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PRESIDENT-ELECT’S COLUmN
Stewart Cooper, PhD, ABPP
APA’s Population Health model and Psychology Becoming
a multi-Tiered Profession: The Emerging Opportunity for
the Society for the Advancement of Psychotherapy  

The Society for the 
Advancement of Psy-
cho therapy (SAP) is a
leading organization de -
dicated to the enhance-
ment of psychotherapy
practice, research, and
education. Our mission

is to promote mental health and well-
being by supporting the professional 
development of psychotherapists and
advancing the science of psychotherapy.
Aligned with our mission, the fourth of
my four 2025 Presidential Initiatives is
for SAP to function as the authoritative
voice in advancing psychotherapy sci-
ence, practice, education, and applica-
tion.  There are two major movements
occurring with the American Psycholog-
ical Association (APA) whose confluence
with produce an opportunity (and need)
from Division 29. The first of the two is
APA’s significant buy in to advocating
for and using a population health ap-
proach. The second is APA’s efforts to
becoming a multi-tiered profession.
Having a contextual understanding of
both of these is helpful for understand-
ing the emerging opportunity for SAP.

Background on APA’s Population
Health model: 
“In most countries, physical and mental
health frameworks are built around a tra-
ditional medical model which focuses on
acute care for individuals. This pro vider-
intensive approach contributes to treat-
ment gaps resulting from an imbalance
between need for services and availabil-
ity of those services (Carbonell et al.,
2020). A population health approach can
help relieve treatment gaps and address
population health needs.” (APA, 2024).

The document can be viewed  at
https://www.apa.org/international/ne
t w o r k s / g l o b a l - p s y c h o l o g y -
alliance/population-health.
“Population health focuses on improving
the health, health equity, safety, and well-
being of entire populations, including in-
dividuals within those populations. This
approach involves a multidisciplinary
science base from psychology, sociology,
cultural anthropology, medicine, eco-
nomics, education, and other disciplines.
Population health aims to address the
cultural, economic, systemic, historical,
environmental, relational, and occupa-
tional contexts that influence health status,
well-being, and functioning across the
lifespan. Its ultimate goal is to foster 
equitable human flourishing” (APA,
2024). Adopted from Psychology’s 
Role in Advancing Population Health
https://www.apa.org/about/policy/po
pulation-health-statement.pdf. This syn-
thesis document is available in several
other languages.
The Global Psychological Alliance, of
which APA is a major partner, is the au-
thor of a concise synthesis article entitled
“How does psychology fit within a pop-
ulation health framework?” The article
contrasts the population health model
with the traditional individual health
approach and makes a strong case for
the need for transformation. The piece
also presents other helpful concepts and
recommendations.  This synopsis of the
public health approach is available at
https://www.apa.org/international/ne
tworks/global-psychology-alliance/
population-health-statement.pdf

2

continued on page 3

https://www.apa.org/international/networks/global-psychology-alliance/population-health-statement.pdf
https://www.apa.org/about/policy/population-health-statement.pdf
https://www.apa.org/international/networks/global-psychology-alliance/population-health


3

Background on APA’s efforts to 
becoming a multi-tiered profession:
APA has been considering the role of in-
dividuals with master’s degrees in the
psychology profession for over 75 years.
However, up until the last few years rel-
atively little attention has been paid to-
ward this issue. In fact, there has been
significant opposition toward consider-
ing any level of training besides the 
doctoral degree, despite there being a
number of states with master’s trained
health services providers. Today, 20
states either have or will have some type
of license for master’s in psychology
trained individuals. Note that the titles
and scope of practice of this group of
master’s psychology trained providers
has and does vary greatly, something
which both APA and ASPPB want to
remedy. Note also that school psychol-
ogy masters and Ed.S. trained profes-
sionals who worked in school settings
are already accepted within APA as ex-
ceptions to the doctoral restriction.

In December of 2023, the Board of Pro-
fessional Affairs (BPA) and Committee
for the Advancement of Professional
Practice (CAPP) Master’s Workgroup
produced a position paper on this topic.
A decision was made to table further ac-
tion or discussion at that time.* The
topic was revisited a few years later.
Since that time “APA has had numerous
work groups, task forces, and conven-
ings about clinical, counseling, and
school psychology—collectively known
as health service psychology or HSP. In
the last 5 to 6 years, general agreement
has been reached on understanding the
profession as multi-tiered—i.e., there is
value in a unified vision that includes
individuals with doctoral and master’s
degrees. In 2018, the APA Council of
Representatives voted to accredit mas-
ter’s degree programs in health service
psychology. Since then, many APA gov-
ernance groups, including the Board of

Educational Affairs (BEA) and BPA have
been considering what it means for psy-
chology to become muti-tiered. BPA and
BEA are in the process of developing
two proposals that will be brought be-
fore the APA Council of Representatives
in February 2025” (email, APA Board of
Professional Affairs, 2024).

The following is a summary of APA de-
liberations and actions related to recog-
nition of master’s level HSPs and is
taken directly from the initial draft of the
Competency Framework for Master and
Doctoral Degree Education and Training
in Health Service Psychology developed
by BPA. 
●  2017: APA Council of Representa-

tives voted to consider options for
master’s degree training and/or
practice acknowledging current is-
sues and developments had risen to
a level that necessitated action. 

●  2018: APA Council voted to proceed
with accreditation of master’s degree
programs in HSP.

●  018: BEA Blueprint Taskforce pro-
duced a report, accepted by the
Council, outlining APA accreditation
plan for master’s degree programs
in HSP.

●  2019: The APA’s Board of Educa-
tional Affairs (BEA) and Board of
Professional Affairs (BPA) jointly
formed a task force to delineate com-
petencies for students completing
master’s degree programs in Health
Service Psychology and to distin-
guish from individuals completing
doctoral degree programs.

●  019: APA CoA began work to estab-
lish standards for accreditation of
master’s degree HSP programs.

●  2020: APA’s Board of Directors and
Council of Representatives held fo-

continued on page 4
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cused conversations on the future of
psychology practice and education.

●  2021: Master’s Competencies Task
Force recommended that BEA and
BPA establish a separate task force to
update existing APA approved Edu-
cation guidelines on doctoral degree
competencies which was hoped
would facilitate completion of 
master’s degree competencies.

●  2021: BEA and BPA jointly formed
Task Forces to update the master’s
and doctoral degree competencies
with the expectation that doing so
would then help delineate the differ-
ences between HSP competencies for
doctoral degree and master’s degree
students.

●  2021: APA convened an Assembly 
on the Value/Distinctiveness of the
Doctoral Degree in Health Service
Psychology.

●  2021: BPA formed a work group to
recommend an appropriate master’s
scope of practice and title in HSP to
inform upcoming updates to the
APA Model Licensure Act.

●  2023: BPA received report from 2021
Master’s Title and Scope Work
Group.

●  2024: BEA and BPA considered the
work of the Doctoral HSP Compe-
tencies Task Force.

●  2024: BPA formed APA Model Licen-
sure Act (MLA) Work Group to
begin revising and updating MLA.

The Emerging Opportunity for 
the Society for the Advancement 
of Psychotherapy:
APA’s endorsement and embracing of a
population health approach along with
its moving toward a multi-tiered profes-
sion will provide significant opportu-
nity for and need from the SAP. Even

today, there are thousands of graduates
from master’s in HSP psychology-re-
lated programs each year compared to a
far smaller number of doctoral level
graduates. Psychotherapy will be the
central skill not only for doctoral level
HSP providers but also for master’s
level and, at a basic level, to bachelor’s
level and peer mental health support
providers. A Presidential Task Force is
focused on master’s and doctoral HSP
competencies, titling, and scope of prac-
tice has been formed and is active. They
(Andres Perez-Rojas, Libby Williams,
and James Lichtenberg) submitted a
comment for SAP on the Competency
Framework for Master and Doctoral De-
gree Education and Training in Health
Service Psychology developed by BPA. 

I welcome your input and ideas regard-
ing this opportunity, i.e., what emphasis
would like to see SAP take on, what sup-
port should be provided to the new
members we will likely get, what advo-
cacy positions should we take, what
roles are you interested in, providing
input to the Presidential workgroup, etc.
Your voice is important and I value
hearing from you. Please email me at
stewart.cooper@valpo.edu 

President-Elect,
Stewart Cooper
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Welcome to the Fall
Bulletin, SAP

My oh my, what a quar-
ter it has been for the
Electronic Communica-
tions team. For the 
last year, we have been

working on upgrading the website with
Website Design Specialist, TJ Slade. It was
quite the task! The previous website was
established for a decade and housed over
44,000 lines of codes, news links, and arti-
cles for the division. The website not only
acts as a publication, but also as a time
capsule for all the amazing work our
members have showcased. 

While it was no small feat to transfer all
our content to a new platform, I want to
apologize for any inconvenience the
merger may have caused. Our website
was inactive for the last two weeks of
August. Fortunately, due to our incredi-
ble Central Office Team Member, Tracey
Martin, we had access to everything we
needed, even in the absence of the web-
site. She is truly the backbone of the di-
vision. Additionally, a special thank you
to our Associate Editor, Lacy Sohn, for

navigating submissions even when our
portal was inactive, and our Website Ed-
itor, Sarah Bondy, for learning how to
code on a brand new website. That
being said, our website is well on the
way to being completely finished. Please
submit any concerns, comments, or
compliments at the purple banner on the
top of the website.
This quarter’s Psychotherapy Bulletin has
a special feature related to suicide pre-
vention and assessment, as September
was suicide prevention month. We also
have great articles related to clinical
work and the therapeutic process. 
With three months left of the year, I in-
vite you to take part in our monthly call
for submissions if you have not already.
On the first of each month, I send out the
monthly topic via the listserv. If you’re a
planner like me, you can view 2024’s
monthly topics below. As always, you
are welcome to submit an article outside
these topics whenever you wish. Click
here to write for us!
Thanks for reading!
Zoe Ross-Nash

Zoe Ross-Nash, PsyD
fALL EDITOR’S COLUmN

https://societyforpsychotherapy.org/about/our-website-and-bulletin/
https://societyforpsychotherapy.org/


In the socio-cultural 
context I find myself
embedded in, reaching
out for support and
seeking mental health
services is a courageous
first step. However, an

aspect of receiving support that tends to
take up less space in discussions per-
tains to issues that many individuals
may encounter during the course of
psychiatric treatment itself.  

I have firsthand experience with the
many barriers that exist in psychiatric
treatment after receiving a bipolar II di-
agnosis nearly seven years ago and hav-
ing gone through the incredibly
frustrating process of learning the most
effective treatment and medication
regime. The frustration did not stem
from the stigma I experienced, but
moreso from the rigorous process of find-
ing the appropriate medication. While
studies have investigated the phenome-
non of non-adherence to psychiatric
medications, there is limited research on
medication adherence throughout the
process of discovering the most efficient
dose and brand of medication for each
individual (Semahegn et al., 2020).
Rottman and colleagues (2016) proposed
that when an individual starts taking
medication, they begin to analyze the
causal effects it has, particularly in terms
of its perceived effectiveness. In my ex-
perience, when beneficial effects were
not observed early on, a sense of distress
and spiraling negative emotions over-
whelmed me. Psychotherapy can and
should play an impactful role during this
phase of treatment by helping the indi-

vidual explore and process the feelings of
frustration, anger, despair, and hopeless-
ness that are often present. This article
seeks to elaborate on how psychotherapy
served as a way to help me cope with
each of these emotions and may in turn
serve as an important reminder for prac-
titioners to support patients who are ex-
periencing similar issues.

According to Dollard and colleagues
(1939), frustration is “an interference with
the occurrence of an instigated goal-
response at its proper time in the behaviour
sequence” (p. 7). Further, the frustration-
aggression hypothesis proposes that
anger can also be an associated emotion
that results from the frustration experi-
enced at certain goals being blocked or
deemed unachievable (Miller, 1941).
Frustration as a state tends to be experi-
enced when there is an intent to gratify
or obtain access to a state that is desired;
therefore, without intent or an inherent
expectation, there can be no frustration
(Dollard et al., 1939). During the process
of seeking psychiatric treatment, my ini-
tial goal was to escape from my symp-
toms and achieve gratification in the
form of relief, respite, and a return to a
premorbid state of functioning. When
this goal was perceived as unachievable
due to an ineffective dosage or combi-
nation of medications, it often resulted
in feelings of increased frustration and
anger expressed through crying spells,
irritated behaviour, and a reduced de-
sire to comply with psychiatric treat-
ment. It was through psychotherapy
that I learned to modify and reframe my
individual treatment goals, which was
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immensely helpful to overcome the state
of frustration-aggression that I was expe-
riencing. My initial thought transformed
from, “medication is not helping me feel
better” to “I am doing everything I can to
help myself feel better.” This shift in per-
spective effectively decreased my sense of
frustration as it allowed me to concentrate
on behaviours that were in my control;
such as, complying with psychothera-
peutic treatment, adhering to medication
instructions, and voicing any concerns
that presented to my treatment team. I
was no longer focused on being cured
after realizing the value of the recovery
process. As a result, I experienced an en-
hanced sense of autonomy and control
over my journey. 

In addition to feelings of frustration and
aggression, I was plagued by a sense of
hopelessness. Hopelessness refers to a
state of being in which the individual ex-
periences a loss of the expectation that
outcomes will improve (Abramson et al.,
1993). Research highlights that feelings
of hopelessness are often compounded
by a sense of despair where the person
feels helpless to cure the self of deep
emotional pain and suffering (Jeanne,
2015). In my experience with therapy,
when results were not felt as I expected,
there was a great sense of hopelessness
and despair in my treatment journey. I
convinced myself that regardless of the
attempts made or the various combina-
tions of medications I tried, my condition
was doomed to remain in a static state.
This was further compounded by know-
ing that bipolar II disorder tends to be a
chronic illness with a poor prognosis
(Tundo et al., 2013). Consequently, my
feelings of hopelessness and despair
reached to the point where I made an at-
tempt on my life due to the belief that I
would never improve or feel better. I ul-
timately overcame this ideation after re-
ceiving an incredible amount of support
from my family and by pushing myself
to persist in treatment.

Through psychotherapy, I discovered
important insights that allowed me to
tackle and eventually deal with the feel-
ings of hopelessness and despair that
were often present. The first insight per-
tained to challenging my primary cogni-
tive distortion of predicting the future. I
realized that no matter how hard I tried,
I could not guarantee that any combina-
tion of medications would help with my
condition, at least not before trying all of
them. Instead of believing that my con-
dition would never get better, I was led
to believe that I was absolutely on the
right track to figuring out which medica-
tions would eventually work well for me.
The second thing that proved insightful
was my therapist’s strengths-based ap-
proach. This allowed me to focus on my
strengths and gave me the ability to reg-
ulate my emotions and functioning, re-
gardless of the medication I was using.
This approach was empowering as it
served to highlight my strengths and re-
duced my perceived dependency on
pharmacotherapeutic intervention. This
is an important aspect to psychiatric in-
tervention, as research demonstrates that
psychotherapeutic treatments promoting
medication adherence can be particularly
useful for states of mania and hypoma-
nia, while cognitive coping strategies
have a more pronounced benefit when it
comes to depressive episodes (Mik-
lowitz, 2008). An amalgamation of chal-
lenging faulty cognitions, adopting a
perspective where I focused on the small
wins and not just failures, and taking a
comprehensive overview of my role in
the situation helped me address the
blocks and sense of hopelessness and de-
spair I encountered. 

While it is a well-established fact that
psychotherapy is often a crucial aspect
of treatment for a mental illness com-
bined with psychiatric intervention,
sometimes psychotherapeutic services
may be required to overcome barriers

continued on page 9
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and distress associated with psychiatric
interventions themselves (Gabbard,
2009). Through the use of various cogni-
tive and strength-based approaches, I
was able to work on and process my
frustration and hopelessness associated
with having to try combinations of med-
ications to keep my symptoms under
control. The process, even though dis-
tressing at times, is a crucial aspect of
learning how to live with and manage a
chronic psychiatric illness. 

The issues discussed above need to be
further addressed in the field of research
and should be highlighted as a legitimate
concern that patients may often go
through, so that more evidence-based in-
terventions may be formulated and used
for the same purpose. In terms of impli-
cations for practitioners, this article seeks
to shed light on and open up a dialogue
about the negative emotions that indi-
viduals may experience whilst engaging
in psychiatric treatment for mental health
disorders. In the case of chronic mental
illness, it is essential for individuals to
comply with treatment and when the
process of using medication is perceived
as distressing, this may result in non-ad-
herence. Practitioners may benefit from
discussing this potential obstacle with
patients and to be prepared to implement
techniques and interventions to support
patients experiencing this type of dis-
tress. Furthermore, addressing such an
issue can also help challenge the myth
that pharmacotherapy is unhelpful for
mental health disorders as this may be
believed by various individuals, includ-
ing patients (Kishore et al., 2011). This has
the potential to have a profoundly posi-
tive impact on psychiatrists, mental
health professionals, psychotherapists,
and patients themselves. 

References
Abramson, L. Y., Metalsky, G. I., &

Alloy, L. B. (1993). Hopelessness. In
C. G. Costello (Ed.) Symptoms of De-

pression (pp. 181–205). John Wiley & Sons.
Dollard, J., Doob, L., Miller, N., Mowrer,

O., & Sears, R. (1939). Frustration and
aggression. Yale University Press.

Gabbard, G. O. (2009). Psychotherapy
in psychiatry. International Review of
Psychiatry, 19(1), 5–12. https://doi.
org/10.1080/09540260601080813

Jeanne, B. (2015). From hopelessness to
despair. In S. Akhtar & M. K. O’Neil
(Eds.), Hopelessness-Developmental,
Cultural, and Clinical Realms (pp. 139–
152). Routledge. https://doi.org/
10.4324/9780429475573

Kishore, J., Gupta, A., Jiloha, R., &
Bantman, P. (2011). Myths, beliefs and
perceptions about mental disorders
and health-seeking behavior in
Delhi, India. Indian Journal of Psychia-
try, 53(4), 324–329. https://doi.org/
10.4103/0019-5545.91906

Miklowitz, D. J. (2008). Adjunctive psy-
chotherapy for bipolar disorder:
State of the evidence. The American
Journal of Psychiatry, 165(11), 1408-
1419. https://doi.org/10.1176/
appi.ajp.2008.08040488

Miller, N. E. (1941). The frustration-
aggression hypothesis. Psychological
Review, 48(4), 337–342. https://doi.
org/10.1037/h0055861

Rottman, B. M., Marcum, Z. A., Thorpe,
C. T., & Gellad, W. F. (2016). Medica-
tion adherence as a learning process:
Insights from cognitive psychology.
Health Psychology Review, 11(1), 17–32.
https://doi.org/10.1080/17437199.2
016.1240624

Semahegn, A., Torpey, K., Manu, A.,
Assefa, N., Tesfaye, G., & Ankomah,
A. (2020). Psychotropic medication
non-adherence and its associated fac-
tors among patients with major psy-
chiatric disorders: A systematic
review and meta-analysis. Systematic
Reviews, 9(17), 1274–1283. https://
doi.org/10.1186/s13643-020-1274-3

Tundo, A., Calabrese, J. R., Marchetti,
continued on page 10



10

Find the Society for the Advancement of 

Psychotherapy at
www.societyforpsychotherapy.org

F., Dell’Osso, L., Proietti, L., & Filip-
pis, R. D. (2013). Continuous circular
cycling in bipolar disorder as a pre-
dictor of poor outcome. Journal of 

Affective Disorders, 150(3), 823–828.
https://doi.org/10.1016/j.jad.2013.0
3.006

http://societyforpsychotherapy.org/


11

When patients walk into
the first therapeutic ses-
sion, meet their therapist
for the first time, and sit
(perhaps comfortably, per-
 haps uncomfortably) on
the sofa, we would say
therapy has begun. But
did the therapy actually be -
gin even before this moment?
With their thoughts about
their therapy, their fears
about how it will be,
their expectations of
what will happen?

The concept of treatment
expectations refers to
what the patient antici-
pates will happen during
therapy. For instance, a
patient may expect a cer-
tain behavior from the
therapist (role expecta-
tions), a certain length of
the treatment (duration
expectations) or might
expect to experience

something specific during therapy
(process expectations; Constantino et al.,
2011). Patients might also expect a specific
process to take place during therapy in
order for the treatment to achieve its goals
(change process expectations). Surpris-
ingly, to date, research assessing change
process expectations effects is understud-
ied. It clearly indicates a need for more re-
search to bridge the gap between clinical
work and empirical research.

Change process expectations deal with
the question, when a patient enters the
therapy room, what do they expect to
happen that will likely result in a bene-
ficial change? Consider this clinical en-
counter as an example: a teenage girl
arrives for an intake meeting in the out-
patient unit because she feels outcasted
and depressed. During meetings with
her parents, they repeatedly stated their
expectation that the therapist will pro-
vide them with practical tools to help
their daughter. However, the therapist
saw the importance of creating a rela-
tionship and building trust as the most
crucial part of therapy. These gaps could
have been bridged, but after a few meet-
ings they decided to end the therapy,
maybe due to the therapis’s lack of abil-
ity to meet their expectations.
In another clinical encounter, a patient
with emotionally unstable relations, de-
pendent behaviors, and an ongoing eat-
ing disorder expresses her desire to
engage in therapy in order to “have a
place to share her experience without
judgment of friends or my parents”
After a few months it was apparent that
she has made some progress in therapy
and even expressed satisfaction, but
what has the therapist done that met her
expectations? Did she indeed feel that
she had a place to share her experiences
without judgment? What processes
made her feel that she was moving in
the right direction and which processes
made her feel that something was off?

PSYCHOTHERAPY PROCESS 
International Affairs—What to Expect When Therapying:
Understanding Change Process Expectations
Dana Elberg, M.A.
Pragya Sharma, Ph.D
Javier Fernández-Álvarez, Ph.D
Agostino Brugnera, Ph.D
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To allow an in-depth investigation of
these processes, a self-report tool,
named the Expectations of Active Pro -
cesses in Psychotherapy Scale (EAPPS),
was recently developed to tap into po-
tential therapeutic change processes.
The items in the EAPPS were derived
from measures of change mechanisms
previously described in the literature,
such as the working alliance (Horvath &
Greenberg, 1989), transference interpre-
tations (Bøgwald et al., 1999), and meas-
ures of active participation (O’Malley et
al., 1983). It asks to rate different sen-
tences which describe potential
processes of change, such as “Learn from
emotions,” “Understand therapist's feel-
ings towards me,” “Cope with stresses”
etc. The factor analysis, which was per-
formed to identify the most common 
factors, found seven ingredients: estab-
lishment of positive therapist-patient 
relations, verbal processing of therapist-
patient relations, exploration of unex-
pressed contents, the ability to share
sensitive contents openly and secretly,
working through specific emotional
problems, therapy fosters resilience, and
therapy provides tools for cognitive con-
trol (Tzur Bitan et al., 2018).

How can these factors be interpreted
and transformed into real-life clinical ex-
periences? Well, it is apparent that the
parents of the teenager who was strug-
gling with feelings of alienation ex-
pected therapy to include the provision
of specific tools, such as helping their
daughter reconstruct her automatic
thoughts, or view reality in a slightly
more positive way. On the other hand,
the therapist may have believed it
would be more beneficial to form a ther-
apeutic bond, listen to unconscious con-
tents, or explore transference processes
through her projected emotions. Clearly,
the parents and the therapist had signif-
icant gaps in what they expected to be
beneficial at this stage of therapy. In-

deed, gaps in change process expecta-
tions are common in psychotherapy. For
example, in a dyadic study exploring
patients and their therapists during the
first three months of therapy, patients
and their own therapists differed in
what they perceived as the therapeutic
change process. As therapy was initi-
ated, patients expected therapy to focus
on providing cognitive tools, whereas
their therapists perceive the mechanism
of change to be the verbal processing pa-
tient-therapist relationship. Surprisingly,
three months into therapy, change
process expectations did not change,
and patients and their therapists contin-
ued to show the same gaps regarding
the expected therapeutic process (Tzur
Bitan et al., 2021).

What are the implications of such gaps
between patients and therapists? Pa-
tients entering therapy for the first time
in their life, expecting to receive tools to
handle stress, might be very surprised if
the therapist will inquire about their
emotions towards them. Patients can
feel embarrassed, surprised, or even in-
truded upon. They might think - “Why
do I need to speak about my feelings to-
wards the therapist? How will it help
me?” Therapists, in turn, may feel that
their interventions are inadequate or
may even try to find ways to repair the
therapeutic bond or make more sense of
their intervention. Especially in the first
stages of therapy, these gaps can influ-
ence a patient's willingness to stay in
therapy, and in some cases, even lead to
patients dropout, as demonstrated in the
clinical example above. 

Having said that, gaps are not always
detrimental to the therapeutic process
and outcome. For example, studies
demonstrate that when a therapist rates
the bond with the patient lower than the
patient, the therapy process can be more

continued on page 13
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successful (Marmarosh & Kivlighan Jr.,
2012). This phenomenon, previously ex-
plained as a ‘better safe than sorry’ ef-
fect, suggests that the therapist takes a
safer approach in  perceiving the thera-
peutic bond to maintain vigilance and
alertness towards changes in the alliance
(Atzil-Slonim et al., 2015). In this con-
text, one might ask: what are the effects
in gaps in change process expectations?
are these gaps beneficial or harmful to
the therapeutic process and outcome?

In a recent study, patients and therapists
rated their change process expectations
at baseline, while patients rated their
psychological distress at baseline and
three months into therapy. The results
revealed different effects of change
process expectations and distress level.
For example, patients’ expectation that
therapy will focus on sharing sensitive
contents openly and securely was re-
lated to an improvement in patients’ dis-
tress, whereas the expectation that
therapy will focus on the exploration of
unexpressed contents showed the oppo-
site effect. Moreover, improvement was
reported when patients rated the shar-
ing of sensitive contents openly and se-
curely higher than their therapists
(Brugnera et al., 2024). These findings
suggest, somewhat like in alliance con-
gruence, that gaps in therapy percep-
tions are not always associated with
negative outcomes.

Another interesting question related to
change process expectations is how they
are formed. One potential way to form
expectations about the therapeutic
change process is through the media
and how therapy is portrayed in movies
and TV series (Orchowski et al., 2006).
For example, some cinema portrayals in
Eastern countries may include blurred
patient-therapist boundaries or overem-
phasis on therapist self-disclosure
(Menon, 2024), which might lead to pa-

tients’ expectations to such change
processes. Expectations about therapy
can also be created or influenced by an
individual’s own experience as a pa-
tient. For example, people might learn
about the therapeutic change through
the interventions of therapists. Alterna-
tively, expectations can be co-generated
by both the patient and the therapist.
According to such possibility, therapists
may come with preconceived notions
about the mechanism of change but may
revise and revert to other mechanisms as
they learn about the patient's thoughts
and wishes. Similarly, patients might not
learn what therapy is about, but rather
create their own expectations about ther-
apy with the therapist. In other words,
change process expectations may be dy-
namic and evolve as the therapeutic en-
deavor progresses, with both patients
and therapists constantly modulating
and changing their views of the right
process at each stage of the therapy.
These intriguing sources remain to be in-
vestigated in future research.

It is also important to understand the
cultural influences affecting therapy
process expectations of both the patient
and the therapist. Western cultures tend
to emphasize individualism and self-ex-
ploration, which might lead to the ex-
pectation to discuss and work on the
patient’s goals and wishes. The therapist
might also expect a collaborative process
of working mutually on these goals with
certain responsibility being taken by the
patient. However, many Eastern cul-
tures tend to place more focus on collec-
tivism. In such cultures, patients may
look up to the therapist as a guide (Ma,
2000) or as a savior, who will direct their
life decisions and tell them what to do
(Reddy, 1988). Furthermore, patient ex-
pectations might  include the anticipa-
tion that therapy will incorporate their
roles and responsibilities towards their

continued on page 14
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family and community. In such cases,
the patient may expect the therapist to
think collectively and not just about
themselves. Therapist expectations
might also differ in such cultural con-
texts, either through their identification
with cultural norms, or alternatively
through their attunement with the pa-
tient’s perspectives.

Beyond the Western/Eastern cleavage
that influences therapy expectations,
there are numerous factors, such as soci-
etal norms, cultural beliefs, prevailing at-
titudes, and the stigma associated with
seeking psychotherapy that vary de-
pending on the predominant theoretical
approach. For instance, in cities like New
York, Paris, or Buenos Aires, the psycho-
analytic approach not only predominates
but is also intertwined with intellectual
pursuits that are highly regarded rather
than stigmatized. These cultural contexts
not only shape how therapy is perceived
and sought but also influence the expec-
tations patients and therapists bring to
the therapeutic process. In such cities, for
example, it might be more expected that
patients and therapists will perceive the
therapy as exploration of unconscious
contents, rather than other mechanisms
of change.

Clearly, there is much to be learned about
how individuals perceive the therapeutic
process, and how it affects their expecta-
tions. The studies performed thus far
suggest that patients’ and therapists’
change process expectations have clinical
relevance and are likely to inform the
therapeutic process. In our view, thera-
pists should be aware of patient’s per-
ceptions of the therapeutic process, what
they expect will transpire during therapy,
what process would be attuned to their
expectations and what processes will not.
Furthermore, therapists might need to be
aware of cultural and social influences
such as cinema-based stereotypical pro-

totypes, discuss their influence within
therapy, and aim to provide accurate in-
formation to their patients (Orchowski et
al., 2006). Recognizing and respecting
these cultural variations can enhance
therapeutic rapport and outcomes, en-
suring that treatment is both respectful
and relevant to the patient's cultural con-
text. Many questions remain to be ad-
dressed by a scientific exploration,
including whether therapists’ expecta-
tions change from patient to patient; if
therapists match their perceptions to
their patient’s views as time progresses;
how therapists’ change process expecta-
tions affect therapy outcomes, and many
more. These questions may inform future
clinical practice and may facilitate the im-
provement of psychotherapy for the ben-
efit of our patients. 
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My third book on psy-
chotherapy is Annotated
Psychotherapy, A Session
by Session Look at How 
a Therapist Thinks, pub-
lished by Routledge,
Taylor & Francis Group,
2024.

After a brief review of some fundamen-
tal principles,  Annotated Psychotherapy
employs a unique format to demon-
strate how effective psychotherapy
works. It uses a “script” to present ses-
sion transcripts for eight different
clients/patients. In each session every
statement by the therapist is followed
by an explanation of her thoughts and
the reason for her chosen response.
These annotations show the reader how
the psychotherapist balances support
for the therapeutic alliance with her in-
terventions to help clients/patients
reach their treatment goals. Discussion
sections after each transcript and a glos-
sary provide helpful explanatory mate-
rial for the key ideas and concepts. 

Why add Annotated Psychotherapy to the
extensive library of books on psycho -
therapy? I believe it fills an unmet need.

Training health care providers in most
specialties follows the apprentice model.
Close observation of senior members of
the profession provides extensive oppor-
tunities for hands-on learning. A surgeon-
in-training assists at operations. An
experienced physical therapist demon-
strates procedures to a beginning physi-
cal therapist. A student nurse shadows
the duties of a registered nurse. Medical
students watch residents and attendings
perform hands-on treatment. 

In all these teaching opportunities, the
apprentice is physically present as the
care is provided, hears the expert ex-
plain the treatment as it takes place, sees
first-hand what is being done as it hap-
pens, and is able to question the profi-
cient mentor in real time. With these
advantages, trainees learn from an ex-
perienced practitioner not only what to
do and how to do it but when and why
it is done. 

The prospects for apprentice learning in
behavioral health training, however, are
quite different. In many programs, op-
portunities to discover how experienced
therapists think and how they interact
with their clients are often limited.  Be-
cause of time constraints in a crowded
curriculum, exercises, such as case dis-
cussions with supervisors, allow cover-
age of just a few main topics. As silent
observers watching a senior therapist’s
interview through a one-way glass or on
video, trainees cannot access and thus ap-
preciate the internal judgments and rea-
soning behind what they see happening.

Even though limited, these valuable clin-
ical exercises allow trainees to model
themselves after an admired teacher, pro-
viding examples of their style and tech-
niques. They may pick up and store a
particular approach, a turn of phrase or
an effective interview technique. What
these learning exercises lack, however, is
the ongoing, moment-to-moment knowl-
edge of the therapist’s internal rationale
for what the observers see; in other
words, they are unable to monitor the
therapist’s cognitive process. 

continued on page 17
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Even with an opportunity afterwards to
discuss the interview, the instructor will
be able to provide only a partial and
general explanation for their responses
and not the detailed relevant ideas that
underlie each of them. As useful as these
exercises are, most training programs
can only allot time for infrequent
demonstrations. After graduation, even
these few eyewitness opportunities are
usually lost. 

Annotated Psychotherapy attempts to offer
the missing element of the therapist’s

cognitive process. It documents the most
detailed and instructive information
about the therapist’s handling of a vari-
ety of clinical cases. The therapy tran-
scripts provide immediate commentary
and allow the reader full access to the
therapist’s ongoing assessment and de-
cision process. While it attempts to sup-
plement a limitation found in some
training programs, the result should be
of interest to therapists at every level of
experience and regardless of their pro-
fessional disciplines.

Annotated Psychotherapy and earlier
books by Richard Makover are avail-
able on Amazon and can be found on
www.richardmakover.com.
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As I write this, I am 75 ½
years old, doing psycho -
therapy part-time, and
coming off the highest
practice income month
ever in the history of my
50-year career. I continue

to find the work captivating and mean-
ingful. As one of my graduate school
professors, the renowned psychiatrist
Viktor Frankl, M.D., used to remind us,
“We’re all looking for meaning.” He be-
lieved it was the primary motivating
force in life. I still have the paper I wrote
for his seminar on Logotherapy, com-
paring it to Gestalt Therapy. He liked
the paper and wrote positive comments
on it. So, I guess for now, money and
meaning triumph over retirement. Since
I have a measure of life-wisdom and five
decades of experience to offer, I continue
to be effective with patients.

What policies, modalities, and tech-
niques have I found most useful? In this
article, I want to recommend some of my
“best practices” that, once employed,
were good enough for me to keep in
place no matter how much time passed,
social norms changed, or psychothera-
peutic theories or techniques were aban-
doned or updated to fit the times.

Allow me to preface what follows: I 
understand that different patient popu-
lations and ethnicities, locations, psy-
chotherapist personality, experience,
personal preference, economic condi-
tions, and training models may mean
that what works for me may not be right
for all. I had the interest and good 
fortune to be trained in a number of 
psycho-spiritual modalities that have 
allowed me to mix and match from a

wide basket of resources. Due to time,
cost, and interest constraints, I assume
that most who have been more recently
trained are not necessarily going to be 
so motivated to explore widely from 
diverse theoretical orientations. Being
taught by and practicing from step-by-
step manuals is a very different model
than the psychotherapy tools we learned
during the creative heyday during the
‘60s, ‘70s and ‘80s.

What I am offering are powerful enough
in their impact that I would like col-
leagues to at least consider these ele-
ments, if not implement them into their
practice. They are powerful in the sense
that they immediately get the patient
interested and involved in the process
of self-discovery, rather than waiting
for the therapist to do the work for
them. In my work, these tools help set
the frame of the work and unlock new
self-awareness and psychodynamic in-
sights that may free patients to make
changes in their thinking and behavior.
Some of these elements are related to
policies and the frame in which the
work is done, and some are directly re-
lated to techniques.

Policies: Initial Inquiry for Services
I require a brief phone conversation
with any prospective new patient. It is
not enough for someone to simply fill
out a form online and be granted an ini-
tial intake consultation. I want to hear
the voice of new prospects and how
they frame their concerns. I want to
know who referred them or how they
found my name. Since I do not accept
insurance payments directly, I want
them to know how much they will be

PSYCHOTHERAPY PROCESS 
my “Best Practices” in Psychotherapy: Part I
Steven Hendlin, PhD 

continued on page 19



19

charged and make sure they can afford
treatment. If desired by the person, I do
provide a statement at the end of each
month for those who wish to file insur-
ance themselves. 

I want to get a sense of their motivation
for engaging in treatment, as well as
learn whether they have previously re-
ceived counseling or psychotherapy. I
am not looking to get a detailed history,
rather I just want to know if they have
had it. All this information is obtained
within a few minutes.

I purposely refrain from engaging in an
extended phone conversation with
prospects—no matter how anxious they
sound or how much they may plead. If
they are in a true emergency, I refer them
to an appropriate resource. This is not
only to save time but to also prevent
them from mistakenly assuming I am
accepting them as a patient. I keep in
mind that I am putting myself in poten-
tial ethical and legal jeopardy if I be-
come a misguided sympathetic listener,
as the caller may assume that listening
or giving advice on the phone means we
are working together. While some col-
leagues may offer an initial phone con-
sultation of 15 or more minutes at no
charge, I never did this. Again, I am con-
cerned about legal issues of responsibil-
ity and do not want to inadvertently
lead the prospective patient to believe
we have contracted to work together.

If a spouse or other family member is
calling to make an appointment for a
designated patient, I ask, “Why are you
calling for your husband?” Sometimes I
will be told that the designated patient
is too disturbed or disabled to call for
himself. In my experience, more often,
however, a spouse calling is an indicator
that the patient does not really want
treatment but is going along with a de-
mand of the calling spouse. Not surpris-
ingly, in my practice, there is a higher

percentage of cancellations when this is
the case. To be fair, if not given a referral
by a friend or professional, some spouses
like to do online research to evaluate a
potential psychotherapist and then fol-
low through with a call, in hopes of find-
ing the best person for their spouse.
Intake Session and frame
From the psychoanalytic/psychody-
namic tradition (Langs, 1981), I have
made it standard practice to begin and
end all sessions on time. Patients can
count on my opening the door or admit-
ting them to the Zoom screen on time. I
do not begin a session even a few min-
utes late. While this requires a requisite
ability to manage one’s time carefully
and a measure of positive compulsivity,
beginning and ending on time demon-
strates to patients that their time is val-
ued. It encourages them to value literally
“every minute” of their expensive ses-
sion time and to manage their own time
carefully, either in planning to be in my
consulting room or beginning the
teletherapy session on time. It also al-
lows me to keep a precise and orderly
schedule. A doctor of any kind admitting
a patient on time is a new experience for
many, as even the relatively wealthy pa-
tients with high expectations that I typi-
cally see have been conditioned to sit in
a waiting room for up to a half-hour or
more before they see the doctor.

Additionally, I do not extend the session
when a patient is late; they simply lose
the time. Nor do I allow sessions to ex-
tend past the end time, even when pa-
tients are emotionally distraught. I
charge for late cancellations and no-
shows if it is not a bona-fide emergency
and require a 48-hour notice for cancel-
lations. Since the pandemic, a recent ex-
ception to this strict time limit is when
there is a digital connection problem on
my end, I will offer a few minutes to
make up for the interruption.

continued on page 20
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I encourage new patients to meet for the
intake session in the physical office
rather than using teletherapy. I have
found that the interaction is deeper in
the consulting room than online—not
just for the intake session but for all ses-
sions. The myriad distractions that may
occur for the patient when doing online
therapy are much more limited in the
consulting room. I also want to see the
patient’s full body, observe how they
move and shift, see their eye contact,
watch for any physical symptoms of
anxiety, and any other non-verbal ex-
pressions that may be displayed. I ask
all patients to turn off their cell phones,
so they will not be distracted. I gather
basic history during the session, using
an intake form that covers the biograph-
ical information I want to obtain. And I
do this all the old-fashioned way, with
pen and paper.
Unlike many practicing psychothera-
pists and clinical psychologists in gen-
eral, I no longer administer any
inventories, checklists, or formal assess-
ments in the first session or subsequent
sessions. Everything I need to know
comes from patients telling their history,
my clinical questions, observations, my
experience with the patient, and our in-
teraction. I gave up doing periodic stan-
dard intelligence testing and diagnostic
batteries decades ago. For some years, I
periodically did what used to be called
“projective testing,” where psychody-
namic interpretation was required. I
went so far as to focus my doctoral dis-
sertation on using the Rorschach Ink
Blots. Projective testing is no longer
taught in most United States graduate or
professional schools or practiced, hav-
ing become a relic of an earlier era (Pi-
otrowski, 2015). It went out of fashion in
step with the psychoanalytic theory and
practice from which it arose.
Fairly often, prospective patients have
completed their “homework” before we

meet for the intake session by going to
our website and reading about my theo-
retical orientation, specializations, and
publication history. I tell them they can
expect me to be active and that I do not
just sit back and listen without much re-
sponse. I tell them this because some
who have never been in psychotherapy
have an outdated and stereotyped no-
tion of the psychoanalytic frame that a
psychotherapist listens passively with
occasional comments. I want them to
know they can expect a dialogue be-
tween us, even though the focus will al-
ways be on what is of interest or concern
to them, not me.

At the beginning of the intake session, I
have new patients sign a Consent to
Treatment form. I assure them every-
thing they tell me is confidential, aside
from the legal limits of being a danger to
themself or others and the other man-
dated exceptions. I hand them a printed
copy of my office policies to take with
them. I suggest that in the same way I
must honor confidentiality and cannot
tell anyone I know them without their
express written and verbal permission,
they should be careful what they tell
anyone, including a spouse, about the
contents of the session. I want patients
to have the mental freedom to ponder
what we discuss without having to tell
anyone or solicit others’ opinions.

I invite prospective patients to ask any
questions they may have as we go, as I
want them to make an informed deci-
sion as to whether they think I can help
them. I tell them we will not go too
deeply into their concerns the first ses-
sion but gather information and then to-
gether make a decision at the end as to
whether we want to continue.

Unless they make it clear during the in-
quiry call that they only want a consul-
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tation, I do not take on anyone new who
will not commit to weekly sessions, as I
have found over the years that I cannot
have my greatest impact with less than
this frequency. I will, however, cut back
with patients after a lengthy period of
treatment by dropping the frequency to
every other week or less when they re-
quest. If we decide to engage, I tell pa-
tients we will take a few sessions to see
how it goes and then evaluate. I do not
want them to feel locked into ongoing
treatment when they do not know what
they are signing up for. I also want to re-
serve the right to end the treatment if for
whatever reason, I don’t think I can be
helpful to them or it is not a good thera-
peutic fit.
Boundaries
I have always maintained a strict policy
of not engaging in any kind of socializ-
ing with patients. I do not go to patient
weddings, out for coffee, attend special
occasions or funeral/memorial services.
My refusal to socialize outside the office
may not be initially understood but
makes sense after I explain how I am
bound by professional and ethical
guidelines that have been put in place
for a good reason. This policy extends to
patients who have terminated. Since
they may choose to return for further
treatment in the future, I make it clear
that socializing is not possible. I will ac-
cept relatively inexpensive holiday gifts
from long-term patients who I know
would feel offended if I refused their
gift, as it is a way to thank me for my
help beyond payment for services.
With a few exceptions over the years, I
have refrained from engaging in any
kind of bartering for services. It is too
easy for there to be disappointment in
weighing the exchange of my services
for whatever they may be offering. In
addition, it is possible with bartering for
it to turn into a dual relationship, which
I want to avoid, even though dual rela-

tionships are not considered unethical.

I require payment for services at the
time they are rendered. Pre-COVID, this
meant a check or cash was handed to me
by all patients as I do not accept credit
card payment. During COVID and be-
yond, payment has been almost one
hundred percent direct bank-to-bank
transfer through Zelle or a similar ap-
plication, like Pay It Now. This method
is not only fast and efficient for all par-
ties but also provides a measure of pri-
vacy that cannot be matched when a
third party has access to the patient’s in-
formation. I should note that I am able
to use these applications because I am
not filing any insurance claims or doing
anything online related to patient
record-keeping. If you are accepting and
filing insurance claims online, you
should use a HIPAA compliant alterna-
tive, like Stripe.

A “best practice” is to refrain from ever
allowing an outstanding balance to ac-
cumulate. It can quickly ruin the thera-
peutic relationship should the patient be
unable to pay it off. At worst, it may re-
sult in the patient angrily terminating
and then the psychotherapist having to
file a complaint in small claims court.
This is a waste of time and money and
too often results in never receiving the
balance due even when you may win
the case, as you may be forced to garnish
the wages of the patient in order to get
paid. Ethics experts have always
warned against filing a small claims case
against patients for unpaid balances be-
cause it can trigger the patient retaliat-
ing with a formal complaint to the state
board. That is why it is in your interest
to make sure your compassion for pa-
tients does not sway you toward allow-
ing outstanding balances to accumulate
or any other behaviors that may com-
promise a professional relationship.
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Being firm in boundary setting has con-
tributed to my never having had an
ethics complaint filed against me by any
patient over the course of my career.
Now that we have identified some of my
best practices related to policies, intake
procedures and the initial session, let 
me move on to some techniques as they
related to psychotherapy interaction. See
part II of this article (see next page). 
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Techniques: Weaving
and Blending Surface
and Depth
I have found it a power-
ful combination to utilize
both pointing out and
working with surface be-

haviors as they occur and alternatively,
interpreting unconscious dynamics as
appropriate. The surface—what is hap-
pening in the present as the patient pres-
ents themself—blended with making
conscious what has been unconscious,
may work in tandem to increase aware-
ness of what they are doing and how
they are doing it, along with how they
are being influenced or even controlled
by what is outside of awareness. For ex-
ample, helping an adult realize how un-
conscious resentment toward a parent
for an incident that took place years ago
continues to shape his thinking and be-
havior toward that parent can be an illu-
minating insight that frees up negative
emotion and cognitive rumination.

I conceptualize the work as pointing out
what is on the surface and probing it to
go deeper into what is outside awareness
combined with examining the past and
making unconscious interpretations that
move depth to the surface. I focus on the
process by pointing out the surface as it
unfolds and content, by probing stories
and details, finding their meaning.

The theoretical models deeply embed-
ded in my work include existential-hu-
manistic with emphasis in Gestalt
Therapy, Psychodynamic, and life-long
exploration of various Eastern philoso-
phies and meditative practices. “Life-
long” means going back as far as high
school, when I was using mala beads

and chanting with a group in the
Nichiren sect of Buddhism.

Undervaluing Past Experiences
In the early years of practice, I noticed
how many clients did not value the 
impact of their past experience-even
traumatic experience—on their present
behavior and the issues that they were
presenting. They had trouble seeing any
relationship between their past and
present difficulties. At first, I attributed
this to their lack of psychological knowl-
edge. Later, I revised my thinking to in-
clude not only a lack of knowledge but
also the resistance to accept that they
could possibly be so heavily influenced
by events in the past. Some clients held
an overly optimistic view of their ability
to purposely choose to act unencum-
bered by past trauma. While certain
adaptive defenses blot out some of the
past and may be useful in allowing the
person to move forward in life and not
become fixated on past negative events,
this does not mean these events don’t
continue to have an impact, whether
they are aware of them or not. Their 
defenses are continuing to influence
their thinking, emotional reactions, and
decision-making.

By undervaluing past experiences, some
individuals prefer to look for current,
short-term causes to their problems and
instead need to understand how their
current and long-term challenges have
been conditioned by earlier relation-
ships and events. This realization of con-
necting their past to their present is
typically an “ah-ha!” insight moment, in
which they finally see why they have
been unable to let go of their negative
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programs. It is said that becoming more
psychologically minded by connecting
past to present is one of the primary self-
growth goals for everyone—not just
those in treatment.

The Unconscious mind
Some patients, even those with some
psychology background, do not under-
stand or honor the power of uncon-
scious dynamics influencing their
conscious thinking and behavior. In ad-
dition, it is my belief that for many cli-
nicians who do not receive specialized
training beyond their academic classes
and clinical internships, psychotherapy
training no longer focuses on uncon-
scious dynamics as it did in previous
generations when its influence was
more mainstream. While cognitive-be-
havior theory understands the impor-
tance of identifying and altering internal
dialogue, it does not go far enough in
helping patients understand how they
may be motivated by deeper psychic
forces of which they are totally unaware.
Whether it be psychological or spiritual
growth, one of the best metaphors to de-
scribe this experience is that of “waking
up.” Waking up from what is uncon-
scious to the light of consciousness and
waking up to parts of ourselves that
transcend our ego identifications, be-
liefs, and the body. We wake up to a
higher level of consciousness, always
from the slumber of what is unknown to
what is now known.
At a certain level of having awoken, we
say someone is “enlightened.” Socio-cul-
tural history provides us with numerous
examples of how even enlightened be-
ings typically continue to be dragged
down by unconscious or conscious, un-
controlled aspects of themselves that are
not fully integrated, and may interfere
with putting their best teaching foot for-
ward. If this were not so, we likely
would not hear the far too frequent cau-

tionary stories of gurus, priests, and
teachers from all religions and philoso-
phies taking advantage of their author-
ity or abusing their students.

As a clinician, I have come to the under-
standing that no one wants to believe
that the motivation for their behavior
may be out of their conscious awareness
and control. 
Because of this, it goes against the grain
for some to accept the notion of an “un-
conscious mind.” Accepting the power
of unconscious motivation is one sign
during treatment that a patient is grow-
ing in their psychological self-knowl-
edge. It may also help them understand
and be more sympathetic to others’ be-
havior. For example, if you can accept
that your sister does not necessarily re-
member or cannot identify her resent-
ments from growing up together, it is
easier to take the burden of blame off her
today and see that she is not purposely
trying to emotionally injure you. She is
simply reacting to you on “auto-pilot”
today as she may have long ago, and
you may be doing the same with her.

One way the unconscious motivation
may be revealed is through strong emo-
tional reactions. As a “best practice,”
whenever you observe a patient ex-
pressing a clearly out-of-proportion re-
action, you want to ask, “Where do you
think that emotion is coming from?”
For example, a woman in her 40’s tells me
she sees signs of hair loss and is taking a
product to address the problem.  She
laments, “This morning, I stared in the
mirror and began crying. I looked hide -
ous. All I see now is my hair, skin and
body beginning to fall apart. I couldn’t
stop crying. I felt such a strong reaction,
as if someone had died.” I respond,
“Yes, that’s a strong reaction.” I pause,
look her in the eyes, and gently ask,
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“Who died?” She is startled by my ques-
tion. Then after a half-minute of deliber-
ation, she answers, “You know, what
died is the part of me that has always felt
that my body, my looks, were what I had
to offer and now, I’m losing it.” This led
to a productive dialogue on how she
was always told by her mother that her
physical beauty was her primary asset.

In working with the unconscious, I have
found there are two obvious obstacles
that must be confronted:
1. Patients must understand and accept

that they may be motivated by
events and reactions of which they
are unaware

2. Have them accept the specific inter-
pretation presented when it is totally
dependent on the knowledge and
ability of the psychotherapist to
bridge the gap between unconscious
and conscious behavior. 

This requires knowing the patient’s his-
tory and defenses well enough to con-
nect past to present. The interpretation
is presented as a possibility, not as a cer-
tainty, even when I may be certain.

For example, I may say, “Do you think
your unwillingness to speak to your
mother for the last month may be re-
lated to your anger at her when she for-
got your anniversary?” The patient
makes the decision to accept or reject
the interpretation. To be accepted, it
must, at some point, resonate with the
patient. Sometimes patients will have a
knee-jerk reaction to reject, however,
after allowing time for consideration
and softening, they later report resonat-
ing with the suggestion I provided.
Those who stay in treatment develop
the ability to ask, first, “What is my mo-
tivation for my behavior?” and, later,
“What may be my unconscious motiva-
tion for this decision?”

Working with Unconscious 
Interpretation
An interpretation of the unconscious
may be followed by having the patient
express whatever the mental or emo-
tional material may be. Using resent-
ment as an example, a patient may
speak to me directly as their parent or
perhaps in an “empty chair” dialogue,
in which they switch roles back and
forth with the parent. If the patient
chooses, and with sufficient preparation,
they may talk to the parent directly. This
is an option the patient needs to prepare
and feel ready for, not something that I
expect of them or push them to execute.
I notice this usually takes them weeks to
months before they feel ready to face a
parent if they decide to go this route.

I have observed over the decades that
those who choose to speak directly to
their parent, sibling, friend, or lover
about their current or past feelings tend
to experience a more complete resolu-
tion. In my opinion, speaking directly
means having an in-person meeting
with the individual and the patient. It
does not mean communicating by text,
email, or phone. Since part of the reluc-
tance to expressing emotion is the fear
of the other’s response, I want them to
see that they can face the other directly
and handle whatever reaction they may
receive without it having to threaten the
relationship. If it is not possible to speak
to the person directly because they may
no longer be living or it is not safe to
meet with them, I have them express
their feelings to me as a substitute for
the person in question.

Defense mechanisms
While the purpose of treatment is not os-
tensibly to teach patients psychology, in
my experience, that is what indirectly
takes place in the service of understand-
ing their behavior. What is projection?
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What is rationalization? Or retroflec-
tion? A quick perusal of online lists of
primary mechanisms confirms that
retroflection is a defense not typically
listed. But it is considered significant in
Gestalt therapy. Those who have a basic
understanding of various defense mech-
anisms are armed with an advantage to
gain insight into themselves and others.
Ideally, patients become curious about
defense mechanisms and do some re-
search on their own.
Addressing Here-and-Now Behavior
One tool I have found effective in the
early sessions and as an ongoing tool
throughout treatment is pointing out
something in the here and now that
gives some insight into their self-pre-
sentation. I do this partly to capture their
interest and show them that I can offer
them something of value in the early
sessions without having to know them
well. I also do it because I know that in
the early phase of treatment, patients are
more open to my statements. The fresh-
ness of our interaction heightens their
receptivity to any comments I may
make. I take advantage of this novelty
phase of the relationship by making ob-
servations and/or interpretations that
have a higher chance of making an im-
pact and being remembered. Examples
of observations include:
•  “I notice each time you mention

your husband, you tighten your lips.
What are you feeling when you
think of him?”

•  “Are you aware that you’re smiling
while talking about your mother’s
cancer? How does your smile relate
to her disease?”

•  “I see you grimacing as you tell me
about your lack of sexual interest in
your wife.”

•  “You are avoiding eye contact with
me now. What do you think makes it
difficult to look at me?”

•  “I notice your voice goes down
when you mention your new boss.
How do you feel about her?”

Having been steeped in Gestalt therapy
training and practice long ago, it has be-
come second nature for me to make
comments on behavior being presented
as we interact. For most patients, it is not
the norm in their everyday life for some-
one to point out what they are seeing and
hearing as it is happening. Nor is this a
common tool for most psychotherapists
to learn in their clinical training. But in
my opinion, it is one of the most power-
ful and penetrating “best practice” tools a
psychotherapist has available.
One way to work with what is pointed
out on the surface is to ask the patient to
keep doing what they are doing or even
exaggerate what they are doing. This
helps connect the behavior to the emo-
tion that accompanies it. For example,
“Could you tighten your lips even
more? What do you feel when you
tighten?”  Other examples of comment-
ing on what the patient is doing include:
•  “I noticed you were just talking

about your disappointment with
your son and then shifted to your
wife. What made you think of her
right then?” Or: “ What were you
feeling about your son when you
shifted to your wife?”

•  “You are opening and closing your
hand in a fist. Is there someone
you’d like to hit?”

•  “You keep glancing at the clock. Are
you anxious for the session to end?”

•  “Your voice just lowered when you
mentioned your girlfriend’s han-
dling of her finances. What would
you like to say to her about it?”

One of my tasks is to discern which be-
haviors being displayed are deserving
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of being called out. This means I need
to believe it is worth our time to focus
on the surface and process because it
will take the patient deeper into cogni-
tive or emotional understanding. In
essence, I use the surface as the gate-
way to deeper insight.

Truth-Telling
Patients are paying for and deserve the
truth about what I think is happening. I
give my opinion sooner and more di-
rectly than many others might. This
means believing that ultimately, they
can handle hearing the truth, as well as
believing that the truth paves the way
toward greater integrity. I was told early
in my graduate training by a psychoan-
alyst something to the effect of, “patients
can handle hearing more than you think
they can. Their defenses will protect
them from what they aren’t ready to
hear. Act as if this is true.” I have this in
the back of my mind when I consider
what someone is ready to hear. If I assess
that they have the ego strength to han-
dle hearing something they may not like
and we have developed a level of trust,
I take the slight risk to present it to them.

For those psychotherapists in the early
phases of building a practice, it is easy
to be overly careful about saying any-
thing that may upset patients and make
them terminate treatment, even when it
may be just what the patient needs to
hear. They may be focused on the threat
of loss of income and may not take risks
that could upset the patient. While this
is a normal cautionary reaction while
building a practice, it can be at odds
with doing your best work through tak-
ing chances. “Best practice” is to resist
the temptation to be overly careful and
conservative in experimenting, keeping
in mind you are bounded by good pro-
fessional and ethical practice.

One truth that most psychotherapists
learn along the way is that patients will

purposely and unconsciously lie to
them. They will deliberately withhold or
“forget” crucial pieces of information
that would give a more accurate and
complete clinical picture. And when
asked, “Are you telling me the whole
story?”, they will assure you they are,
when, of course, they are not. They are
lying about not lying. Sometimes they
come in the next session and tell me they
withheld. They fear being judged or dis-
liked by me, which is how they are feel-
ing about themselves. I handle the
revelation of withheld information by
asking, “What did you imagine would
happen if you told me that?” Con-
fronting lying may lead to a discussion
about other areas and facts of their life
they are lying about out of fear, shame,
embarrassment, or to impress the other.
Asking Good Questions
A “best practice” is to learn how to ask
good questions. Good questions keep
the flow of the session moving, take the
dialogue deeper, and immediately get
the interest of the patient. They are often
met with the immediate response of,
“That’s a good question.” This means, “I
haven’t thought about that before and
have no easy answer but see how it’s rel-
evant to our topic.” Good questions may
also take the patient deeper into con-
necting various elements that may not
initially seem relevant. It is easier to ask
good questions when you know the pa-
tient well and can connect elements
yourself that the patient has not yet re-
alized. Your questions may help them
make those connections.
Having a Sharp memory
Besides an unconscious insight that
brings an “aha” moment, I believe the
most impressive feat from the patient’s
point of view is their therapist’s ability
to remember their history in detail. It
shows them in no uncertain terms that
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you have listened well enough to their
history to remember it accurately. It also
demonstrates your ability to recall it in
the moment, helping them connect past
to present. If you can combine asking
good questions with a sharp memory,
you will gain the trust of patients, as
likely, they will not be used to anyone
listening to them so closely.
Being Comfortable with Silence
I believe one of the skills that differenti-
ates an experienced and skilled psy-
chotherapist from one that is not is the
ability to allow empty spaces or pauses,
in the dialogue without filling them.
There are crucial moments when it is im-
portant for the patient to reflect on what
they or the therapist has just said. These
spaces are often filled with internal dia-
logue, imagery, or emotion by the patient.
What I call “pregnant pauses” allow
room for internal reflection, rather than
quickly moving on. The therapist needs
to allow these spaces and understand
they are necessary for the patient to have
to integrate the material being discussed.
One of the values of meditative practice
by the therapist is that it makes them more
comfortable with these silences. Some-
times there is a natural break in the dia-
logue because a topic has been exhausted.
I am silent during these times, comfort-
able in waiting for the patient to begin
again when ready. One way to practice
staying silent outside the consulting room
is simply noticing in conversations the
pauses, sitting with them, and not feeling
compelled to say anything. I believe “best
practice” is to resist the temptation to fill
the empty spaces with words to save the
patient and yourself from a moment of
awkward discomfort.
Laughter as Connection 
Much of what transpires in the consult-
ing room is heavy in content and serious
in tone. When natural moments of light-
ness result in laughter, it helps connect

the patient and the therapist. I view
these moments as a “meeting of the
emotions,” in which we can view some-
thing as humorous and respond to it to-
gether. Pay attention to those patients
who are never able to find humor in
anything they say, or you may say.
Sometimes, in a moment of shared
humor and laughter, truisms arise that
may only be acceptable if they are fol-
lowed by laughter. While all psy-
chotherapists are taught how to bracket
their own emotions when accompany-
ing the patient into the depths of pain
and suffering, some are not taught how
to find the meaning that is possible in a
moment of shared laughter.

Sharing Personal Information 
Disclosure may be conditioned by one’s
theoretical orientation. From the existen-
tial-humanistic perspective, some shar-
ing of personal information by the
therapist is viewed as positive to build-
ing a solid bond (Bracke, & Bugental,
2002; Mahrer,. 1978). It is also in line with
the “I-Thou” relationship, in which both
people meet each other authentically
(Katz,1975; Kramer, 2003). I will share
something personal only when it is clear
to me that the patient can learn from
hearing my experience by gaining a dif-
ferent perspective or reinforcing their
own. I never share any personal prob-
lems, as I am there for the patient, not for
them to hear about how I may have the
same or related issue. My sharing is cir-
cumscribed to things like, “Be sure to
take the train to Lake Como when you’re
in Milan” or “Try Nick’s Swedish-style
Light Ice Cream if you want one that is
lower in sugar and tastes good.” Refrain
from ever burdening patients with your
own personal issues. When you work
with some patients over years, it is un-
avoidable that they will learn certain facts
of your life just from observation and in-
ference. If in doubt, it is usually better to
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refrain from sharing any personal infor-
mation that could elicit envy or negative
self-evaluation by patients.
Summary
In summary, I have offered some of my
“best practices” in psychotherapy. All of
these are worthy of more in-depth at-
tention. My intent was only to identify
them with a short description and ex-
amples. My hope is that you will find
them worthy of your consideration and
incorporate those that are consistent
with your own theoretical orientation,
patient population, and style of practice.

Steven Hendlin, Ph.D., is in independent
practice in Newport Beach, California.
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Clinical Impact State-
ment: This manuscript
provides a synthesis of
recent findings related to
psychotherapy skills and
methods that work, in-
cluding meta-analytic find-
ings across approaches,
multicultural orientation,
strengths-based approaches
and positive regard, di-
versity considerations in
using empirically sup-
ported techniques (i.e.,

cognitive restructuring), and gathering
practice-based evidence. This manuscript
provides other trainees and trainers with
an example of a research-informed
framework for becoming an evidence-
based practitioner from the perspective
of a first year counseling psychology
doctoral student working closely with
her mentor (a psychotherapy clinician-
researcher) to help develop her ap-
proach. This paper provides a synthesis
and analysis of recent articles reviewing
psychotherapy research from the per-
spective of a first-year counseling psy-
chology doctoral student about to begin
practicum. Specific themes discussed in-
clude: research support for particular
transtheoretical skills and methods; the
multicultural orientation; strengths-
based approaches and positive regard,
diversity considerations in using empir-
ically supported techniques, such as
cognitive restructuring, and gathering
practice-based evidence. 
As a first year doctoral student in coun-
seling psychology, I have been im-

mersed in scholarship surrounding the
topic of how to be a successful therapist.
Now, as I am approaching the start of
practica, I am beginning to consider how
I will integrate what I have learned into
my own client sessions in a more con-
crete way. In other words, the task in
front of me is to shift from thinking
about the research evidence from a more
abstract level to a more practical one. To
this end, we have provided a synthesis
of recent articles reviewing psychother-
apy research and some key take-aways
for use in clinical practice for trainees
(and therapists of all levels) for evi-
dence-based therapy practice. Our hope
is that it might be useful to others wish-
ing to update their knowledge regarding
psychotherapy research findings and
their practical application. 

Skills and methods That Work: 
An Evidence-Based Overview 
for Trainees
In their concluding chapter in a special
issue of Psychotherapy devoted to meta-
analytic reviews examining effective
therapy skills and methods, Hill and
Norcross (2023) provide a helpful
overview of the research supporting a
wide range of therapy skills. This offers
a valuable starting place for examining
what might be beneficial (or harmful)
for clients during therapy. The re-
searchers divide these skills into several
subcategories and rate the research evi-
dence for their level of effectiveness in
terms of immediate in-session, interme-
diate between session, and distal client

TRAINEE SUPPORT 
Education and Training—A first Year Doctoral Student’s
Introduction to Evidence-Based Practice in Psychotherapy:
What I’m Taking with me Into Sessions as a New Therapist
Ahrianna Keefe, BA
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outcomes. Specifically, I learned from
this work that certain techniques, such
as therapist affirmation and validation,
were shown to be demonstrably effec-
tive in terms of achieving beneficial
client outcomes (Hill & Norcross, 2023).
In addition, being able to identify and
repair a rupture can be used to maintain
or even restore the therapeutic alliance
following challenging interactions.
Restoring the therapeutic alliance fol-
lowing a rupture is related to positive
outcomes from treatment (Eubanks et
al., 2018) and this skill is worthy of de-
veloping for trainees. The authors also
provide a list of techniques gathered
from the research that have mixed re-
sults, including approaches that could
negatively impact clients. For example,
the researchers note that while home-
work assignments were “probably effec-
tive” between sessions, homework
appears to sometimes lead to therapeu-
tic ruptures (Hill & Norcross, 2023). In
addition, the authors note that
metaphors were found to be less effec-
tive for clients with schizophrenia (Mc-
Mullen & Tay, 2023; as cited in Hill &
Norcross, 2023). Neither of these actions
should be eliminated from therapy prac-
tice but knowing that some commonly
used skills/techniques could have unin-
tended negative outcomes for some
clients offers a reminder about the im-
portance of considering a client’s unique
presentation. This is especially impor-
tant given some of the gaps highlighted
by the authors. In particular, the re-
searchers describe that immediacy as a
skill does not have clear support regard-
ing its impact on client outcomes. They
also discuss how very few studies have
examined the impact of the culture or
identity of the therapist or the client on
outcomes (Hill & Norcross, 2023). This
is a significant gap in research on skills
and methods, especially since multlicul-
tural competence (MC)—something in-
tertwined with cultural identity—is

recognized as a core clinical competency
(Tao et al., 2015). Other studies have
found that therapist MC has a signifi-
cant effect on many different aspects of
the therapeutic relationship and therapy
process, such as client satisfaction, ses-
sion impact, and overall treatment out-
come (Tao et al., 2015). 

multicultural Orientation framework:
A Useful Therapeutic Tool for
Trainees
Having positive regard for our clients
appears to be significantly related to
client outcomes and this may be more
complex (and even more vital) in cross-
cultural counseling and/or in providing
therapy to clients from historically mar-
ginalized groups (Clauss-Ehlers et al.,
2019; Farber et al., 2018). Carl Rogers
(1957) may have been among the first to
suggest that how a client interprets our
positive regard is the most important as-
pect of positive regard (Farber et al.,
2018). Conflict in any relationship, in-
cluding the therapeutic relationship, is
unavoidable. For instance, microaggres-
sions and missed opportunities to dis-
cuss a client’s social identit(ies) and/or
identity-based experiences can be places
where ruptures occur in therapy (Davis
et al., 2018). In their meta-analysis ex-
ploring the Multicultural Orientation
(MCO) Framework, Davis and col-
leagues (2018) explored how using this
framework can impact the therapeutic
relationship. The MCO Framework fo-
cuses on incorporating cultural aware-
ness and humility into therapy. While
researchers have shown that microag-
gressions occur frequently in therapy,
clients often do not bring up microag-
gressions until they are leaving therapy.
This demonstrates the importance of
therapists’ ability to notice opportunities
to discuss culture when they arise in
therapy, grow their comfort level with
discussing culture, and do so within a
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framework of  cultural humility (Davis et
al., 2018). Specifically, cultural humility
was found to play a role in repairing rup-
tures in the therapeutic alliance and less-
ening the negative impact of missed
opportunities. Davis and colleagues
point to many areas where the MCO can
be incorporated into therapeutic work,
such as during intake, case conceptual-
ization, and throughout therapy sessions
(2018). The MCO and its component
parts would be a helpful set of skills/
techniques to include in a future review
of psychotherapy skills and methods that
work. Until then, I find the MCO to be a
highly valuable framework for thinking
about my upcoming clinical work.

Remember to focus on Client
Strengths as an Evidence-Based 
Approach
In his book, Therapeutic Communication,
Paul Wachtel notes the importance of
centering a client’s strengths during the
therapy process, rather than making di-
agnosis and psychopathology the focus
of therapy (Wachtel, 2011) Furthermore,
strengths-based methods are research
supported for in-session and post-treat-
ment client outcomes (Hill & Norcross,
2023).  At this stage of my training, it
feels easy to make diagnosis or psy-
chopathology the focus of sessions, since
generally, when individuals go to ther-
apy, they have a problem in their life
that they want to discuss. It can seem in-
stinctual, Wachtel writes, to focus on
what needs to be different, rather than
what is already going well; and having
significant concerns can sometimes
drown out strengths or positive aspects
of an individual’s daily life. This makes
it vital to draw attention to a client’s
strengths and sources of resilience. Fur-
thermore, there is an “assumption that
the sicker the patient appears to be
through the lens of the therapist’s diag-
nosis the more profound and acute must
be her clinical perceptions” (Wachtel,

2011, p. 191). This statement contains an
important reminder that it can be easy
to err on the side of over-pathologizing
a client’s behavior, yet this does not nec-
essarily benefit the patient, and in some
cases can even cause harm (Paris, 2013).  

A strengths-based approach is inter-
twined with the therapist’s positive re-
gard for the client.  Positive regard
involves centering a client’s experiences
and accepting them without judgement
(Rogers, 1957). Viewing a client this way
could help with the cultivation of a
strengths-based approach. For instance,
it might be challenging for a therapist to
see a client’s strengths if they lack posi-
tive feelings about that client (or about
themselves, for that matter). Research
has demonstrated that using positive re-
gard also appears to help create a thera-
peutic environment where clients feel
accepted by their therapist and are then
consequently better able to accept them-
selves, although the exact mechanism
through which positive regard impacts
client outcomes is likely complex. At any
rate, positive regard likely helps clients
see their own sources of strength and
better understand their positive attrib-
utes (Farber et al., 2018).  

In addition, positive regard is something
that is largely communicated to clients
through therapists’ words: “…words are
[also] the medium of relationships”
(Wachtel, 2011, p. 3). Training for thera-
pists, according to Wachtel, often fo-
cuses on what clients are saying, and
that what the therapist should say will
follow naturally (Wachtel, 2011). This
could easily seem discouraging to
trainees who are constantly encounter-
ing new situations. Knowing the perfect
thing to say in response to a client shar-
ing something very personal or chal-
lenging seems, in fact, the opposite of
natural or automatic. Related to this, 
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researchers have found that 53 to 81% of
clients have experienced a microaggres-
sion while they were in therapy. This im-
plies that relying on instinct or
automatic responses when deciding
how to respond to what a client is say-
ing could be harmful (Tao et al., 2015). 

Our Words matter: The Example of
Cognitive Restructuring
Focusing on the specific words that ther-
apists say may help trainees avoid auto-
matic responding and instead engage in
some of the more challenging tech-
niques that have demonstrated research
support (Hill & Norcross, 2023; Wachtel,
2011). In particular, Wachtel describes
how some of his trainees were hesitant
to challenge their clients and feared that
their words would offend them; a fear to
which I could easily relate (Wachtel,
2011). And apparently, some research
has demonstrated that this may be a
concern for other therapists as well,
specifically when using techniques such
as cognitive restructuring (CR). CR, in
some form, is an integral aspect of
nearly all treatment approaches, includ-
ing cognitive behavioral therapy. How-
ever, as demonstrated in their review,
Ezawa and Hollon (2023) demonstrated
that CR implemented poorly can lead to
significant therapeutic ruptures. 

In addition, hesitance to use CR has
been shown to have disproportionate
impacts on some groups of clients.
Specifically, researchers found that ther-
apists used fewer cognitive techniques
when working with Black/African
American clients than they did when
working with White clients (Ezawa &
Strunk, 2022). Generally, CR has been
shown to have a positive impact on ther-
apy outcomes and can also lead to
longer term changes. CR gives clients
skills they can continue to use to assess
and change their behavior even after
their therapeutic journey has ended. If

some groups of clients are systematically
not getting to experience these same ev-
idence-based benefits, this is a health-
care disparity that warrants further
examination as to why this happening
so it can be addressed. The researchers
hypothesized that the mostly White
sample of therapists were afraid of en-
gaging in microaggressions, offending a
client, and/or their underuse indicated
an overall lack of cultural sensitivity. To
me, this warrants further investigation
as this indicates a need for increased
multicultural competence training for
therapists and further education sur-
rounding the implementation of CR in
ways that feel positive and constructive
to clients and therapists. CR as an im-
pactful technology is about language
and communication; it may be that sim-
ple changes to a sentence or better at-
tending to tone and nonverbals can
dramatically impact how a client will in-
terpret the message they are getting
from their therapist (Wachtel, 2011). 
Practice-Based Evidence: Being 
a Local Clinical Scientist
While exploring this research, I did not
find any simple answers as to what I
should and should not include in my
own therapeutic approach, yet the above
research provided a valuable starting
point. Significant gaps still remain,
specifically with regard to MC and cul-
tural adaptations (Hill & Norcross,
2023). With this in mind, it is vital for
therapists to consider each individual
patient with whom we are working—
rather than the average client upon
which research data are based—within
our daily practice. Practice-based evi-
dence is the process of gathering process
and outcome data in our own practice
with clients and can help each of us bet-
ter understand what is working well
and what is not working well for our in-
dividual (or group) clients (Paquin,
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2017). This approach highlights the im-
portance of collaboration via asking
clients for feedback. Giving clients a
chance to say what is working well and if
they feel like there is a good therapeutic
alliance could help elucidate areas where
adjustments or changes might be neces-
sary. Combining my new knowledge
about what methods and techniques
have empirical support, focusing on
client strengths, remembering the power
of positive regard, using a multicultural
orientation, inviting client collaboration
and engaging in practice-based evidence
will help me account for the unique ex-
periences and needs of each client I work
with. These are concrete practices that
will ground me when I feel lost and that
I know that I can carry with me well be-
yond my years as a trainee. 
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As November approaches,
some of us may be pre -
paring for family get-to-
gethers, thinking about
holiday décor, or enjoy-
ing the change of the
season. For many psy-

chology graduate students, November’s
hasty approach signifies application
deadlines and match-day anxieties. No
matter where you are in this process, in-
ternship is an exciting time where stu-
dents take a significant step forward in
their careers. I focused my internship ap-
plications on training sites that were
most appealing to me, however, it was-
n’t until I got matched that I realized the
immense journey it would be to move
cross-country from California to Florida.
Some of my colleagues shared the stress
of big moves and we learned a lot from
each other. This article provides some of
the tips, tricks, and lessons learned from
these experiences. 

Note: these ideas come from the experience of
moving as a single or coupled person. They
may not represent the experience of those
moving with a family. For tips and sugges-
tions on moving as a family for internship,
please see this article from the American
Psychological Association.

Preparing for the move: Sell, Sell, Sell
Thinking about how to prepare for a
move is overwhelming in itself, let alone
actually doing it. This can be minimized
by having fewer items to pack and move.
Sell or give away as many of your mate-
rial possessions as possible and start this
process in the earliest phases of the
move. We often forget how many pos-
sessions we truly have until we have to

do something with them. I had planned
a schedule on what to sell and when,
with goal sell-by dates to stay on top of
advertising and cost-reduction per item.
I found this helped with decision fatigue
and overall anxiety. It also helped me
identify which pieces were most impor-
tant to me. My colleagues and I used the
app OfferUp and Facebook Marketplace
to sell our items and found that OfferUp
yielded the best results.

It was helpful to recognize that every-
thing you take will cost money due to
shipping costs, especially if you’re mov-
ing a long distance. Consider the follow-
ing questions when assessing your items: 
•  What will this item provide me? 
•  Would it be more cost-effective to

buy this item later? 
•  Will this item be important for my

training and professional goals? 
•  How much joy will this item provide

me?  
•  How is keeping or getting rid of this

item aligned with my values and
goals? 

I saw this as an opportunity to reset, live
minimally, and release myself from the
burden of material possessions. It may
feel terrible to let go of so many things
all at once but recognizing that pain and
discomfort may help you make more in-
tentional decisions when buying posses-
sions. Lastly, considering where you
move to, it may be less expensive to buy
all new furniture at your new location
(especially if you intend to live mini-
mally). If you find yourself alone in a
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new place and need help with moving
your new furniture, the on-demand
movers company, Lugg, is an incredible
resource. They are a fast, friendly, and
affordable option. 
moving Large Possessions: 
To Ship or Not to Ship
One consideration I often forgot about is
how I would move my car from one coast
to another. I had originally planned to
drive cross-country but was told the West-
Coast-East-Coast drive gets old fast. Two
of my friends shipped their cars with
glowing appreciation and I found the ex-
perience to be phenomenally simple, easy,
and surprisingly cost-effective. The cost of
shipping your car will depend on the sup-
ply and demand of the market, so get sev-
eral quotes if you can. Each company is
different, so be mindful of reviews. A col-
league of mine had to ship her two cars on
different occasions due to a poor experi-
ence with the first company she chose, but
she had glowing reviews for the other
company. She recommended Sherpa Auto
Transport, as she found them extremely
professional and communicative. I used
ShipaCarDirect.com after a colleague sug-
gested it and I found them to be incredibly
reliable, fast, and affordable. 
Additionally, we all were able to pack our
cars with as much stuff as possible, leav-
ing room in the driver’s seat and keeping
the back window free from obstruction.
However, make sure you check with the
agency’s policy first on packing items in
your car as each agency may operate dif-
ferently. I planned to pack my heaviest,
most cumbersome items in my car, such
as books, my printer, my coffee maker,
etc. There was still plenty of space left in
my 4-door sedan after these items were
loaded. It’s surprising how much can fit
into a car, so don’t forget about that re-
source if you have it! I also used my flight
to Florida to transport my goods. I
brought the rest of my clothes, essentials,
and most meaningful items in two suit-

cases, a carry-on, and a backpack. Addi-
tionally, my colleague, who was also
moving coast-to-coast, found that adding
an additional suitcase to her flight was
more cost-effective than shipping the
items through FedEx or UPS. So, if you
find yourself needing more space, add
the suitcase! 

If the car transport isn’t an option or if
you have more items than would fit,
shipping boxes and containers are an-
other helpful option to consider. With
this option, the company will deliver a
big container to your place of residence
for you to load your possessions that
you want shipped and  they will then
pick up the container and deliver it to
the desired address. One company that
provides this service and that I have
heard positive reviews on is U-Box by
U-Haul. If you choose to use U-Haul’s
U-Box, they have storage options as
well, which is very helpful when you’re
not exactly sure where you’ll land. Pro-
fessional movers are also an option, and
likely the most stress-free but expensive.
Consider all of the options and resources
you have available to make the best 
decision for your specific circumstance.  

finding Your New Home: 
Book One-way
If you’ve never been to the city, let alone
the state you’re now moving to, the ex-
perience can seem overwhelmingly
daunting. When you don’t have a frame
of reference for the different neighbor-
hoods, their culture, and what they offer,
it can feel scary trying to decipher where
you’re going to root yourself. My fellow
big-move colleagues and I came to a
consensus on this conclusion: If you can,
book temporary housing (e.g., Air BNB,
Extended Stay) in the area for 2-weeks
to a month to explore the city and iden-
tify the neighborhood and housing
arrangement that best suits your needs.
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This will give you the flexibility and se-
curity of choice. Additionally, if you
used U-Box to ship your possessions,
you can take advantage of their storage
options as well. 

Alternatively, two colleagues and I took a
week-long trip to our internship area to
secure a home. We were all disoriented
with the number of apartments we
looked at and felt pressured to decide. In
the end, we were all satisfied with our
choices, as life is what you make it, but
we wish we had the flexibility to explore
the area and see what other options we
had. For example, due to time con-
straints, I could only explore one area of
one city. I had the chance to explore dif-
ferent neighborhoods but was so busy
traveling to back-to-back viewings that it
was challenging to stay present and re-
ally take in each option. Additionally,
many of the apartment complexes are
only open Monday through Friday from
9-5 PM and require appointments. It was
extremely helpful to keep an excel sheet
of which apartments I planned to see,
when they were open, pros and cons of
each, various costs, and other important
factors. Organization was key in curating
my options. In the end, my advice is to
go with your gut on which home will
best suit you. 

The Important Stuff 
While internship only lasts one year,
that year can be a painfully long time
away from loved ones and valued
spaces. Moving to a new state or a new
place often means losing a big part of
your support system and self-care prac-
tices. You’re a stranger in a strange land,
the air is wet and there are lizards in-
stead of squirrels everywhere—at least
this was the case for me.  

Before the big move, it is essential to
schedule intentional time to spend with
loved ones and doing valued activities.
These memories will carry you through
the challenging times and ground you in
who you are when everything seems for-
eign. We experience the world through
relationships, and those relationships
continue to be with you and support you
no matter the distance or time apart. In
the weeks leading up to my move, I
scheduled a lot of hangouts with friends
and family. We didn’t have a big celebra-
tion or long goodbye, just business as
usual. However, I entered each experi-
ence with the understanding and inten-
tion of appreciating every moment and
being as present as I could be. As a result,
those memories exist so vibrantly in my
memory, I’m filled with warmth and joy
every time I call upon them. When I’m
homesick, I remember these moments
and the people close to me, the memories
we made, and the plans we intend to ful-
fill. It encompasses a valued past and a
hopeful future, which allows me to em-
brace the present with gratitude and
strength. Above all, this has been the
most helpful in making this experience
meaningful for me.
In Conclusion
Moving anywhere is an enormous effort
and when combined with preparing for
internship and managing academic re-
sponsibilities, the move can be even
harder. However, it can also be an ad-
venture; one that paves the way for in-
credible growth and self-discovery. With
careful planning, intention, and a few
leaps of faith, it can be more manageable
than you may have expected. Regard-
less, congratulations on your internship!
I hope you enjoy the ride! 



Suicide Risk Assessment Documentation
Suicide Ideation (wish to Endorsement or denial
die and thoughts about 
attempting suicide)
Suicide Attempt Plan The plan details

All suicide attempt methods 
How the attempt methods could/would be accessed.

Suicidal Intent Endorsement or denial
Recent Suicide Attempts Endorsement or denial of a nonfatal suicide attempt 
and Attempt History that occurred at some point within the past year. 

Number of attempts 
Precipitating events 
Attempt methods used (and how access was obtained) 
The patient’s attitude toward being alive following the 
attempt.

Risk and Protective factors Endorsement or denial of any suicide risk or protective 
factors that are discussed. Also note the risk and/or 
protective factors.

Safety Planning Was a safety plan created? What did the patient/client
agree to do?

Effective patient suicide
prevention is composed
of three interrelated facets:
assessment, intervention,
and documentation. Ex-
amples of free assessments
include the Columbia-

Suicide Severity Rating Scale (C-SSRS;
available at http://cssrs.columbia.edu/)
and the Substance Abuse and Mental
Health Services Administration (SAMHSA)
SAFE-T Suicide Assessment Five-step
Evaluation and Triage (available at
https://store.samhsa.gov/sites/de-
fault/files/sma09-4432.pdf). Two exam-
ples of suicide intervention programs
are the Collaborative Assessment and
Management of Suicidality (CAMS), a
therapeutic framework in which clini-

cians work collaboratively with patients
to develop a treatment plan that directly
targets suicidal thoughts and behaviors
(Jobes, 2016) and Dialectical Behavior
Therapy (DBT), originally developed for
individuals with borderline personality
disorder. DBT has been effective in re-
ducing suicidal behavior and self-harm in
high-risk populations (Lanehan, 1993).
Use of suicide safety planning is also
recommended. A free version is avail-
able at https://dbhds.virginia.gov/as-
sets/doc/bh/msmvf/brown_stanleysaf
etyplantemplate.pdf

The table below lays out the recom-
mended documentation for suicide as-
sessment and prevention. The material
is taken from Simpson and Stacy (2004).

SUICIDE ASSESSmENT
A Brief Synopsis of the Third Part of the Suicide 
Prevention Triangle: Detailed Documentation
Stewart Cooper, Ph.D.
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Simpson and Stacy (2004) posit that
thorough and careful documentation of
suicide risk assessments is simultane-
ously a best practice as well as a best 
defense against malpractice claims. The
latter is related to legal implications of
inadequate documentation, that poorly
documented assessments and interven-
tions can be seen as negligent in a court
of law. They add that clear and compre-
hensive documentation provides some
of the best evidence that clinicians have
acted with appropriate care and consid-
eration in their assessments and initial
interventions.

Their guidance table [see above] covers
the essential categories to consider with
specific suggestions as to the related
content to address. Of note, Simpson

and Stacy (2004) highlight that of equal
importance of what to include in suicide
assessment and intervention documen-
tation is what to avoid, for example
vague or incomplete notes, failure to
document follow-up plans, and neglect-
ing to record the patient’s own state-
ments about their suicidal thoughts.
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Clinical Judgment Your risk formulation with a justification informed by 
the patient’s history and any relevant information 
obtained from the risk assessment.

Recommendations/ What are the recommendations (e.g., hospitalization) and
Next Steps the specific plan moving forward for the patient/client

(e.g., treatment plan)?
Responses from the Document all attempts to contact informants.
patient and informants Include patient responses to assessment, formulation, 

and recommendation.
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The World Health Organ-
ization (WHO) asserts
that suicide is a signifi-
cant global health prob-
lem. In 2016, the suicide
rate was estimated to be
10.6 per 100,000 individ-

uals, with 80% of these cases occurring
in low-income and middle-income coun-
tries (Fazel et al., 2020). Often, individu-
als at risk of suicide do not seek help
from their clinicians or communities due
to fear of stigmatization and the possi-
bility of forced medical treatment. 
Furthermore, individuals with mental
illnesses—who represent a majority of
suicide cases—may have limited aware-
ness of their mental condition and may
not recognize themselves as being at risk
of suicide (Picardo et al., 2020). This sit-
uation is further complicated by the dif-
ficulty clinicians or psychotherapists
face in accurately identifying those at
risk of suicide when they do seek med-
ical care (Walsh et al., 2018). 

Epidemiological studies have also
shown that young adults’ ages 15 to 21
years have the highest prevalence of
mental illness leading to suicide, with a
rate of 39% (Eisenberg et al., 2007). Psy-
chiatric conditions that are often associ-
ated with suicidal ideation and behavior
include depression, anxiety, substance
use disorders and eating disorders
(Bradyik, 2018). Warning signs of suici-
dal ideation may include a prior suicide
attempt or intentional self-harm behav-
iors, such as cutting or burning oneself
(Ryan & Oquendo, 2020).

In an effort to mitigate the impact of sui-
cide, there is a growing interest in lever-

aging artificial intelligence (AI), data sci-
ence, and other analytical techniques to
enhance suicide prediction and risk
identification. Broadly, these tools fall
into two categories: medical suicide pre-
diction tools and social suicide predic-
tion tools. Medical suicide prediction
tools involve clinicians and psychother-
apists using AI techniques (i.e., natural
language processing and machine learn-
ing) to identify patterns of information
and behavior indicative of suicide risk,
and to utilize data from electronic med-
ical records and potentially other gov-
ernment data sources (Nugent et al.,
2019).These tools are typically em-
ployed in hospital settings or general
practitioner clinics to support clinicians
or psychotherapists with assessing pa-
tient suicide risk. Social suicide predic-
tion tools, on the other hand, involve AI
and data tools that analyze information
from social media and browsing habits
to assess suicide risk. Platforms like
Facebook, Google, and Apple, for exam-
ple, may use data to identify users at
risk of suicide and then provide appro-
priate interventions, such as offering
free information and counseling serv-
ices (Coppersmith et al., 2018; Muriello
et al., 2018). 

While it may not be possible to com-
pletely eradicate suicide, enhancing 
predictive and preventative measures
through advanced analytical tools may
offer the best potential for improved
outcomes. However, predicting suicide
risk remains challenging for traditional
epidemiological studies and healthcare
providers due to the complex factors in-
volved and the difficulties with identi-
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fying a small number of at-risk individ-
uals within a large population of indi-
vidual who share similar risk factors.
Lejeune et al. (2022) conducted a review
to evaluate the potential of AI in identi-
fying patients at-risk of attempting 
suicide. They performed a systematic re-
view of literatures using the PubMed,
EMBASE, and SCOPUS databases, with
relevant keywords. Out of 296 studies
identified, 17 studies published between
2014 and 2020 met the inclusion criteria
and were deemed relevant. These studies
focused on predicting individual suicide
risk or identifying at-risk individuals
within specific populations. Overall, the
performance of AI was found to be good,
though it varied across different algo-
rithms and application settings. The re-
view concluded that AI holds significant
promise for identifying patients at-risk of
suicide; however, the exact application of
these algorithms in clinical practice,
along with the ethical issues they raise,
still needs further clarification and re-
search evidence. 

Approaching Suicide Prevention Using
AI as a Clinician
A landmark meta-analysis by Franklin
et al. (2017), which examined 365 studies
over a 50-year span, revealed that sui-
cide prediction is only slightly better
than chance for all outcomes and this
predictive ability has not improved over
the last five decades. This review found
that psychotherapists are challenged by
the fact that many individuals who die
by suicide never disclose their suicidal
thoughts to a healthcare provider. Those
experiencing suicidal ideation often fear
discussing their thoughts with friends or
family due to concerns about being
judged, hospitalized, or medicated
(Franklin et al., 2017). 

Despite these challenges, a longitudinal
study found that 83% of individuals
who die by suicide had contact with

health services within the year preced-
ing their death, and 45% had contact
within the month before (Sheehan et al.,
2017). This indicates a significant oppor-
tunity for medical prediction tools to as-
sist clinicians in assessing suicide risk
when these patients seek care. Conse-
quently, these prediction tools should
move away from focusing solely on risk
factors and instead utilize machine
learning algorithms and data science to
predict suicide risk using innovative an-
alytical methods. 
For instance, Kessler et al. (2017) applied
machine learning protocols—such as
Naive Bayes, random forests, and sup-
port vector regression—to predict sui-
cide deaths among military veterans
within 26-weeks of an outpatient men-
tal health visit. The study reported an
area under the curve (AUC) of 0.72 for
those with a prior psychiatric hospital-
ization, 0.61 for those without such hos-
pitalization, and 0.66 when both groups
were combined. This implies that there
was a 72% chance that the model would
correctly rank a randomly chosen pa-
tient who completed suicide higher than
a randomly chosen person who did not.
Further, the model had only a 61%
chance of correctly ranking a patient
who completed suicide higher than
someone who did not. However, the
model was able to correctly rank suicide
death cases over non-suicide cases 66%
of the time. This moderate AUC reflects
an overall better performance than ran-
dom guessing but suggests that the
model’s predictive accuracy is still lim-
ited, particularly when both groups
(hospitalized and non-hospitalized) are
considered together. Overall, the model
performed better in predicting suicide
deaths for patients with a prior psychi-
atric hospitalization (AUC of 0.72) than
for those without (AUC of 0.61). When
considering both groups together, the
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model’s predictive ability averaged out
to an AUC of 0.66, indicating moderate
performance with room for improve-
ment. Relevant factors included suici-
dality, depression, bipolar disorder, and
non-affective psychosis (Kessler et al.,
2017). Interestingly, the AUC improved
to 0.75 when predicting suicide death
within five weeks of the outpatient visit. 

Similarly, a study by DelPozo-Banos et
al. (2018) utilized artificial neural net-
works, a type of machine learning tech-
nique, to analyze routinely collected
data in electronic medical records
(EMRs) to assess suicide risk in patients
visiting health services for any reason.
By analyzing EMR and hospital data
from the 5years prior to a patient’s sui-
cide, the model accurately distinguished
between control patients and those who
died by suicide, achieving an accuracy
of over 73%. However, it is important to
note that more complex models incor-
porating additional data points could
likely yield even better results, and the
researchers plan to develop such a
model in the next phase of their research
(DelPozo-Banos et al., 2018). 

Artificial intelligence has also demon-
strated high accuracy in predicting suicide
attempts. By applying machine learning to
electronic health records (EHRs), Walsh et
al. (2017) developed machine-learning al-
gorithms (random forest and logistic re-
gression) that achieved AUC values of 0.80
and 0.84 when predicting the likelihood of
a suicide attempt within the next 2years
and within the next week, respectively. Im-
portant predictors in both long- and short-
term predictions included depression with
psychosis, schizophrenia, and a history of
prior suicide attempts. In the study con-
ducted by Walsh and colleagues (2017),
they analyzed patient data from the
records of 5,167 adults treated at Vander-
bilt University Medical Center. The study
reported the accuracy of their suicide pre-
diction models in terms of area under the

curve (AUC), where an AUC of 0.5 indi-
cates “accuracy no better than chance,”
and an AUC of 1.0 represents perfect ac-
curacy (Centers for Disease Control and
Prevention, 2018). Given that traditional
suicide prediction methods may be only
slightly more accurate than a coin flip (ap-
proximately 50% or 0.50 probability), the
study’s findings are noteworthy. For pa-
tients attempting suicide for the first time,
Walsh and colleagues (2017) reported AUC
values ranging from 0.82 at 7 days prior to
suicide attempts to 0.75 at 720 days prior
to suicide attempts (VA Releases National
Suicide Data Report, 2018).

Ryu et al. (2019) also employed a ma-
chine learning technique (random for-
est) to predict suicide attempts among
individuals with suicidal ideation. Their
prediction model achieved impressive
results, with an AUC of 0.947 and an ac-
curacy of 88.9%. While the clinical ap-
plicability of these tools in real-world
settings has yet to be fully proven, the
initial results are highly promising.

In all, an important question that arises
is what actions should be taken when in-
dividuals are identified as being at-risk
of suicide? For some patients, hospital-
ization may be the appropriate step, but
for others, hospitalization could poten-
tially cause more harm than good. Ad-
ditionally, forcibly detaining patients in
a hospital or other medical setting could
lead to significant psychological distress
and may even hasten future suicide at-
tempts (Jackman & Kanerva, 2017). 

Suicide Prevention Using Social 
Evidence Approach of AI
In a study, Gaur et al. (2019) analyzed
Reddit posts for signs of suicidal lan-
guage to assess suicide risk. They com-
pared different clinical classification
schemes against machine learning tech-
niques, including random forest and
convolutional neural networks. Convo-
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lutional neural networks outperformed
the others, achieving an overall preci-
sion of 70%, which was 40% better than
baseline approaches that relied solely on
medical classification systems (Gaur et
al., 2019). 
Earlier, on April 2, 2018, Zuckerberg 
revealed that Facebook’s AI scans the
content of users’ private messages, sug-
gesting that both public and private
user-generated content may be moni-
tored for signs of suicidal intent (Meyer,
2014). On September 10, 2018, Facebook
provided additional details about its sui-
cide prediction algorithms. Using an AI
tool called random forests, Facebook an-
alyzes user-generated content and as-
signs a risk rating to specific words,
word pairs, and phrases in each post.
Hypothetical examples provided by the
company include terms like “sadness,”
“much sadness,” and “so much sadness.”
Unlike medical suicide prediction, being
primarily experimental, requiring ap-
proval from Institutional Review Boards
(IRB), and resulting in peer-reviewed
publications in academic journals, Face-
book’s suicide prediction program does
not undergo independent ethics reviews
(Muriello et al., 2018).Additionally, Face-
book’s methods and results are not pub-
lished or made publicly available, raising
concerns about safety, accountability, and
transparency. Instead of consulting an
IRB, Facebook will use an internal ethics
board. Unlike mandatory IRB approval
at a hospital or university, however, the
review of Facebook’s projects by its ethics
board occurs at the company’s discretion.
This lack of transparency and accounta-
bility is troubling, given Facebook’s his-
tory of monitoring users’ emotional
states and conducting experiments on
users without their knowledge or consent
(Muriello et al., 2018).
Coppersmith et al. (2018) utilized natu-
ral language processing, along with su-
pervised and unsupervised machine

learning methods, to analyze social
media data from various platforms, in-
cluding Instagram, Facebook, Twit-
ter/X, Strava, Fitbit, Reddit, and Tumblr,
with permission from the test subjects,
to assess the risk of suicide attempts.
The model achieved an AUC of 0.89–
0.93 for time frames ranging from 1 to 6
months. According to Coppersmith et al.
(2018), if a false alarm rate of 1-2% is as-
sumed, this model could be up to 10
times more accurate in predicting sui-
cide attempts compared to clinician av-
erages (40–60% vs. 4–6%).

Lissak et al. (2024) employed AI method-
ologies to uncover hidden risk factors
that contribute to or exacerbate suicidal
behaviors. The primary dataset com-
prised 228,052 Facebook posts from 1,006
users who completed the Columbia Sui-
cide Severity Rating Scale. The second-
ary dataset included responses from1,
062 participants who completed the
same suicide scale, along with well-vali-
dated scales measuring depression and
boredom. The results revealed that an al-
most fully automated, AI-guided re-
search pipeline identified four Facebook
topics that predicted suicide risk, with
boredom emerging as the strongest pre-
dictor (Lissak et al., 2024). Interestingly, a
comprehensive literature review using
APA PsycInfo indicated that boredom is
rarely considered a unique risk factor for
suicide. Analysis of the secondary
dataset revealed an indirect relationship
between boredom and suicide, mediated
by depression (Parsapoor et al., 2023). A
similar mediated relationship was ob-
served in the primary Facebook dataset,
where a direct relationship between
boredom and suicide risk was also
found. The integration of AI methods en-
abled the discovery of an under-re-
searched risk factor for suicide:
boredom. This study highlights boredom
as a potentially maladaptive factor that

continued on page 44



44

could trigger suicidal behaviors, inde-
pendent of depression. Further research
is recommended to draw clinicians’ at-
tention to this burdensome and some-
times existential experience.

future of Using Artificial Intelligence
in Suicide Prevention
Study results consistently demonstrate
that AI can outperform doctors in pre-
dicting both suicide completion and 
suicide attempts, underscoring the 
potential of AI-based medical suicide 
prediction. The research indicates a
promising clinical application for AI in
identifying the risk of suicide completion.

Implement Natural Language Process-
ing (NLP) tools: It is more important for
all clinicians and healthcare settings to
begin utilizing NLP to analyze patient
communications, such as journal entries
or therapy session transcripts, for signs
of suicidal ideation. This technology can
identify risk factors that may not be cap-
tured in traditional screening tools like
the PHQ-9 (Zaubler, 2024). For instance,
studies have shown that NLP can detect
suicidal thoughts in over half of patients
who might otherwise go unnoticed, al-
lowing clinicians to intervene more ef-
fectively (Gliadkovskaya, 2024). By
integrating clinical data, social determi-
nants, and behavioral indicators, these
models can provide timely alerts to cli-
nicians about patients at-risk, facilitating
early intervention. This approach has
been successfully implemented in youth
suicide prevention, demonstrating its
potential to save lives (Pediatric Health
Advances, 2023). 

Enhance clinical decision support 
systems: It is crucial to integrate AI into
clinical decision support systems to as-
sist clinicians and psychotherapists in
assessing suicide risk. AI can analyze
vocal biomarkers and speech patterns to
provide real-time feedback during ther-

apy sessions, helping clinicians make in-
formed decisions about patient care
(Thompson, 2023). Such systems can
alert providers when a patient exhibits
concerning signs, ensuring a quick re-
sponse that is central to the intervention
process (Gliadkovskaya, 2024). 

foster collaborative care models: Health
institutions should encourage collabora-
tion between AI systems and human cli-
nicians to create a holistic care approach.
AI can handle data analysis and risk as-
sessment, while clinicians can focus on
building therapeutic relationships and
providing personalized care. This part-
nership can enhance the overall effec-
tiveness of suicide prevention strategies,
as clinicians are better equipped with ac-
tionable insights from AI. 

Utilize AI for resource allocation: Em-
ploying AI to optimize the allocation of
mental health resources, particularly in
underserved communities, is very im-
portant. By analyzing data on suicide
rates and mental health service avail-
ability, AI can help identify areas with
the greatest need for intervention. This
targeted approach ensures that re-
sources are directed to where they have
the most impact, addressing disparities
in mental health care access (Gliad-
kovskaya, 2024).

Ensure ethical and secure data usage:
Establish strict ethical guidelines and ro-
bust cybersecurity measures for using
AI in suicide prevention (Onah et al.,
2024). As AI relies on sensitive patient
data, it’s crucial to protect this informa-
tion and maintain patient confidential-
ity (European Parliament, 2023). Clear
legal frameworks should be developed
to guide the responsible use of AI in clin-
ical settings, ensuring that ethical con-
siderations are prioritized alongside
technological advancements. Further,
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population-wide suicide prediction may
offer an ethical and effective application
for AI, helping policymakers and med-
ical professionals allocate healthcare re-
sources more efficiently. 

While AI in suicide prevention may be
much more advanced than traditional
methods, current medical suicide pre-
diction models still yield a considerable
number of false positives and false neg-
atives. Consequently, these tools are pri-
marily used for research purposes and
are not yet fully employed to guide clin-
ical decision-making in most healthcare
settings. Although advances in AI pres-
ent significant opportunities for develop-
ing novel tools to predict suicide, further
evidence suggests that the combined
medical and social suicide prediction
tools could enhance our ability to iden-
tify individuals at-risk of suicide and po-
tentially save lives. By implementing
these strategies, the integration of AI into
suicide prevention efforts can enhance
the ability of clinicians to identify at-risk
individuals and provide timely, effective,
life-saving interventions. 
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Clinical Impact State-
ment: The informed con-
sent process does more
than help patients de-
cide whether or not to
enter psychotherapy; it
is also the first step in 

effective psychotherapy. 

Informed consent has three dimensions:
legal, ethical, and psychotherapeutic, and
it is often considered a precursor to the
intervention. However, there is no clear
break between when the informed con-
sent process ends and when psychother-
apy begins because the informed consent
process can also contain psychothera-
peutic elements. By giving more attention
to the psychotherapeutic aspects of in-
formed consent, psychotherapists can
significantly enhance the quality of their
outcomes. This article delineates the es-
sential elements of informed consent in
psychotherapy and how psychothera-
pists can use the informed consent
process to initiate psychotherapeutic
movement in suicidal patients. 

Elements of Informed Consent
Informed consent is a legal requirement.
State boards of psychology, when they
incorporate the American Psychological
Associations’ (APA) Ethics Code or a ver-
sion of it in their regulations, and other
state or federal laws, mandate informed
consent. Standard 10.01 of the APA Ethics
Code stipulates that psychologists must
inform patients “about the nature and an-
ticipated course of therapy, fees, involve-
ment of third parties, and limits of
confidentiality, and provide sufficient op-
portunity for the client/patient to ask
questions and receive answers” (Ameri-

can Psychological Association, 2017,
Standard 10.01). The informed consent
process should occur “as early as feasi-
ble.” This allows for delaying some or all
informed consent elements to help pa-
tients in immediate crisis. Informed con-
sent may also require complying with the
Health Insurance Portability and Ac-
countability Act (HIPAA) or the federal
Cures Act, if applicable. Depending on
the circumstances, other laws may apply,
such as special requirements when deliv-
ering telehealth services as required in
some states. 

In addition to information about fees,
limits of confidentiality, and potential in-
volvement of third parties, Standard
10.01 of the APA Ethics Code (2017) re-
quires a discussion of the “nature and
anticipated course of psychotherapy.”
However, it does not define what this
means. The nature of  psychotherapy
(and subsequently the nature of the in-
formed consent discussion) may vary
according to the personal style of the
psychotherapist, their training and the-
oretical orientation, the age of the pa-
tient (e.g., a child versus an adult
patient), and the type of psychotherapy
(e.g., individual, family, or group) im-
plemented. Topics to be covered might
include a brief description of the modal-
ity proposed, the frequency and length
of sessions, the potential for a medica-
tion referral, and practical details, such
as how the psychotherapist handles
communications or emergency services. 

The Code of Ethics does not require psy-
chologists to get their patients to sign an
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informed consent document, although
this may be a prudent risk management
strategy (Knapp et al., 2013). This lets
patients read the document at leisure, re-
inforcing points made during the in-
formed consent discussion. A signed
document also shows that the psy-
chotherapist met the legal obligations of
providing informed consent. Various
sample informed consent forms exist,
such as the one developed by Scroppo et
al. (n.d.) from the Trust, a major profes-
sional liability carrier for psychologists,
which is readable and easy for patients
to understand. 
In addition, informed consent has an
ethical dimension because it derives its
justification from the ethical principle of
respect for patient autonomy. According
to this principle, patients have a right to
make decisions about their own lives,
including whether they want to enter
treatment (APA, 2017, General Principles).
The informed consent process is designed
to ensure that patients understand the
nature of treatment sufficiently to make
an informed decision (Beauchamp &
Childress, 2019). 
Although the laws establish minimal
standards for what should be included
in the informed consent process, the eth-
ical principles call upon psychologists to
go beyond the minimum and consider
what information would be relevant to
their patients. Consequently, ethical psy-
chologists will approach the informed
consent process as a dialogue, will vary
the emphasis on specific points depend-
ing on the needs of their patients, add ad-
ditional information if helpful, and will
revisit informed consent issues through-
out treatment as the need arises, such as
when they introduce new techniques to
their patients (Bryan & Rudd, 2018).
Respect for patient autonomy does not
end when a patient has been offered the
HIPAA Privacy Notice or has signed an

informed consent document. Instead,
psychotherapists can respect patient au-
tonomy throughout treatment by listen-
ing carefully to their patients, explaining
treatment details thoroughly, involving
patients in treatment decisions as much
as feasible, and asking patients for feed-
back (Knapp, 2024). 

Finally, the informed consent process
has a psychotherapeutic dimension.
Psychotherapists should not view in-
formed consent as a pro forma process
that they are required to get out of the
way to start psychotherapy. Instead, it
can be the first step in psychotherapy.  

Psychotherapeutic Aspects of 
Informed Consent with Suicidal 
Patients
Psychotherapists treating suicidal pa-
tients should modify their informed 
consent process to accommodate their
patients’ unique needs. This means pro-
viding more detail on the nature and an-
ticipated course of psychotherapy, which
requires clinical honesty and describes a
collaborative approach focusing on how
patients can gain more control over their
lives. The process contains psychothera-
peutic elements to the extent that it 
improves the psychotherapist/patient 
alliance, increases expectations concern-
ing the benefit of treatment, and affirms
the patient’s agency and capacity to over-
come their problems. 

Accurately Describing Treatments to
Suicidal Patients
Psychotherapists should be transparent
about the nature of psychotherapy, in-
cluding its risks as this builds trust be-
tween psychotherapists and their
patients. “Clinical honesty related to sui-
cide risk begins with thoughtful and
thorough informed consent” (Jobes,
2023, p. 7). This also shows respect for
the patient’s right to make treatment de-
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cisions because it gives them accurate
information when deciding about enter-
ing psychotherapy. 

Clinical honesty includes discussing
facets of psychotherapy that patients
might not like. For example, psy-
chotherapists should acknowledge that
psychotherapy may involve discussing
unpleasant situations and sometimes
engenders unpleasant emotions
(Scroppo et al., n.d.). With that in mind,
Bryan and Rudd (2018) told their suici-
dal patients receiving brief cognitive be-
havioral therapy (BCBT) that “treatment
will involve discussions of emotionally
difficult topics that can sometimes in-
crease a patient’s distress in the short
term. These periods of increased distress
tend to be very brief, but they could in-
crease the patient’s desire for suicide for
short periods. The clinician and patient
will work together to help the patient
get through these periods” (Bryan &
Rudd, 2018, p. 41). 
Honesty also requires acknowledgment
that no psychotherapist can guarantee a
nonfatal outcome. For example, in their
informed consent process, Bryan and
Rudd (2018) explain that some suicidal
patients will attempt suicide while in
treatment but that their risk of an at-
tempt usually declines over time. 

However, honesty also involves de-
scribing the positive outcomes that can
occur, and psychotherapists should not
be shy about touting the benefits of
good psychotherapy because evidence
shows that many psychotherapies are
highly effective in reducing suicide at-
tempts and deaths (Sufrate-Soranzo et
al., 2023). For example, one suicide in-
tervention, safety planning, has been
shown to reduce suicide attempts by an
average of 48% (Nuij et al., 2021), and a
trial with BCBT reduced suicide at-
tempts in the treatment group by 60%
compared to a treatment-as-usual

group. There is no need to puff up or ex-
aggerate the effectiveness of these tech-
niques, and the psychotherapist should
acknowledge there may be a need for
some trial and error. As described by
Bryan and Rudd (2018), “treatment in-
volves experimenting with new skills
designed to solve problems without sui-
cide attempts” (p. 41). 

Suicidal patients often encounter friends
or even other mental health profession-
als who avoid talking about suicide
(Frey et al., 2016). Patients may feel re-
lief when they can speak to someone
who appreciates the severity of their sui-
cidal urges yet is not afraid to talk about
it openly and can honestly describe the
risks and benefits of treatment (Jobes,
2023). Although psychotherapists can
offer optimism, they should not mini-
mize their patients’ concerns nor exag-
gerate the ease or speed of recovery.  

Suicidal patients often feel a sense of en-
trapment or a belief that they do not have
the power to stop the intense and unbear-
able pain that they feel. Entrapment is
similar to the concept of hopelessness in
that patients do not see a way out of their
difficulties, but it differs in that it neces-
sarily includes intense pain. The discus-
sion of the effectiveness of psychotherapy
may challenge their entrapment beliefs
and give patients hope that they will be
able to get more control over their lives.
Patients who enter psychotherapy with
expectations of improvement are more
likely to benefit from psychotherapy
(McAleavey et al., 2019).

Accurately Describing Their 
Attitude Toward Coercive 
Techniques to Suicidal Patients
Psychotherapists should be honest about
when they would use coercive interven-
tions with their patients. Many suicidal
patients fear that their psychotherapist
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will force or pressure them to go into the
hospital against their will, take medica-
tions that they do not want to take, or dis-
close information to third parties without
their consent. The fear of coercion is one
of the most common reasons that patients
hide or minimize their suicidal thoughts
(Blanchard & Farber, 2020). Their fear of
disclosure may be exacerbated by the
stigma attached to being the subject of in-
voluntary treatment. 

Consequently, psychotherapists should
describe the circumstances under which
they would use coercive interventions.
Ideally, this would be the rare circum-
stance when the risk of a patient’s death is
imminent, and there is no other way to
stop a suicide attempt. Even then, an ef-
fort will be made to involve patients in the
decision as much as possible. Psychother-
apists can then describe their personal ex-
periences using coercive measures, which
is likely very rare, thus giving more
weight to their promise of collaboration. 

As written by one former patient,
“Promise to listen to everything I say
and take into consideration my emo-
tional state at the time. . . Then see ad-
mitting to a hospital as a LAST resort”
(Blanchard & Farber, 2020, p. 131). Psy-
chotherapists who follow this advice
will significantly improve their patients’
trust and increase the likelihood that pa-
tients will be honest with them. Tucker
and Gonzalez (2024) found that veterans
who watched an informed consent video
that presented a collaborative approach to
treatment and limited reliance on coercion
expressed a greater willingness to disclose
suicidal thoughts and related risk factors
compared to those who watched a more
general informed consent video.  

Describing a Collaborative 
Approach to Suicidal Patients
The best treatments for suicidal patients
focus on respecting their autonomy (e.g.,

Bryan & Rudd, 2018; Jobes, 2023; Knapp,
2024) not only during the informed 
consent process but also throughout
psychotherapy. Psychologists can
demonstrate this respect by adopting a
collaborative approach to assessment
and psychotherapy (Knapp, 2024). 

Psychotherapists can emphasize the im-
portance of collaboration during the in-
formed consent process. They can
express faith that the patient has the in-
ternal ingredients (with guidance from
their psychotherapists) to overcome
their problems. Jobes tells his patients
that “the answers to your struggles exist
within you—we will find these answers
together as treatment partners” (Jobes,
2023, p. 64). They are told that they are
experts in their own experiences. They
are expected to participate actively in
treatment and honestly express any con-
cerns about psychotherapy. Just the ex-
pression of faith in the patient’s latent
strengths can start the process of dis-
mantling self-devaluing emotions.

Practice Pointers When Discussing 
Informed Consent with Suicidal 
Patients
Although it is a legal requirement and an
ethical mandate, the informed consent
process can also contain the first steps in
psychotherapeutic interventions.  

The informed consent process with sui-
cidal patients emphasizes clinical hon-
esty about the benefits and risks of
psychotherapy, an expectation that the
patients will be partners in a collabora-
tive relationship, and faith in the pa-
tient’s ability to redirect their lives.

These elements can help patients develop
trust in their psychotherapists, increase
their willingness to be honest with them,
instill hope that there may be an end to
their suffering, and foster confidence that
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they can overcome their difficulties with
guidance from their psychotherapists. 
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Psychotherapy as a tool
for treating various men-
tal and physical health
disorders has long been
established as an effec-
tive treatment modality
for mental disorders in

Western populations, demonstrating ef-
ficacy and long-term efficiency (Kim et
al., 2019). However, some authors argue
that Western approaches and models in
psychotherapy may not be suitable for
Black Africans (Shatte et al., 2019) and
for other cultures. Others advocate for a
return to traditional psychotherapeutic
paradigms, suggesting that in Africa
and other continents of the world, heal-
ing is not solely based on the individual
alone, but between therapist and patient
and also as a collective process involving
the community. The traditional African
system, for instance, has an inherent
psychological treatment framework. For
example, African Grief Therapy, evident
in burial rites and ceremonies, and the
ritual bathing of child soldiers for
cleansing, facilitates the assumption of
a new identity and coping with the past
(Nwoye, 2000). 
Currently, there is no doubt that avail-
able artificial intelligence (AI) technolo-
gies could automate some of the time
and labor-intensive aspects of clinical
practices and therapies, thereby improv-
ing the efficiency and accessibility of psy-
chological services in both public and
private sectors (Huang et al., 2019). It is
conceivable that AI will eventually en-
able the development and implementa-
tion of autonomous psychotherapy-bots
capable of providing fully automated
psychological services and therapies

(Collins et al., 2021). Kleiman and col-
leagues (2017) found that using ecologi-
cal momentary assessment data factors
such as hopelessness and loneliness also
correlated with suicidal ideation for
clients over time. This knowledge paves
the way for idiographic, real-time assess-
ments that can inform truly personalized
interventions (DeRubeis, 2019; Weisz et
al., 2019). Another advantage of artificial
intelligence in psychotherapy is its po-
tential to enhance our identification of
clinical populations and improve our
ability to match interventions to the sub-
groups most likely to benefit (Kret-
zschmar et al., 2019).

Research in the application of AI in psy-
chotherapy across cultures is advancing
(Kim et al., 2019; McGreevey et al., 2020)
with software being developed for lan-
guage recognition and processing. Also,
AI and machine learning - a subset of AI
that focuses on developing algorithms
and statistical models that allow com-
puters to perform tasks without explicit
instructions -are increasingly utilized in
mental healthcare and psychotherapeu-
tic intervention (Torous et al., 2020),
however, their reliability across cultures
and varied populations is limited. One
emerging technology is the Generative
Pretrained Transformer (GPT-4.5) AI
model, including agents and chatbots,
which are often integrated into mobile
applications and various medical de-
vices. These tools help in providing
mental health support or solutions, fre-
quently addressing depression, anxiety,
and other disorders (Adamopoulou &
Moussiades, 2020).

AffIRmATIVE CARE
Dealing with Bias in Artificial Intelligence Driven Psy-
chotherapy Tools Among Cultural and Racial Populations
Caleb Onah, MS
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Clinicians and psychotherapists have
categorized AI tasks and processes into
three areas: mechanical, thinking, and
feeling (Huang et al., 2019). Huang and
colleagues (2019) posited that AI could
readily handle mechanical (robotics) and
thinking tasks (processing, analyzing,
and interpreting data), but suggested that
feeling tasks (communication) should be
reserved for humans. This research did
not account for the potential amplification
of biases present in the input used to train
AI systems. Clinical research has admit-
tedly found that the analysis and processing
of heterogeneous data can be problematic
(Dwivedi et al., 2021). There are ethical
dimensions to consider regarding data
sharing and discrimination. Even though
humans do not conduct the analysis and
decision-making, the AI algorithm can re-
flect the pervasive discriminatory atti-
tudes of the engineer or the source data
(OpenAI, 2019). Challenges related to
data usage and integrity has also been
highlighted. As technology matures,
these issues need to be resolved to ensure
full confidence among clinicians and re-
search stakeholders (OpenAI, 2022).

Trends of Bias in the Usage of 
Artificial Intelligence

Bias in the Usage of Artificial Intelli-
gence across Different Populations
In one study, Johnson and Williams
(2023) assessed GPT-4’s potential to per-
petuate racial and gender biases in clin-
ical decision-making. A team of Brigham
researchers analyzed GPT-4’s perform-
ance in four clinical decision support
scenarios: generating clinical vignettes,
diagnostic reasoning, clinical plan gen-
eration, and subjective patient assess-
ments. The study found that GPT-4 has
the potential to perpetuate racial and
gender biases in clinical decision-mak-
ing. The authors suggest that further re-
search is needed to understand the
extent of these biases and how they can
be mitigated. Clinicians already face

considerable pressure to diagnose and
treat patients accurately and fairly. Re-
lying on AI tools prone to bias could in-
troduce additional challenges, requiring
clinicians to constantly evaluate and 
potentially override AI suggestions,
adding to their workload. This could
also create ethical dilemmas when faced
with conflicting recommendations. 

In my usage, language models have been
shown to amplify biases and perpetuate
stereotypes in cases against women
more than men (Blodgett et al., 2020;
Onah et al., 2024). Like earlier GPT and
other common language models, both
early launch versions of GPT-4 have
been found to have the potential to rein-
force and reproduce specific biases and
worldviews, including harmful stereo-
 types and demeaning associations for
certain marginalized groups (Onah et
al., 2024). Model behaviors, such as in-
appropriate hedging, can also exacerbate
stereotyping or demeaning behaviors. In
recent decades, there has been a grow-
ing trend of incorporating data collec-
tion across various aspects of life,
facilitating the development and appli-
cation of new AI methods (California
Association for School Psychologists,
2020). This trend is evident across do-
mains with prevalent multi-dimensional
data sets and common use of AI meth-
ods. Researchers and clinicians from
various disciplines have increasingly
highlighted a pervasive assumption in
relying on these methods (O’Neil, 2016;
Prakash et al., 2022). Hence, this could
undermine the trust between therapist
and client, impede the therapeutic pro -
cess, and perpetuate harmful stereotypes
within the therapeutic setting.

Research on multi-dimensional data-
bases and algorithms has shown they
are prone to biases and heuristics, rely-
ing on arbitrary classifications, messy
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data, and numerous concealed uncer-
tainties (Hong, 2020). Similarly, psy-
chotherapy data can also be biased. For
instance, cognitive behavioral therapy
has shown to be predominantly devel-
oped and utilized with White, well-ed-
ucated, heterosexual individuals (Wong,
2023). Any algorithm based on such his-
torical data risks ignoring large seg-
ments of the population, including
neuro-diverse individuals, racial and
ethnic minorities, culturally diverse
groups, LGBTQ+ individuals, and peo-
ple from diverse socioeconomic back-
grounds (Wong, 2023). Additionally,
factors such as history, background,
lived experiences, and context are cru-
cial in psychotherapy. Consequently,
many environmental factors important
to mental health treatment outcomes
were not considered. This is a significant
limitation for all current data sources in
psychotherapy practice, research and
AI. This emphasizes another important
point: data only provides a limited per-
spective of the real world. The applica-
tion of machine learning here tends to
automate homogeneity, marginalizing
the humans whose lives the data repre-
sent (Crawford, 2021).

Deductively, it can be said that AI plat-
forms have been shown to have inher-
ent biases and discriminatory factors. AI
algorithms, as presently developed, are
based on a set of data that represent so-
ciety’s historical and systemic biases,
which ultimately transform into algo-
rithmic biases. Even though the bias is
embedded into the algorithmic model
with no explicit intention, it is clear that
there are various cultural and racial bi-
ases in different AI-based platforms
(Akgun & Greenhow, 2021). For exam-
ple, chatbots have been shown to repro-
duce stereotypical gendered language,
such as referring to nurses as “she” and
doctors as “he” (Bastiansen et al., 2022;
Nag &Yalçın, 2020).

Bias of Artificial Intelligence Among
Clinicians and Practitioners
A study by Chekroud et al. (2024) high-
lights the limitations of clinicians and
psychotherapists using an algorithm to
predict outcomes for schizophrenia treat-
ment, challenging the assumption of al-
gorithmic infallibility. The literature
contains numerous examples of algo-
rithms that harm vulnerable and margin-
alized groups, even when they perform
as intended (Broussard, 2018; Eubanks,
2019). This reveals that a sentencing al-
gorithm exhibited bias against Black in-
dividuals, perpetuating historical racial
injustices by predicting a higher risk of
recidivism for Black individuals and a
lower risk for White individuals, result-
ing in longer and harsher sentences for
Black people (Eubanks, 2019). 

Further, clinicians’ experiences, emo-
tions, and psychological states are in-
herently complex and influenced by
numerous factors that extend beyond
quantitative data (Farahany, 2023).
While machine learning and AI algo-
rithms excel at analyzing large datasets
and making inferences, they often strug-
gle to capture the nuances, context, and
subtleties inherent in human behavior
and clinicians’ expertise (Ghandehari-
oun et al., 2019). By placing trust in AI
inferences, there is a risk of neglecting
essential clinician experience, interper-
sonal dynamics, cultural contexts, and
other important variables. Any potential
oversimplification may lead to mis-
guided interventions or misinterpreta-
tions of the clients’ needs. Safeguarding
against potential biases within machine
learning models is crucial to prevent un-
intended harm or the exacerbation of ex-
isting disparities in healthcare. 

Also, human biases often lead us to take
the shortest cognitive route irrespective
of our expertise or professional qualifi-
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cations, facilitating irrational investment
in algorithmic systems (DeNardis, 2020).
This risk is exacerbated by creating in-
creasingly complex data sets that en-
compass previously unquantified aspects
of people’s lives—physical, neurologi-
cal, psychological, and emotional (Fara-
hany, 2023). Overreliance on algorithmic
inferences could inadvertently diminish
the essential human element of psy-
chotherapeutic interventions (Renieris,
2023). If we fail to address this overre-
liance on algorithmic issues, we will de-
velop AI that appears intelligent on the
surface but is rife with injustice and in-
equity underneath, potentially oversim-
plifying the human complexities (social,
cultural, political, historical, and per-
sonal) that are central to psychotherapy
as a human endeavor. The complexity of
new technology might shift the under-
lying conceptions of autonomy of clini-
cians, beneficence, non-maleficence, and
justice, or might introduce new norma-
tive and conceptual distinctions. Caus-
ing harm in a traditional setting might
mean something different than causing
harm in a digital world. For example,
the integrity of psychologists and clini-
cians is one of the core principles in psy-
chotherapy (American Psychological
Association, 2017), and forms of decep-
tion are justified only under exceptional
circumstances. However, is it justified
for a chatbot to interact as if it were em-
pathetic? Some literature calls for more
in-depth studies, holistic and human-
centered approaches, and research fo-
cused on the long-term societal and
individual impacts of novel technology
(Wong, 2023). 

Moreover, incorporating AI-based tech-
nology into psychotherapeutic practice
could have profound philosophical im-
pacts, potentially altering humanity’s
collective identity and basic conceptions
of knowledge, life, reality, and existence.
From the foregoing, it is evident that the

field of psychotherapy faces numerous
significant challenges. First, the growing
prevalence of mental health conditions
strains service delivery due to a short-
age of trained professionals across dif-
ferent cultures and races experienced in
the use of AI systems. This scarcity makes
it difficult for clients to access evidence-
based treatment options, a situation 
exacerbated by the recent pandemic
(Santomauro et al., 2021). Second, not
everyone benefits from psychotherapy
treatment with about 50% responding to
treatment, and about 30% experiencing
are mission of symptoms (Santomauro
et al., 2021). Despite significant advance-
ments, diagnostic clarity and prognosis
prediction remain elusive.

Recommendations on Bias Projected
by Artificial Intelligence

Cultural competence training: Institu-
tions responsible for AI deployment and
usage should train clinicians in cultural
competence so they can recognize and
mitigate biases when using AI tools in
therapy (OpenAI, 2022). This can in-
clude creating tool adaptation by con-
sidering the cultural contexts and
nuances that might affect their perform-
ance and relevance, thereby facilitating
bias. Clinicians, in general, should be
trained in identifying demographic or
clinical populations at greatest risk of
engaging in harmful and potentially
fatal behavior and bias, thus using AI
appropriately. With these trainings, 
clinicians can consequently investigate
dynamic intra-individual factors associ-
ated with an increased risk of harmful
behavior for the individuals and popu-
lation in general (Onah et al., 2024).

Diversifying training data: One of the
primary sources of bias in AI models is
the data used to train them. To mitigate
this bias, datasets should be diversified
with the training data including a wide
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range of cultural, racial, and ethnic back-
grounds. This helps the AI system learn
from a variety of experiences and per-
spectives. Further, augmenting existing
datasets with synthetic data that reflects
underrepresented groups to balance the
dataset is a key way of mitigating bias.
Regular audits to continuously analyze
and update the datasets to ensure they
remain representative of the target pop-
ulations are also necessary. 

Ensuring explainability and inter-
pretability: Ensuring the explainability
(or interpretability) of AI models is a pri-
mary consideration for the usage of AI
in psychotherapy. This involves clearly
explaining the model’s mechanisms and
outputs to another human, including
any inherent biases. When predicting
clinical outcomes, it is crucial to under-
stand definitions, clinical measures used,
and temporal considerations for achiev-
ing acceptable accuracy (e.g., 85%) for
balanced trade-offs (Prasad et al., 2023).

Addressing socioeconomic and demo-
graphic biases: Studies have revealed
that race and ethnicity, poverty, and liv-
ing in rural areas are associated with the
exacerbation of pediatric mental health
issues (Kretzschmar et al., 2019). Mental
health professionals using AI-assisted
technology should vet the technology’s
creator to ensure steps have been taken
to protect against harmful biases in the
training data sets and algorithms (Rah-
man, 2023) in their cultures and coun-
tries. The most essential variable in
producing non-biased AI is the diversity
of the team that built it.

Legal and ethical considerations: Re-
searchers and clinicians need to be aware
that new laws in the European Union
and African Union seek to ensure AI sys-
tems used in these regions are safe, trans-
parent, traceable, non-discriminatory,
and overseen by people to prevent harm-

ful outcomes (European Parliament,
2023). It is important for psychothera-
pists, psychologists and clinicians alike
to understand the relevance of these laws
in the context of AI and psychotherapy
practice (Fiske et al., 2020).

Data integration and privacy concerns:
Researchers like Chekroud et al. (2024)
amalgamate different databases in psy-
chotherapy, a practice currently ob-
served in the field. However, inherent
limitations exist regarding data com-
pleteness, prompting debates on datafi-
cation (Ulberg et al., 2023). While some
advocate for a complete ban due to pri-
vacy concerns and stereotypes, it is im-
portant for innovation potential, with
privacy-enhancing technologies offering
a secure integration of diverse sources
(The Royal Society, 2023).

Synthetic data as a solution: Synthetic
data offers benefits like customizability,
cost-effectiveness, rapid production, pri-
vacy protection, and inclusion of diverse
groups. While AI has progressed in drug
discovery, its role in psychotherapy is
still emerging and not yet suitable for es-
sential school psychological services,
such as assessment, therapy, and super-
vision. These responsibilities lie with
school psychologists and licensed edu-
cational psychologists who should select
tests and provide clinical judgments
(California Association of School Psy-
chologists, 2020). AI should not replace
supervisors in training. Direct feedback
from supervisors is crucial to ensure
high-quality training and uphold prac-
tice standards (California Association of
School Psychologists, 2015).

Scientist–practitioner paradigm: Adher-
ing to the scientist–practitioner paradigm,
clinicians should analyze data with AI
within the established framework of psy-
chotherapy theory and practice. Formu-
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lating questions and hypotheses based
on evidentiary standards aids in inter-
preting results and discerning inherent
data quality limitations. Implementing
safety features, like out-of-distribution
detection in machine learning models,
ensures responsible deployment, pre-
venting inappropriate predictions for in-
dividual clients (Chen et al., 2020).

Conclusion
It can be seen that AI’s sophisticated
methods come with significant compu-
tational costs and bias, posing chal-
lenges in some cultures. As AI intersects
with psychotherapy, it is crucial to ac-
knowledge potential risks and biases
through evidence-based practices. These
challenges emphasize the need to ad-
dress treatment access and bias, and to
improve treatment effectiveness. Al-
though AI-supported psychotherapy of-
fers benefits in efficiency and access, its
costs and variable impacts across cul-
tures must be carefully considered to en-
hance its validity and reliability. By
implementing these strategies, develop-
ers and practitioners can work towards
minimizing bias in AI-driven psy-
chotherapy tools, thereby enhancing
their fairness and effectiveness across
different cultural and racial populations.
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While the case has been
made that measurement-
based care (MBC) is an
evidenced-based inter-
vention that improves
outcomes and reduces
dropouts (de Jong et al.,
2021), and recently, that
it provides a transparent
collaborative process to
engage clients in treat-
ment (Boswell et al.,
2023), it has not been
widely considered as a

methodology for cultural responsive-
ness.  This article proposes that MBC 
can encourage a communicative process
that promotes cultural humility, creates
opportunities for cultural exploration,
and enhances therapists’ cultural com-
fort—the three pillars of a multicultural
orientation (MCO; Hook et al., 2017)—
to address marginalization and therapist
client differences. Using one evidence-
based MBC approach with a heritage of
collaborative and social justice processes
to illustrate, we suggest that systematic
client feedback can provide a structure
to address diversity, oppression, and
privilege in psychotherapy that all MBC
approaches can implement.

The Partners for Change Outcome
management System (PCOmS)
With PCOMS, science caught up with the
clinical process rather than vice versa.
After the measures were developed,
Duncan created the clinical process of
PCOMS based on two years of private
practice and the supervision of graduate
students in a multicultural community
clinic and detailed it in the first PCOMS

manual (Duncan & Sparks, 2002, now in
its fourth edition). Over time, psycho-
metric studies were published, and
Duncan, Reese, and colleagues com-
pleted eight randomized clinical trials
(see Duncan & Reese, 2024). PCOMS,
while emerging from everyday practice
and starting as a purely clinical process
with an aspiration to privilege the client
(Duncan & Moynihan, 1994) and pro-
mote socially just practice, evolved to be
both a normative and communicative
system (Duncan & Reese, 2013; Sparks
& Duncan, 2018). 
Attention to individual experience,
“amplifying client voice” and “socially
just practice” (Duncan & Sparks, 2002,
p. iii) have been part of PCOMS since
the beginning, but more fully articulated
in later publications. For example, Dun-
can (2012) asserts:

Consumer involvement in all deci-
sions that affect care also speaks to
the issues of multiculturalism and
social justice. Client centered or di-
rected care necessarily includes a
recognition of the disparate power
that exists between the provider
and consumer of services, espe-
cially for those not of the dominant
culture as well as the traditionally
disenfranchised, and transparently
seeks to address the disparity…In
addition, the infrastructure of men-
tal health itself (i.e., diagnosis and
prescriptive treatment) often leaves
little room for the unique views of
those whose culture, race, gender,
gender expression, ability, age, or
socioeconomic status differ from
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typical providers steeped in main-
stream psychology…PCOMS seeks
to level the psychotherapy process
by inviting collaborative decision
making, honoring client diversity
with multiple language availability,
and valuing local cultural and 
contextual knowledge; PCOMS
provides a mechanism for routine
attention to multiculturalism and
social justice. (pp. 98-99).

Operationalizing a multicultural 
Orientation
PCOMS employs two 4-item scales, one
focusing on outcome, the Outcome 
Rating Scale or ORS (Miller et al., 2003)
and the other on the therapeutic alliance,
the Session Rating Scale or SRS (Duncan
et al., 2003). PCOMS directly involves
clinicians and clients in an ongoing col-
laborative process of measuring and dis-
cussing both progress and the alliance,
the first system to do so (Duncan &
Reese, 2015). The ORS is a visual ana-
logue instrument that is individualized
with clients to represent their distress
and the reasons for service on four do-
mains (personal, interpersonal, social,
overall). These major domains of life
offer a general framework of human ex-
istence to which clients add the intimate
details of their lived experience via ther-
apeutic conversation. The content-free
dimensions of the ORS allow clients to
describe the meaning of their scores
without preconceived theory, symptom,
diagnostic, or therapist-derived con-
straints, running counter to practices
that pathologize clients of color and
other historically marginalized groups
at higher rates (Sue et al., 2022). Thus,
client accounts retain the richness of real
life, including the unique back-stories
that contextualize their dilemmas, in-
cluding the possibility of oppression
and discrimination. 

Outcome Rating Scale Clinical
Process and multicultural Orientation
Duncan and Reese (2024) provide a clin-
ical example that highlights how the
ORS is used to direct efforts within a ses-
sion, across treatment, and how it can
support MCO. First, the therapist ori-
ented the client, a cisgender woman
who recently immigrated from Mexico,
to the ORS. In doing so, the therapist
noted that the measure was used to en-
sure her perspective stayed central to
treatment. This could be considered a di-
mension of cultural humility, the overt
commitment to the client’s perspective. 

Second, the client completed the ORS
and scored below the clinical cut score
of 25 (14.7) indicating she was experi-
encing significant distress. Third, in re-
viewing the item scores, the therapist
noted that the Social (work, school, rela-
tionships) item was rated the lowest and
used it as a starting point to understand
the client’s reason for seeking treatment.
The client then shared that her job was
stressful and that she was experiencing
discrimination from a boss who ridiculed
her Spanish accent. This provided a cul-
tural opportunity for the therapist and
client to consider, communicating both
empathy and wanting to better under-
stand what occurred regarding her work-
place discrimination. The items on the
ORS go beyond an internal, symptom
focus and consider social and contextual
factors, including marginalization and
oppression, that may be impacting this
client’s well-being. Such a structure also
can empower therapists and clients 
to address these issues more directly, 
inspiring cultural comfort for the thera-
pist. Asking about potential sociocultu-
ral issues is interwoven into the fabric of
the ORS, making such conversations po-
tentially easier and inspiring confidence
in therapists to invite clients to discuss
such issues. PCOMS data and clinical
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process continue to help inform treat-
ment progress, invite further collabora-
tive opportunities for client benefit, and
continue to communicate a stance of cul-
tural humility.  

The Session Rating Scale
The use of the SRS continues the value
of client privilege and opens space for
the client’s voice about the alliance and
therapist/client fit, specifically aiming
to identify alliance ruptures before they
negatively impact outcome. The SRS
provides a structure to address the al-
liance, allows an opportunity to fix any
problems, and demonstrates that the
therapist is committed to forming good
relationships. The SRS also encourages
ethnic/cultural/racial/orientation dif-
ferences to be transparently and rou-
tinely discussed.

By routinizing the asking for and re-
ceiving client feedback about their ex-
perience of therapy, the SRS promotes
openness to client perspectives, laying
the foundation for cultural comfort. Be-
yond being an alliance measure, the SRS
represents a nuanced relational process
designed to ensure that clients feel safe
about offering feedback. This requires
therapist comfortability about asking for
feedback and a graceful response that
accommodates the work to the feed-
back—an authentic desire for a frank
discussion about client preferences re-
garding the alliance. 

Although the alliance is discussed at
each session, it gains additional priority
if the client is not benefiting. Eliciting
client responses in detail can help thera-
pists and clients alike get a better sense
of what may not be working. Such oc-
currences create a cultural opportunity
to entertain how culture, including ther-
apist and client differences, are con-
tributing factors to the lack of success.

Session Rating Scale Clinical Process
and multicultural Orientation
Administered at the end of the session,
the SRS evaluates the working alliance
and offers further opportunity to incor-
porate MCO. Duncan and Reese (2024)
state, “But it requires therapists to em-
brace that they can never fully under-
stand a client’s cultural experience, with
only continued efforts to gain a closer
approximation” (p. 106). They provide a
second example to demonstrate how the
SRS is administered, can foster a collab-
orative relationship, and raise issues, in-
cluding cultural, identity, or other issues
that may be influencing treatment and/
or the relationship.
The client in the example was a 42-year-
old African American, cisgender man
who was making little progress after
four sessions of treatment. Although the
SRS scores did not indicate an issue with
the alliance (score was above the cut-
score of 36), the therapist used the first
item “I felt/or did not feel heard, under-
stood, and respected” to ask if the racial
difference between them (therapist was
a white man) might impact the client
feeling understood in a way the therapist
could be missing. This led to a deeper
discussion and recognition that the
client’s social locations were not a salient
part of his story being shared, and a re-
calibration of the therapeutic conversa-
tion. In this instance, the SRS was used
in a practical way to better understand
the lack of progress in therapy from a
multicultural framework. The SRS en-
sures there is space and structure for con-
versations about the relationship. The
example demonstrated cultural humility
in the willingness to gain the client’s per-
spective and understanding about how
issues of race/gender may be impacting
both treatment and the working rela-
tionship. Further, the clinical process cre-
ated a cultural opportunity and, like the
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ORS, can foster cultural comfort by 
having a platform to help initiate and
support these discussions. It can help
normalize and encourage process-
focused discussions about how client-
therapist social identities and other soci-
ocultural variables may influence both
the relationship and treatment.   

Conclusions
Although there have been great strides
regarding diversity, equity, inclusion,
and multicultural competence, a need
remains to translate these values into
actionable behaviors in psychotherapy.
PCOMS provides an example of how
any feedback system can address client
experiences of marginalization as well
as differences between client and thera-
pist. The ORS tends to cast a larger net
on client difficulties beyond symptom
focused instruments, but any outcome
measure can include discussions of
larger social impacts on symptoms.
While pharmaceutical sponsored symp-
tom  check lists seek to categorize the
complexities of human experience into
discreet conditions that lead to psy-
chotropic interventions, psychotherapy
requires a more nuanced understanding
of distress contextualized by a broader
social understanding of behavior. Clini-
cians using symptom-based outcome
measures need only identify the most
distressing items and ask the client if
they have any ideas about the factors
that contribute to the distress. Systems
that do not include routine alliance
measures can consider adding one to fa-
cilitate conversations about the influ-
ences of therapist client differences on
the therapeutic relationship. 

PCOMS provides a way toward a multi-
cultural orientation and the American
Psychological Association multicultural
guidelines (2018), including the call for a
strengths-based approach. However,
our intention was not to suggest that it

offers a panacea for addressing diver-
sity, nor that PCOMS as an intervention
to improve outcomes is without hetero-
geneity of results or methodological crit-
icisms (Duncan & Sparks, 2019;
Østergård et al., 2018), nor that PCOMS
is the preferred feedback system to im-
plement MCO. Rather, we suggest that
the collaborative, client privilege, and
social justice heritage of PCOMS posi-
tioned it to provide an example struc-
ture to address marginalization and
therapist-client differences in therapy.
Implementing a multicultural orienta-
tion takes a sustained effort to include
clients and embrace their feedback—to
not reduce psychotherapy to the med-
ical model equation of diagnosis plus
prescriptive treatment equals cure, nor
clients to cultural, ethnic, racial, gender
stereotypes or pharmaceutical spon-
sored checklists, nor the proclivities of
enlightened psychotherapists who know
better than clients what they need.
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The vantage point of a
queer-identifying thera-
pist is uniquely translu-
cent; I see some things
in sharp resolution,
while there are other
things that remain

opaque. How does a queer therapist af-
firm a queerness that endangers them as
well? How does a queer therapist affirm
a queerness that bemuses them? Sitting
across from a patient tussling with ques-
tions of sexuality that cannot be as-
suaged with ‘woke’ platitudes- evokes a
sharp confusion that assaults the inter-
subjective self-hovering over our virtual
room. This is not to say that it is an alien
other; an- other situated firmly in het-
eronormativity that can better unravel
the enigmas of sexuality. However, I do
want to admit to my own sense of lost-
ness as a queer therapist when it comes
to matters of fluid desires and dynamic
identities. I want to better understand
how to navigate these desires and iden-
tities with authenticity, especially within
the special framework of my patients
and the unconscious language I use. 

Time and again, I go back to my own
personal therapy and my encounters
with queerness within it. Did I ever seek
a therapist who advertised a queer-af-
firmative practice? Did that choice fun-
damentally change the trajectory of my
therapeutic journey? When looking
back, I can see anti-queer rhetoric of
every therapy clinic I’ve visited in high
definition, but I found genuine affirma-
tiveness of a clinic to be more diffuse,
like in 420p resolution. For example, I
remember in chilling detail the time my
previous therapist convinced me that

the bodily pleasure I experienced dur-
ing a sexual harassment incident must
be a result of “missing the male touch.”
I cannot, however, recall with any clarity
what other therapists conveyed to me
after this that was of any benefit. I only
remember feeling safe and feeling held
in times of vulnerability surrounding
my queerness. 

To me, safety is something you feel. The
same goes for affirmation; so, can they
be said into existence? Is it possible that
repeatedly saying that a room is a safe
space doesn’t necessarily make it one? It
makes me wonder if inclusive language
and so-called “appropriate terminol-
ogy” can be a permanent fixture in the
therapy room. In the absence of conflict,
errors, confusion, and disagreements,
can the therapist and the patient ever
meet on the human plane? Yes, there is
obliteration in hostility and prejudice
which demands redressal. There is such
a thing as too much pathologizing.
There is even such a thing as bad moth-
ering. But what about mothering that’s
too good to be true? Is there such a thing
as too much validation? 

What I’ve discovered to be true is that
the principles of such clinical practice
that positions itself solely around iden-
tity oftentimes seems sterile. I find a
strange mystification attached to the “7-
day bootcamps” that claim to train prac-
titioners to become adept at taking on
LGBTQ+ patients. It is becoming an in-
creasingly common practice to declare
that one has been trained in the art of
queer-affirmative work but the modus
operandi of these camps and programs
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makes me question the verity of the work
being done. The hefty amount being
charged for such training with its near-
mystical curriculum also doubles down
on the inaccessibility issue of psycho -
therapy praxis. This inaccessibility also
seeps into the language, again feeding
into the cycle of therapy by and for the
privileged few, sectioning off the LGBTQ+
patienthood further. The goal here
morphs into parroting taught tautology
that convinces both the patient and I
that we are not bigoted.
Psychic disturbances and pathologies
intercept dialogue in a way that makes
conversations convoluted; can we then
call such use of inaccessible language a
psychic disturbance too? Is language
then a cover for a neurotic unconscious?
Conversations in the clinic seem to have
been deformed further by the impossi-
ble standard of perfect politics. In such
an environment, do we overlook the re-
sistances of the LGBTQ+ patients we
take on in queer affirmative-practice;
LGBTQ+ patients who are subsumed
under a monolith? The bitter aftertaste
of keywords like “affirmative,” “safe
space” and “trauma response,” which
have undergone relentless semantic
bleaching, remains residual in both our
mouths, the patient and me.
I carry my patient with me here, a pa-
tient who has been on a journey with her
sexuality in the couple of years we have
been working together. When we
started, she identified as a bisexual, cis-
gender woman who had most of her ro-
mantic relationships with men. We
talked about the beginning of romance
and its culmination; we talked about in-
tercourse and anxieties around sex.
Then, about a year into our work, she
shared that she felt that her experiences
with men arose from culturally sanc-
tioned compulsory heterosexuality. Be-
fore she was to shift states, we started
exploring what being a lesbian is, what

it means to her, what it could mean to
others in her view and how that would
impact her.  In the middle of these dis-
cussions and upon arriving in a new
state, her perennially empty walls be-
came adorned with the lesbian pride
flag. It was no longer an uncharted facet
of her being—it was now a fact. 

Here is where my dilemma made its first
appearance. Would questioning this tec-
tonic shift count as hostility?

How would she feel if I were to ask her
how she is making sense of discovering a
different sexuality in a transitory period
of her life? What does the flag represent
to her? Even writing these questions
down seems patronising, as though I’m
doing something wrong by the queer
movement. This self-policing judgement
didn’t help as I began sitting uncomfort-
ably with my silence. I began the
Sisyphean task of validating thereafter. I
indulged in those woke platitudes that
never really felt right to her, or to me. That
felt sense of affirmativeness seemed to be
missing for both of us. We lost ourselves
and our real voice in the cacophony of In-
ternet scriptures prescribing a manner of
speaking that was foreign to us. Our fable
of perfect therapy and perfect humans
cast a shadow over our relational work.
In forced oblivion, we packed this mess
aside and walked into other entangle-
ments to sift through, ones that seemed
easier on our egos. 

But us humans have a fatal flaw—we
compulsively repeat that which trauma-
tises us. And so, we rammed into this un-
questioned, under-explored part of our
ocean. My patient found herself feeling
attracted to a heterosexual man in her
vicinity. She resolved to ask the man out
to discover what it is that she really wants
from his company. This time around we
had to look through the psychoanalytic
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lens; the kaleidoscope of propriety had
failed us. It is at this juncture where the
games we were playing through seman-
tics revealed themselves to us and we
steered our discussion towards the core of
the relational issue at hand. In the face of
an invalidating situation, we had to grap-
ple against the instinct of validating and
rely on good ol’ analysis to navigate how
older wounds from her childhood were
reappearing in guises with the new man.
Pulling the “daddy issues” thread did
more for us than any truisms that we had
been using before.

This patient and I are still working out a
means of talking that is respectful but
not fully addled with anxieties about
sounding right. Creating this path that is
unique to our relationship reminded me
that in appearing to be a queer-affirma-

tive therapist, I’d forgotten to be a queer
person myself. This failure to see my
own person had been keeping my pa-
tient from bringing their person into the
room too. As I attempt to wind up this
treatise on queering the clinic with my
trademark uncertainty, I want to once
again iterate my fear of being misunder-
stood. I am unsure of what is right, I am
unsure of what works and what does
not. In laying out my unsuccessful at-
tempt at using perfect politics in the
clinic, I am trying to think out loud. I’ve
found that dialogues cannot be effective
in silos, in echo chambers. If this is my
internalised queerphobia, it’s still better
worked through outside than inside me
all alone. Sometimes I think I let my
inner confused conservative (we all have
one) out for a walk, and all of what I said
here is what it whispers to me.
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Applied Impact 
Statement
This manuscript under-
scores a significant inter-
national collaboration
between psychotherapy
researchers in Europe and
Latin America (LA), with
a clear focus on enhanc-
ing mental health care
quality and effectiveness
through the com parabil-
ity of client outcomes
in real-world clinical set-
tings. By establishing a
unified framework for
routine clinical data col-
lection and advancing
the implementation and
training in Routine Out-
come Monitoring (ROM),
these consortia are sup-
porting the global inte-
gration of practice-based
evidence. Their efforts are
not only fostering consis-
tency in mental health-
care practices worldwide
but are also tailored to
meet the distinct needs
and priorities of diverse
regions, ensuring that
the impact is both broad
and locally relevant.

Utilizing Practice-
Based Evidence for
Tailored Approaches
Reducing the gap be-
tween therapists and re-

searchers is crucial to advancing mental
health care. One effective strategy is gen-
erating practice-based evidence across
various contexts. This approach involves
systematically collecting data from real-
world clinical settings, thereby allowing
researchers to analyze treatment out-
comes and therapeutic processes that
are most directly relevant to them. By in-
tegrating practice-based evidence into
the body of existing research, therapists
can better understand what works in
different environments and for diverse
populations, leading to more tailored
and effective interventions. Further-
more, this strategy ensures that research
is grounded in practical realities, en-
hancing its relevance and applicability
(Barkham & Lambert, 2021; Barkham &
Mellor-Clark, 2003; Castonguay et al.,
2021; Evans et al., 2003).

To foster the materialization of this strat-
egy, it is essential to create collaborative
networks for the successful implemen-
tation and utilization of the collected in-
formation. These global networks foster
a bidirectional flow of knowledge,
where therapists from various cultural
and clinical backgrounds contribute
valuable insights from their diverse ex-
periences, while researchers provide ev-
idence-based guidance and innovative
methodologies. By connecting practi-
tioners and researchers from different
parts of the world, these partnerships fa-
cilitate the rapid dissemination and
adoption of best practices across a wide
array of settings, significantly reducing the
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lag between the publication of research
findings and their clinical application.
Furthermore, these international collab-
orations promote a culture of continuous
learning and improvement, encouraging
both therapists and researchers to stay
informed about new developments and
to refine their approaches based on the
latest evidence. This global synergy en-
hances the quality of care provided to
clients worldwide, effectively bridging
the gap between theory and practice
across different contexts.

Castonguay et al. (2013) eloquently ex-
pressed this synergy as, “work locally but
collaborate globally,” emphasizing the
importance of fostering a culture of active
collaboration and comparison of results
while maintaining the essential develop-
ment of local infrastructures capable of
producing context-sensitive knowledge.
Different practice research networks have
varying needs depending on their set-
tings, cultures, and resources. However,
actively collaborating to collect data on
specific variables across different sites
can significantly enrich scientific projects
by providing larger sample sizes, com-
parability, and opportunities for cross-
cultural research. In pursuit of improving
psychotherapy practices through collab-
oration and the generation of practice-
based evidence, two consortia emerged
in different regions of the world framed
as part of the regular meetings developed
within the Society for Psychotherapy Re-
search (SPR): the European Psychother-
apy Consortium (EPoC) and the Latin
American Consortium for Psychotherapy
Research (CLIP).

European Psychotherapy 
Consortium (EPoC) 
This initiative was launched by the Eu-
ropean Chapter of the SPR in September
2022. The objective of this project was to
facilitate the creation of European natu-
ralistic psychotherapy samples, encour-

aging collaboration among countries,
enriching the diversity of psychotherapy
research, and facilitating the develop-
ment of larger and more representative
client samples (Gonçalves et al., 2024).

A self-organized group was formed with
colleagues from different European
countries who have met virtually on a
number of occasions to define a strate-
gic plan. As a first step, the group rec-
ognized the need for a survey to map
the diversity of potential partners and to
understand how their clinical services
are organized and delivered.

For this survey, services from 16 differ-
ent countries expressed their willingness
to participate. The data provided access
to approximately 5,000 clients, repre-
senting a diverse range of therapeutic
approaches and patient populations.
One key finding was the vast array of
outcome measures that are used both at
pre- and post-assessment and, to a lesser
extent, on a session-to-session basis. Of
those used, the Clinical Outcomes in
Routine Evaluation-Outcome Measure
(CORE-OM) was the most adopted in-
strument and used in 13 clinics, while 63
different measures were employed for
pre- and post-treatment review at only a
single clinic. Despite this diversity, EPoC
researchers agreed that researchers from
different fields should work together to
advance science by finding effective
ways to share data and collaborate
across countries and cultures (Gonçalves
et al., 2024). 

Avenues of Collaboration Between
EPoC Researchers
The EPoC has introduced various col-
laborative initiatives aimed at improving
research consistency and fostering joint
efforts across its network of researchers.
These initiatives are designed to pool 
expertise, resources, and data, allowing
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for a more comprehensive approach to
addressing key questions in psychother-
apy. Currently, there are three avenues
of collaboration between EPoC re-
searchers described below. 

1. Adoption of a single-item measure:
To address the wide selection of
measures used while respecting the
historical and local choices imple-
mented by clinics, it was decided to
add a new single item, the Emotional
and Psychological Outcome (EPO-1),
into the ongoing data collection. The
single item selected was adapted
from the original item developed
and published by Orlinsky and
Howard (e.g., 1975, 1986) and has
been employed successfully in sev-
eral large-scale studies (e.g., Howard
et al., 1996). The item asks the ques-
tion: “At this moment, how well do
you feel you are getting along emo-
tionally and psychologically?” and is
scored on a 5-point Likert scale . Data
has been collected at the outpatient
clinic of the University of Trier (Lutz
et al., 2019) and robust correlations
with various outcome measures
have been demonstrated (Lutz et al.,
2021), indicating that it has the 
potential to establish a common stan-
dard across diverse settings. In addi-
tion to the English version, there are
currently 11 translations of the EPO-
1 into European languages. An
adapted version for children and
adolescents is also planned for the
future. EPoC members followed the
International Test Commission
guidelines (Hernández et al., 2020) in
the process of translating and adapt-
ing the item to arrive at an equiva-
lent measure across different
countries and languages. There are
no restrictions on its use, with some
clinics administering it at every ses-
sion and others at regular intervals.
The adaptation of the EPO-1 is en-

dorsed by Dr. Orlinsky and is freely
available under a Creative Commons
License upon a no-cost registration
(Gonçalves et al., 2024). The item is
freely available to SPR members
here: EPoC Registration.

2. Crosswalks: This project involves
converting raw scores to common
metrics through the analysis of the
existing questionnaires with the pos-
sibility of studying other issues,
such as general effectiveness and
therapists’ variability. This offers the
potential of joint publications in the
future. The main idea is to share raw
and anonymized data to develop
common metrics across different in-
struments. However, issues relating
to ethics and data sharing agree-
ments need to be set in place first,
which may be challenging given the
number of countries involved.
Hence, an initial stage may involve
the pooling of results of data from
clinics rather than sharing actual
data, but this in itself would be a
small step forward.

3. Recommendations and sugges-
tions: This project includes provid-
ing support to colleagues as they
begin routine data collection. This
would include support on com-
monly used measures, techniques,
and implementation issues. For clin-
ics starting data collection, this could
be a way to explore the possibility of
using some similar measures (as
well as the single item).

Latin American Consortium for 
Psychotherapy Research (CLIP)
Researchers from the Latin American
Chapter of SPR, at the 50th international
SPR meeting in Buenos Aires in 2019,
began generating ideas for collabora-
tion. Many of these members joined the
Red Latinoamericana Psicoterapia y Cambio
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for this purpose. In 2023, this network
proposed a series of virtual meetings to
learn about the research conducted by
its members. In one of these meetings,
the topic of ROM and the generation of
practice-based evidence was proposed.
Several members started to meet regu-
larly to explore the possibilities of gen-
erating practice-based evidence in Latin
America. Then the idea of generating
the consortium emerged, replicating the
structure and function of EPoC.

The CLIP welcomes participation from
centers and independent therapists pro-
viding psychological care across Latin
America. Centers are defined as institu-
tions, whether public or private, that
offer psychological care services. Inde-
pendent therapists practicing privately,
without institutional affiliation, are also
encouraged to participate. The mission
of the consortium is to foster collabora-
tion among these independent members,
enabling them to share implementation
experiences, collaborate on enriching clin-
ical practices, and collectively develop 
research proposals in their respective 
contexts (Consorcio Latinoamericano de
Investigación en Psicoterapia, 2024).

The CLIP aims to standardize the collec-
tion of clinical information in everyday
practice, thereby enhancing its quality
and efficiency. Central to its aim are
three primary functions (Consorcio Lati-
noamericano de Investigación en Psi-
coterapia, 2024): 
1. Developing a collaborative practice-

based database: This program in-
volves developing and maintaining a
comprehensive database containing
essential details about all consortium
members. This database will be up-
dated annually to reflect the status of
ROM implementation and ongoing
research. It will also facilitate the for-
mation of partnerships among mem-
bers and support joint data analysis

projects across different centers. The
consortium aims to ensure trans-
parency by publicizing agreements
between members and providing
regular updates on their status.

2. Collaboration in implementation and
training: This program aims to create
a virtual platform where consortium
members can share implementation
strategies, training materials, and
best practices for outcome monitor-
ing. This collaborative space will fos-
ter collective learning and continuous
improvement among members.

3. Common framework for routine
clinical data collection: This initia-
tive seeks to standardize collection
of information across various areas
of interest. These include the charac-
teristics of psychological therapies
offered in multiple service centers
across several countries in Latin
America, the characteristics of the
individuals seeking psychological
therapies, the personal styles of ther-
apists providing psychological care
services, the relationships between
clients and therapists (process), the
outcomes of psychological interven-
tions, and the features of the mental
health care services where these in-
terventions take place. 

By focusing on these initiatives, CLIP
endeavors to elevate clinical practice
standards through improved data col-
lection, collaboration, and transparency,
benefiting both clinicians and clients alike. 
Collaborating Across Continents: Two
Different Regions, One Same Goal
Although both consortia pursue the
same overarching goal, each group ad-
dresses the unique needs and character-
istics of their respective regions. The
EPoC was established to facilitate the
creation of transnational and naturalis-
tic psychotherapy samples, to encourage
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collaboration between European coun-
tries, and to enrich the diversity of psy-
chotherapy research (Gonçalves et al.,
2024). This consortium focuses on har-
monizing outcome measures, creating
common metrics from different instru-
ments, and integrating new data collec-
tion items into ongoing studies. EPoC’s
strategy involves leveraging the already
substantial involvement of European 
researchers in evidence collection at var-
ious levels, ranging from small local serv-
ices to national projects. By promoting
the sharing of raw and anonymized data,
EPoC enables the development of com-
prehensive and comparable data sets that
can be used to study general effective-
ness, therapists’ variability, and other
critical issues. This collaborative effort is
designed to foster joint publications and
research projects, ultimately improving
the quality and applicability of psy-
chotherapy practices across Europe.

In contrast, CLIP tackles the unique chal-
lenges in Latin America where ROM is
less widespread. The region’s economic,
cultural, and social diversity necessitates
careful consideration when promoting
ROM. Some initiatives have successfully
implemented ROM in specific clinical
centers (Gómez-Penedo et al., 2023; Val-
diviezo-Oña et al., 2022), but resources to
extend these efforts to additional centers
and settings remain limited. CLIP’s mis-
sion is to standardize clinical data collec-
tion practices across the region while
diagnosing psychotherapeutic practices
in Latin America, highlighting the region’s
unique characteristics. This initiative pro-
motes systematic research in everyday
settings, enhancing cultural understand-
ing, research efforts, and the systematiza-
tion of psychotherapeutic practices. The
consortium’s initiatives include developing
a collaborative practice-based database,
facilitating the sharing of implementation
strategies and training materials online,
and ensuring the transparency and ac-
countability of agreements between con-

sortium members. By supporting the im-
plementation and training of ROM prac-
tices, CLIP aims to elevate clinical
standards and foster a culture of contin-
uous improvement among practitioners.
This collaborative network not only ben-
efits clinicians by enhancing their data
collection capabilities but also improves
patient outcomes by ensuring that thera-
peutic practices are informed by robust
and standardized evidence (Consorcio
Latinoamericano de Investigación en 
Psicoterapia, 2024).

While EPoC and CLIP both strive to ad-
vance psychotherapy practices through
practice-based evidence and collabora-
tion, they tailor their approaches to the
specific needs and conditions of their re-
gions. EPoC leverages existing research
efforts to create a unified framework for
data analysis in Europe, whereas CLIP
focuses on establishing and promoting
standardized ROM practices to build a
solid foundation for psychotherapy re-
search in Latin America.

A key link between the EPoC and CLIP
consortia is the adoption of the EPO-1
item. Both consortia have incorporated
this item into their ongoing and new data
collection efforts to improve the consis-
tency and comparability of their research.
The item offers, at minimal cost in time
and no financial cost, a unified measure
that enhances the understanding of ther-
apeutic progress across various settings,
fostering greater alignment and collabo-
ration between EPoC and CLIP. 

The first phase of the European project
has recently been published, outlining
the aims and future potential of the 
European Consortium, including the de-
velopment and translations of the single
item, procedures to allow cross-compari-
son of outcome measures, and the cre-
ation of a task force to be consulted when
new data sets are collected. The aim of the
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consortium is to share and implement
new common measures in the effort to in-
crease collaboration and treatment align-
ment (Gonçalves et al., 2024). 
Although this program of research began
as an initiative of the EU-SPR Chapter, and
was followed by the LA-SPR Chapter,
both consortia would support researchers
developing additional consortia in re-
gions beyond LA and the EU, working to-
wards global collaboration. The complete
list of collaborators of the consortia can
be found here. In the spirit of collabora-
tion, colleagues within EU and LA who
wish to participate are welcome to join
their respective consortium. If you want
to know more about EPoC, see
(https://www.psychotherapyresearch.or
g/page/EPoC-About), and if you want
to know more about CLIP, please see
(https://www.psychotherapyresearch.or
g/page/CLIP-About_engl). We under-
stand that researchers often have de-
manding schedules and may be concerned
about the time commitment required for
participation in these consortia. Our ex-
pectation is that involvement will necessi-
tate minimal time investment while being
mutually beneficial for all participants.
Furthermore, we anticipate that this col-
laboration could eventually lead to excit-
ing outcomes for everyone involved,
including new projects and publications.
Most importantly, we believe that through
small and flexible steps, we can collec-
tively enhance our scientific endeavors!

Conclusion
In each region there coexist several reali-
ties that demand contextual adaptations.
This is true not only at a continental level
(Europe versus Latin America) but also
within each continent and even within
each country. The opportunity to work in
collective efforts by no means should lose
perspective of the importance of these
contextual differences and needs, which
are especially important when generat-
ing practice-based evidence. A significant

amount of work has to be done, particu-
larly in Latin America, in terms of creat-
ing the basis for assessing therapeutic
processes and outcomes. The creation of
the EPO-1 item represents a significant
first step toward fostering collaboration
and the possibility for comparison, which
could be crucial for understanding the
dynamics of real-life psychotherapy. By
doing so, we aspire to improve both
processes and outcomes, grounded in
solid empirical support while incorpo-
rating the lessons learned from practice-
based evidence.
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The National Institute of
Mental Health (NIMH)
is the lead Federal agency
for research on mental
illness. The mission of
the NIMH is “to trans-
form the understanding

and treatment of mental illnesses
through basic and clinical research,
paving the way for prevention, recovery
and cure” (National Institute of Mental
Health, 2008). In 2023, it spent about
$2.3 billion to fulfill that mission. How
it spends its money has an impact on the
mental health of Americans.

The author led a team of psychologists,
researchers and psychology students in
studying how the NIMH spent its re-
search money in Fiscal Year 2012 and
Fiscal Year 2020. We analyzed the project
abstracts of about 20% of the projects
which were funded in those years. Here
is what we found.

NImH Study of Physiology, 
Treatment, and Psychotherapy
In 2012, the NIMH spent 72% of its
budget on studying physiology, i.e. the
brain and genetics.  In 2020, that per-
centage increased to 75%.  Examples of
studies include a 2012 study on neu-
ronal signaling pathways during learn-
ing and their effects on memory and a
2020 study looking at neuronal cells in
mice and human stem cells and their ef-
fect on neural circuits (NIMH Project
Reporter, 2020, 2012). The purpose of
both are to understand potential brain
and physiological processes underlying
mental illness.

In 2012, the NIMH spent 20% of its
money on studying treatment and only
seven percent on studying treatment
with psychotherapy. In 2020, those per-
centages fell to 14% and four percent re-
spectively. As a psychotherapist and
student of psychotherapy, this is con-
cerning to me. It seems like an imbal-
ance that is unlikely to enable the NIMH
to fulfill its mission to “pave the way for
the prevention, recovery and cure (of
mental illness).”

Implications of NImH Research 
Priorities
In its mission statement, the NIMH gives
equal weight to “understanding and
treatment of mental illnesses” and to
“basic and clinical research.” But its re-
search priorities are heavily weighted
towards studying the brain and genetics
and away from studying treatment and
psychotherapy. This research portfolio
would suggest there is little evidence of
the effectiveness of psychotherapy in
treating mental illness. That is not the
case. The efficacy of psychotherapy in
treating mental illness is supported by
strong and plentiful evidence. There
have been so many studies establishing
its efficacy that we now have meta-
analyses of the meta-analyses (Leich-
senring et al., 2023; Shedler, 2010). A
meta-analysis of studies compared out-
comes for depressed subjects who re-
ceived psychotherapy with those of
wait-listed controls found an average ef-
fect size of 0.70 compared with an effect
size of 0.31 for care-as-usual (i.e., anti-
depressant medication) and 0.43 for
other control groups (Munder et al.,
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2018).  That effect size far outstrips re-
ported effect sizes for antidepressant
therapy (Cipriani et al., 2018; Kirsch,
2009). Additionally, effective psy-
chotherapy need not cost more than
medication treatment (Heuzenroeder et
al., 2004; Kirsch, 2009).

Studies of psychotherapeutic interven-
tion find that about 80% of patients re-
port significant improvement and the
more psychotherapy they receive the
more likely they are to report improve-
ment (Cuijpers et al., 2021; McLean,
2022; Wampold, 1997, 2001). And there
is no significant difference between the
types of psychotherapy people receive.
Therapies focused on depth, insight and
relationship, such as psychodynamic
therapy, Gestalt therapy, humanistic and
existential therapy, are just as effective
as cognitive-behavioral therapy (Cui-
jpers, 2023; Olano, 2017; Shedler, 2010).  

What has the NImH Gained from
Studying the Brain and Genetics?
This imbalance might be justifiable if the
NIMH were making progress in under-
standing and treating mental illnesses,
but that is not the case. In spite of in-
vesting billions of dollars in studying
neural circuits, neurotransmitters, neu-
rons, brain chemistry and genetic dy-
namics, the NIMH has yet to find a
meaningful or nuanced relationship be-
tween that physiology and the thoughts,
emotions, intentions, perceptions and be-
haviors which human beings experience
and use to live their lives (Nour et al.,
2022). Neither has the NIMH been able to
understand enough to enable the diagno-
sis of any mental illness through the use
of a brain scan, laboratory test or genetic
dynamic (Garcia-Gutiérrez et al., 2020;
Hahn 2019, 2023; Joseph, 2022; Moncrieff
et al., 2022). In the words of Nour and his
colleagues (2022): “Despite three decades
of intense neuroimaging research, we still
lack a neurobiological account for any

psychiatric condition. Likewise, func-
tional neuroimaging plays no role in clin-
ical decision making” (p. 2524).

Despite reports that appear regularly in
the popular press, no genes for mental
illness have been found. The claimed ef-
fect sizes for genes associated with
“mental illness” are tiny—on the order
of one in 100 for depression or attention-
deficit hyperactivity disorder (ADHD)
and one in 500 or less for schizophrenia
(Hahn, 2019). In other words, for every
100 (or 500) individuals that has a spe-
cific form of a gene (called an allele),
there will be one extra case of the index
condition—depression or ADHD or
schizophrenia, in this case.

As researchers discover more and more
genes said to be associated with an in-
crease in risk for a diagnosis of schizo-
phrenia, the average effect size per gene
has decreased. This was expected. What
was not expected, however, was that, as
the number of “schizophrenia-associated
alleles” has soared, the aggregate effect,
or the effect of all of them together, has
diminished as well (Trubetskoy et al.,
2022). This suggests that whatever these
researchers are measuring may not have
any biological significance. 

In reviewing the contribution of the
Human Genome Project to understand-
ing the etiology of schizophrenia, psy-
chiatrist E. Fuller Torrey and colleagues
(2020) concluded, “three decades later,
NIMH’s genetic investment has yielded
almost nothing clinically for those 
affected” (p. 1).

Dr. Thomas Insel, Director of the NIMH
from 2002 to 2015 spoke to this failure in
2017. I spent 13 years at NIMH really
pushing on the neuroscience and genet-
ics of mental disorders, and when I look
back on that I realize that while I think I
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succeeded at getting lots of really cool
papers published by cool scientists at
fairly large costs—I think $20 billion—I
don’t think we moved the needle in re-
ducing suicide, reducing hospitaliza-
tions, improving recovery for the tens of
millions of people who have mental ill-
ness. (Rogers, 2017). 

What is surprising is that Dr. Insel made
that claim in 2017, yet funding of neuro-
science and genetics both in real num-
bers and as a proportion of the NIMH
budget has increased since.  Signifi-
cantly, studies of treatment and psy-
chotherapy received less money in 2020
than in 2012, even though the overall
NIMH budget in 2020 was 37% higher
than it was in 2012.

Other Problems with the NImH’s 
Emphasis on Studying Physiology
There are other problems with this focus
of the NIMH on studying the brain, ge-
netics and biochemistry. No matter how
many studies find an association be-
tween some physiological dynamic and
a psychological state of being, mood or
behavior, there is no evidence that the
physiology caused the psychology. Cor-
relation does not prove causation. If we use
the scientific principle of parsimony and
looked at other mind-brain dynamics (i.e.,
laughing, weeping, the stress response,
blushing or voluntary movement) to de-
termine the direction of causality, we
would assume the opposite: that it is the
psychological dynamics that are causing
the physiological dynamics (Harrop et
al., 1996; Stahl, 2012). Case in point: 
Jeffery Schwartz and his colleagues 
performed brain scans of 15 patients di-
agnosed with obsessive-compulsive dis-
order. All of the brains were abnormal.
Half of the patients were treated with se-
lective serotonin reuptake inhibitors,
SSRIs, and the other half received cogni-
tive-behavioral therapy. By the end of
the study, all patients had improved.

When their brains were scanned again,
all had become normal (Schwartz, 1996).

Additionally, human beings use their
minds, not their brains, to live their
lives. The mind and brain are not the
same thing. The brain is an organ of the
body. The mind is a vastly powerful, cre-
ative and facile faculty that humans use
to do everything they do: understand
the world; build machines, computers,
buildings, bridges; create art; go to the
moon; relate with other humans in pro-
ductive and satisfying ways; develop
and manage artificial intelligence. Given
the present state of neuroscience, study-
ing the brain is not going to help us un-
derstand the mind.  As neuroscientist
William Uttal says in his book Mind and
Brain: A Critical Appraisal of Cognitive
Neuroscience, neuroscientists think they
have a theory of how the brain creates
the mind. But they aren’t close to having
such a theory and it is doubtful they ever
will have one (Uttal, 2013). It is unlikely
that we will understand and effectively
treat the mind through studying the
brain or through any kind of materialis-
tic science. But we could understand
and treat the mind through the use of
phenomenology, the study of human ex-
perience in using the mind. The NIMH
has done very little of that.

In its effort to understand mental illness,
the NIMH is spending most of its
money on studying parts of human be-
ings rather than whole human beings.
But this may be a situation in which the
whole human being is more than the
sum of the parts and in which studying
the parts will not help us understand the
whole. Again, the focus of NIMH on
studying physiological parts of human
beings is unlikely to contribute much to
fulfilling its mission – “(to pave) the way
for prevention, recovery and cure (of
mental illness).”
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The NImH’s Lack of Interest in 
Suicide or the Impact of Race, 
Ethnicity, Sexual Orientation and
Gender on Treatment Outcomes
Although there is much interest among
clinicians in the impact of race, ethnicity,
sexual orientation and gender on treat-
ment outcomes, the NIMH spent very
little on studying those factors. In 2021,
only five percent of total studies were of
a specific ethnicity. In 2020, that rose to
11%.  In 2012, only nine percent of psy-
chotherapy studies looked at the impact
of race, ethnicity, sexual orientation or
gender on treatment outcomes. In 2020,
that fell to four percent.
Amidst concern about rising suicide
rates, the NIMH spent only two percent
of its funds in 2012 and four percent in
2020 on studying suicide. This lack of
spending on suicide and the impact of
ethnicity, race, sexual orientation and
gender on treatment outcomes repre-
sents a disconnect between the concerns
of patients, families, clinicians and the
general public and the research priori-
ties of the NIMH.
Given the NIMH’s lack of interest in study-
ing psychotherapy, one would think there
is nothing left to learn about psychother-
apy, but that is not the case. Following are
some areas of study that might improve
the effectiveness of psychotherapy:
•  Which kinds of therapy are most

useful with different kinds of 
people? With different diagnoses?

•  Studies of the aspects of the thera-
peutic relationship to determine
which parts of it contribute to 
effective therapy.

•  Qualitative studies of patient experi-
ence to determine which interventions
and methods of therapy are associ-
ated with the best outcomes.

•  Studies comparing the effectiveness
of therapy provided online or over

the phone with therapy provided in
person.

•  Studies of efforts to expand the 
accessibility and affordability of 
psychotherapy.

•  Studies of the comparative effective-
ness of different kinds of therapy
with persons of different racial, 
cultural, ethnic, sexual and gender
identities.

•  Studies of efforts to reduce the 
incidence of relapse.

•  Studies of efforts to reduce dropout
rates.

In conclusion, the NIMH’s focus on
studying physiology in an attempt to un-
derstand mental illness, its lack of support
for studying treatment and its meager
study of treatment with psychotherapy
are not likely to enable it to satisfy its goal
of “paving the way for prevention, recov-
ery and cure (of mental illness).”

This conclusion begs the question: What,
if anything, can be done about this? The
NIMH is an agency of the Federal 
government. It is part of the National 
Institutes of Health. It receives appro-
priations from a Congressional commit-
tee that reviews its accomplishments
and requests for money each year. One
thing we can do is share this information
and concern with members of that com-
mittee and make an effort to testify at
hearings on appropriations. Also, the
NIMH has an Advisory council com-
prised of citizens who are interested in
mental health. We can share this infor-
mation with that Council and meet with
its members to discuss its implications.
Finally, the NIMH is in the process of
hiring an Executive Director. Perhaps
we can have some influence over that
process. If readers of the Bulletin have
other ideas about how to influence the
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NIMH’s research priorities, I would like
to discuss them with you. Please email
me here: agalves2003@comcast.net.
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Dear SAP (Division 29) Colleague:
The Society for the Advancement of Psychotherapy (APA Division of Psychotherapy, 29) seeks nom-
inations of creative individuals and great leaders! We would like both new and experienced voices
to advance our increasingly important work on behalf of psychotherapy.  The SAP Board encour-
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Ruiqi Lu
Ruiqi Lu is a PhD 
candidate in the De-
partment of Educa-
tional Psychology at
The Chinese Univer-
sity of Hong Kong,

where she is supervised by Dr. Harold
Chui. She holds a Bachelor’s degree in
Psychology from Lingnan University
and a Master’s degree in Counselling
Studies from the University of Edin-
burgh. With the support of the Society
for the Advancement of Psychotherapy
Diversity Research Grant, Ruiqi’s cur-
rent study aims to develop and vali-
date a new instrument for assessing
practitioners’ competencies in their
work with asexual clients. Through
this research, Ruiqi hopes to establish
a psychometrically sound scale that
can be used to assess trainees’ and
therapists’ strengths and areas of
growth in providing psychotherapy to
asexual individuals, advance research
in factors that facilitate or hinder asex-
ual counselling competence, inform
the development of better training
programs, and ultimately contribute
to broader awareness and understand-
ing of asexuality and related topics
within the profession of psychotherapy.
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Ailun Li
My name is Ailun Li,
and I am a 4th year 
international student
in clinical psychology
at Idaho State Univer-
sity. My career goals

focus on practicing psychotherapy and
conducting psychotherapy research,
specifically focusing on diverse 
populations. 

As an international student clinician, 
I am interested in investigating the
impact of a therapist’s accent on
clients’ perceptions of therapist credi-
bility and the therapeutic alliance.
Specifically, the overall aim of the cur-
rent study is to test whether a poten-
tial Asian therapist would be rated
more negatively by potential clients in
the U.S. if they speak with a strong
Chinese accent, compared to a more
U.S. native one. In addition to this
overall aim, we plan to examine
whether participants’ universal-di-
verse orientation may have a differen-
tial impact on their ratings of a
therapist who speaks English with a
strong Chinese accent than one who
speaks English with a standard U.S.
native one. With the increasing num-
ber of immigrant therapists in the
U.S., I believe this study has the po-
tential to offer insight into the positive
and negative experiences that they
sometimes face in their clinical work.

CONGRATULATIONS TO THE SOCIETY fOR
THE ADVANCEmENT Of PSYCHOTHERAPY

DIVERSITY RESEARCH GRANT RECIPIENTS!
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SOCIETY fOR THE ADVANCEmENT Of PSYCHOTHERAPY
APA DIVISION 29

Award Program for 2025 – Nominate by December 31, 2024
The Society for the Advancement of Psychotherapy (APA Division 29) is offering 20
research grants in the amount of $500 each for graduate AND undergraduate 
students in the field of psychology. Half the grants will be awarded to graduate
students and the other half will be awarded to undergraduate students; under-
graduates are strongly encouraged to apply! The grant should be applied to a student
research project supervised by a faculty member or licensed psychologist. The 
research project can be at any stage of investigation (e.g., designing the study, col-
lecting the data, analyzing the data, presenting the results, etc.) with research
broadly construed to include qualitative empirical studies, quantitative empirical
studies, theoretical reviews, perspective editorials, meta-analyses, case studies, etc.
to be used for expenses related to research. Grant funding may be used for a vari-
ety of costs including but not limited to: clinical handbooks, treatment manuals,
transcription software, psychological assessments, participant reimbursement, data
coder compensation, statistical software, conference registration, conference travel,
publication fees, etc. The Society’s goal is to facilitate student interest, involvement,
and engagement in research relevant to psychotherapy.

DISTINGUISHED PSYCHOLOGIST AWARD
The APA Society for the Advancement of Psychotherapy (APA Division 29) invites
nominations for its Distinguished Psychologist Award, which recognizes lifetime
contributions to psychotherapy, psychology, and the Society.  Originally established
in 1970 as the Distinguished Professional Award in Psychology and Psychother-
apy, its name to Distinguished Psychologist Award for Contributions to Psychology
and Psychotherapy. The awardee will receive a certificate and award of $500 as
well as up to $500 reimbursement for qualified expenses to attend the Society’s
Awards Ceremony to be held at the annual APA Convention.

NOmINATION REQUIREmENTS
•  A nomination letter outlining the nominee’s career contributions

(self-nominations are welcomed)
•  A current Curriculum Vitae.

SUBmISSION PROCESS: Deadline 12/31/2024
Submission Process: Self-nominations are accepted and encouraged.  All items must
be sent as electronic files in PDF format. Letters of nomination outlining the nom-
inee’s credentials and contributions (along with the nominee’s CV) should be
emailed to the Chair of the Professional Awards Committee, Dr. Gerry Koocher at:
koocher@gmail.com.
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The APf/SOCIETY fOR THE ADVANCEmENT Of PSYCHOTHERAPY
EARLY CAREER AWARD

(formerly, THE JACK D. KRASNER AWARD)
This award supports the mission of APA’s Society for the Advancement of Psy-
chotherapy (Division 29) by recognizing Society members who have demonstrated
outstanding promise in the field of psychotherapy early in their career. The awardee
will receive $1,000 from the American Psychological Foundation.

ELIGIBILITY REQUIREmENTS
Nominees should be a member of the Society for the Advancement of Psychotherapy
and within 10 years of receiving their doctoral degree.

EVALUATION CRITERIA
Nominees will be rated on accomplishment and achievement related to psychotherapy
theory, practice, research, or training.

NOmINATION REQUIREmENTS
•  Nomination letter written by a colleague outlining the nominee’s career contri-

butions (self-nominations not acceptable).
•  A current Curriculum Vitae.
•  Self-nominations are NOT accepted.  

SUBmISSION PROCESS: Deadline 12/31/2024 
Submission Process: Nominations must be submitted online: 
https://ampsychfdn.org/funding/division-29-early-career-award/ Please note
that you must create an account (or have an account) to submit nominations.  

5
APf ROSALEE G. WEISS LECTURE fOR OUTSTANDING LEADERS 
The APA Society for the Advancement of Psychotherapy (APA Division 29) invites
nominations for the 2025 American Psychological Foundation’s Rosalee G. Weiss
Lecture, which honors an outstanding leader in psychology, or a leader in the arts
or sciences whose work and activities has had an effect on psychology. The lecture
is delivered at the annual APA convention. The APA Society for the Advancement
of Psychotherapy (Division 29) and Psychologists in Independent Practice (Division
42), administer the lectureship in alternate years. The lecture was established in
1994 by Raymond A. Weiss, Ph.D., to honor his wife, Rosalee G. Weiss, Ph.D. The
lecturer receives a $1,000 honorarium.

Eligibility Criteria:
The nominee must be an: 
•  Outstanding leader in arts or science whose contributions have significance 

for psychology, but whose careers are not directly in the spheres encompassed
by psychology; or,

•  Outstanding leader in any of the special areas within the sphere of
psychology.  
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Find the Society for the Advancement of 

Psychotherapy at
www.societyforpsychotherapy.org

fOR ALL PROfESSIONAL AWARDS
Transmit materials to Dr. Gerry Koocher as koocher@gmail.com.  Include the no-
tation “Division 29 Awards” in the email subject line.  All materials received will
be acknowledged.

Visit the Division of Psychotherapy on the web at 
www.societyforpsychotherapy.org

Nomination materials:
Letters of nomination should outline the nominee’s credentials and contribution.
Self-nominations are welcomed. Nomination letters and a brief CV should be 
submitted electronically in one PDF document to the Society’s Chair of the Profes-
sional Awards Committee, Dr. Gerry Koocher

Deadline: December 31, 2024

R

koocher@gmail.com
http://societyforpsychotherapy.org/
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INVITATION TO JOIN THE
SAP PROfESSIONAL PRACTICE COmmITTEE

We invite you to take an active role in our division by joining our Profes-
sional Practice Committee. As a committee member, you’ll have the oppor-
tunity to shape policies, advocate for needed changes, and set standards
that benefit therapists and clients alike. Enhance your professional devel-
opment, connect with leaders and peers, and expand your expertise on 
critical practice issues. This is your chance to grow as a leader, build lasting
connections, and give back to the psychotherapy community.

If you’re interested in promoting the practice of psychotherapy and want to
get involved in some of our exciting projects, or just want to find out more
about what we’re all about, please join our upcoming meeting on 12/12/24
at 12:30pm. You can email our Committee Chair, Marcy Rowland 
(marcykrowland@gmail.com) or Domain Representative, Amy Ellis 
(amyellisphd@gmail.com) for the link.

More about our domain and it’s mission: 

The purpose of the Professional Practice Domain, along with the Profes-
sional Practice Committee, is to facilitate awareness of relevant practice
issues to Division 29 members, APA membership, and the public at large.
The domain promotes awareness of, as well as provides access to, new 
theoretical understandings, therapeutic methodologies, and research 
evidence to inform the professional practice of psychotherapists in deliv-
ering relationally attuned, culturally competent, evidence-informed care.
The domain also provides high quality and state-of-the-art Continuing
Education programs and presentations at the APA Annual Convention
to enhance training and education for professionals as well as the public.

amyellisphd@gmail.com
marcykrowland@gmail.com
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Name ___________________________________________ Degree ____________________

Address ___________________________________________________________________

City _______________________________________ State ________ ZIP________________

Phone _________________________________ FAX ________________________________

Email _______________________________________________

Member Type: q Regular     q Fellow     q Associate 

q Non-APA Psychologist Affiliate     q Student ($29)

q Check     q Visa      q MasterCard

Card # __________________________________________________ Exp Date _____/_____

Signature ___________________________________________

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

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

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

FREE SUBSCRIPTIONS TO:

Psychotherapy
This quarterly journal features up-to-date 
articles on psychotherapy. Contributors 
include researchers, practitioners, and 
educators with diverse approaches.

Psychotherapy Bulletin
Quarterly newsletter contains the latest news
about Society activities, helpful articles on 
training, research, and practice. Available to
members only.

EARN CE CREDITS

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

DIVISION 29 PROGRAMS

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

SOCIETY  INITIATIVES

Profit from the Society initiatives such as 
the APA Psychotherapy Videotape Series, 
History of Psychotherapy book, and 
Psychotherapy Relationships that Work. 

NETWORKING & REFERRAL SOURCES

Connect with other psychotherapists so
that you may network, make or receive 
referrals, and hear the latest important 
information that affects the profession.

OPPORTUNITIES FOR LEADERSHIP

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

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

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

VISIT OUR WEBSITE
www.societyforpsychotherapy.org

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

If APA member, please 
provide membership # 

SOC IETY FOR TH E ADVANCEMENT OF PSY CHOT HER APY

THE ONLY APA DIVISION SOLELY DEDICATED TO ADVANCING PSYCHOTHERAPY

M E M B E R S H I P  A P P L I C A T I O N

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

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

JOIN THE SOCIETY AND GET THESE BENEFITS!
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Society for the Advancement of Psychotherapy (29)
Central Office, 6557 E. Riverdale Street, Mesa, AZ 85215

Ofc: (602) 363-9211 • Fax: (480) 854-8966 • E-mail: assnmgmt1@cox.net
www.societyforpsychotherapy.org

PSYCHOTHERAPY BULLETIN
Psychotherapy Bulletin is the official newsletter of the Society for the Advancement of 
Psychotherapy of the American Psychological Association. Published online four times each year
(spring, summer, fall, winter), Psychotherapy Bulletin is designed to: 1) inform the 
membership of Division 29 about relevant events, awards, and professional opportunities; 
2) provide articles and commentary regarding the range of issues that are of interest to 
psychotherapy theorists, researchers, practitioners, and trainers; 3) establish a forum for 
students and new members to offer their contributions; and, 4) facilitate opportunities for 
dialogue and collaboration among the diverse members of our association.
Psychotherapy Bulletin welcomes articles, interviews, commentaries, letters to the editor, book 
reviews, and SAP-related announcements. Please ensure that articles conform to APA style; graphics,
tables, or photos submitted with articles must be of print quality and in high resolution. Complete
Submission Guidelines and the online submission portal can be found at http://societyforpsy-
chotherapy.org/bulletin-about/ (for questions or additional information, please email Zoe Ross-
Nass editor@societyforpsychotherapy.org with the subject header line Psychotherapy Bulletin).
Deadlines for submission are as follows: January 15 (#1); April 15 (#2); July 15 (#3); October 15
(#4). Past issues of Psychotherapy Bulletin may be viewed at our website: www.societyforpsy-
chotherapy.org. Other inquiries regarding Psychotherapy Bulletin (e.g., advertising) or the 
Society should be directed to Tracey Martin at the Society’s Central Office (assnmgmt1@cox.net
or 602-363-9211)

PUBLICATIONS AND

COMMUNICATIONS BOARD

Chair: Amy Ellis, PhD, 2021-2026
Nova Southeastern University 
College of Psychology 
3301 College Avenue 
Fort Lauderdale, FL 33317 
516-459-3137
amyellisphd@gmail.com

Jennifer Callahan, PhD, 2018-2023
Changming Duan, PhD, 2019-2024
Bruce Liese, PhD, 2019-2024
Bob Hatcher, PhD 2020-2025
Michelle Collins Greene, 2020-2025

EDITORS

Psychotherapy Journal Editor, 2021-2025
Jesse J. Owen, PhD
University of Denver
1999 E Evans 
Denver CO 80210
Jesse.Owen@du.edu

Electronic Publications Editor, 2024-2025
Zoe Ross-Nash, PsyD
Saint Louis, MO
Ofc: 201-299-6156
editor@societyforpsychotherapy.org



www.societyforpsychotherapy.org

American Psychological Association
6557 E. Riverdale St.

Mesa, AZ 85215

Want to share your exciting news with your 
fellow members? Four times throughout the 
year, the enewsletter is dispersed to members 
of Division 29 in order to share accomplishments 
and announcements with fellow professionals. 
This is a great chance to not only to share your 
own news, but learn of other opportunities that arise. 
Email Zoe Ross-Nash, the website editor, 
(interneteditor@societyforpsychotherapy.org) to share news and 
announcements about book releases, published articles, grants 
received, theses and dissertation defenses, etc. 

We’d love to hear from you! 


