafiuddin
Aishwarya Rajesh
Sushma Rameshkumar

Michelle Rattinger
Chloe Reeble
Rebecca Revilla
Olivya Reyes
Miranda Reyes
Agnes Rieger
Aysia Rivera
Max Roberts
Delanie Roberts
Kaylen Rodriguez
Taylor Rodriguez
Emily Roemhild
Sara Roles
Sarah Rooney
Melanie Rosen
Juanita Rueda
olivia sahlman
Selime Salim
Tian Saltzman
Matthew Samora
Kayla Sanchez
Suza Scalora
Mary Schadegg
Thomas Schlechter
Jasmine Schneider
Riley Sebastian
Samuel Seidman
Jesse Serna
Craig Sewall
Jessica Shankman
Katherine Sheehan
Laura Shillingsburg
Sydney Shope
soleana silva
Alexandra Silverman
Savannah Simpson
Aieshwarya Singh
Nathan Sitzler
Kelly Slaughter
Ashlynn Smart
Sophie Smit
Allison Smith
Angela Song
Caleb Spiro
Christina Steele
Bailey Steele
H. Gemma Stern
Kaylee Stewart
Rochelle Stewart
Jordan Stiede
Katie Stone
Barbara Storch
Joel Stroman
Anni Subar
Tiphanie Sutton
Courtney Swanson
Lindsey Sweitzer
Paulina Syracuse
Madison Taylor
Cassidy Tennity
Abigail Thacher
Hannah Thomas

Miranda Thompson
Sondra Tiab
Anne Tompkins
Jacqueline Trumbull
Angelina Peitzu Tsai
Victoria Tsao
Virginia Tsekova
Margarid Turnamian
Holly Turner
Eric Uhl
Ana Urena Rosario
Alexander Urs
Danielle Uy
Sophia Valenti
Emmy Velazquez
Bianca Velez
Zoe Verrico
Ariana Vidana
Caroline Vincent
Robert Vlisides-Henry
Allison Vreeland
Fayth Walbridge
Melvin Walker
Alayna Watson
Margaret Webb
Elise Weber
Amelia Wedel
Jenna Weingarten
Megan Whelen
Cynthia White
Danielle Whitebread
Nicole Wildstein
Clare Wilkes
Jenna Winarick
Chelsey Wisehart
Karl Wissemann
Alaina Wodzinski
Ellie Wu
Mariah Xu
Julia Yarrington
Qingqing Yin
Rebeca Zapata
Yiqin Zhu
Yoni Zomick
Eirini Zoupou

Postbaccalaureate
Kendyll Albrecht
Stephen Allen
Brianna Baker
Clare Beatty
Madison Beedon
Kriti Behari
Daniel Burke
Emily Burr
Kirsten Christensen
Devin Dattolico
Lauren Davis
Jesse Dzombak
Danielle Farrell
Natalie Frech
Kensie Funsch

Shannon Gasparro
William Glozier
Casandra Gomez

Alvarado
Georgia Goodman
Jenny Guo
Philip Himmelstein
Elana Israel
Anishka Jean
Ashley Karlovich
Charli Kirby
Ellen Kneeskern
Jocelyn Labrada
Kenny Le
Caroline Lee
Kyler Lehrbach
Adrian Lopez-Marquez
Lucy Lurie
Ifrah Majeed
Eliza Marsh
Matt Mattoni
Emily Meyer
Caroline Miller
Megan Milligan
Katherine Mullin
Kathleen Murphy
Andrea Ng
Averill Obee
Isabelle Oliva
Tapan Patel
Jeffrey Pierre
Madeline Pike
Ramya Ramadurai
Lili Ramos
Sara Reyes
Kathryn Ringland
Hanan Salem
Cassidy Salentine
Natalie Samuels
Christina Sanzari
Nicholas Sawchuk
Caroline Scherzer
Hannah Sebald
Lauren Seibel
Delshad Shroff
Michelle Smilansky
Rebecca Suzuki
Justine Thompson
Patricia Triece
Victoria Wee
Sienna Williams
Jenny Wu
Xinze Yu
Yinghao Zhang
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ADDRESS SERV ICE REQUESTED

ABCT's Academic Training and Education Standards Committee is currently soliciting nominations for the
Spotlight on a Mentor program. The purpose of the Spotlight on a Mentor program is to highlight the
diversity of excellent research mentors within the membership ranks of ABCT. Its goal is to spotlight
promising early-career and well-established mentors across all levels of academic rank, areas of special-
ization, and type of institution. To submit a nomination, please complete the nomination form (URL
below) and email it to abctmentor@gmail.com by 07/01/2020. Nominations from multiple mentees are
encouraged.

ABCT's Spotlight on a Mentor program aims to highlight the diversity of excellent research mentors
within the organization's membership ranks. Our goal is to spotlight both promising and accomplished
mentors across all levels of academic rank, area of specialization, and type of institution.

If you have any questions please email aleksandra.foxwell@utsouthwestern.edu

Nominate a mentor today: http://www.abct.org/Resources/?m=mResources&fa=spot_Mentor

S P O T L I G H T
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