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This is an impor-
tant and exciting
time in the Division
of Psychotherapy
and there is plenty
of room for mem-
bers who want to
work with any seg-
ment of the initia-
tive that is under-
way. In our October
Board of Directors

meeting, the initiative for the advancement
and advocacy of psychotherapy was for-
malized into the Ad Hoc Committee on
Psychotherapy. The task of this committee
is to implement the objectives identified by
the focus groups on research, training,
practice, early career interests in psy-
chotherapy and students. The members of
the focus groups were individuals who are
members of the division and have made
valuable contributions to research, prac-
tice, or training, or who have become
active as an early career psychologist or
student in the division. These individuals
worked very diligently over the last year
and a half to identify important actions
that the division can take in promoting and
advocating for psychotherapy in psycholo-
gy. The Ad Hoc Committee will be pursu-
ing the accomplishments of these action
plans over the next three years. 

The committee membership is as follows:
Co-chairs—
Linda Campbell and Leon VandeCreek

Practice—
Jean Carter and Alice Rubenstein 

Training
Jeffrey Hayes and Craig Shealy   

Research—
Bill Stiles                                         

Early Career and Students—
Rhonda Karg

The rest of this column will be a descrip-
tion of the highest priority action plans for
each focus area. I want to encourage you as
a member of our division to consider your
interests in psychotherapy and to consider
involvement in any of these priorities that
match your professional interests. 

RESEARCH

The focus groups in research offered a total
of twenty-eight action items that would
advance and facilitate psychotherapy
research. The contributors are members of
Division 29 who are researchers. Also,
Leon VandeCreek, Alice Rubenstein and I
presented a symposium at the North
American Society for Psychotherapy
Research and, in the process, received
feedback on the status of psychotherapy
research and recommendations for advance-
ment of research. The top five priorities 
chosen by the Board of Directors as the most
important, in priority order, are these:

1. Work toward revision of federal grant
criteria for inclusion of psychotherapy
process and outcome research.

2. Develop a web link on the Division’s web
page that would list all opportunities for
individual studies, participation in prac-
tice research networks, and studies direct-
ed by research members of the division.

3. Develop a section in the journal
Psychotherapy that summarizes research
studies, specifically (a) what we know,
(b) implications of what we know, (c)
application to practice.

4. Sponsor readings on line for CE credit
that are practice friendly research.

5. Assess the current recognition of psy-
chotherapy in competencies, guidelines,
and proficiencies within the profession.

PRACTICE

The focus groups in the area of practice rec-
ommended eleven action items. The group

PRESIDENT

Linda F. Campbell, Ph.D.
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members are leading practitioners in psy-
chotherapy and are longstanding members
of the division. The five priority actions 
recommended are these:

1. Promote multiple evidence strains
through collaboratives with researchers. 

2. Working with training groups on the role
of psychotherapy in training criteria.

3. Develop liaison and representational
presence in related committees and
boards.

4. Promote process research on patient 
variables valued by practitioners and
researchers, not managed care.

5. Promote the concept of practice as field
experiences.

TRAINING

The training focus groups are comprised of
individuals who are involved and interest-
ed in psychotherapy and who have a pres-
ence in graduate education and training.
The top five priorities represented are:

1. Develop a task force on psychotherapy
training competencies or promote a
training conference to (a) identify mini-
mum criteria for psychotherapy training,
(b) accomplish the development of com-
petencies for practicum completion, (c)
identify criteria for readiness for intern-
ship, (d) promote broader training of
psychotherapy in programs so that stu-
dents have wide ranging experiences.

2. Develop a strategy to facilitate compe-
tencies for psychotherapy training and
practice.

3. Collaborate with APA in advocacy for
training grants and funding in psy-
chotherapy research.

4. Conduct an online survey of training
directors on the type of training including
variables such as settings, supervisors,
hours in psychotherapy training, types of
theoretical orientation, curriculum faculty,
and supervision requirements.

5. a. Develop a series of articles and pro-
grams on (a) how to set up a practice and
(b) how to develop niches in psychother-
apy practice.
b. Develop a series of articles on training

in psychotherapy for practice division
journals.

EARLY CAREER PSYCHOLOGISTS AND
STUDENTS

The Early Career focus group identified
fourteen action items and the student focus
groups identified five items. The Early
Career members were identified from a
Division 29 membership list of those who
graduated within the last five years. The
student group was chosen from a cross ref-
erenced list of APAGS students and student
membership in the division. 

Focus groups were held for both early career
psychologists and doctoral students in psy-
chology. These groups identified very simi-
lar concerns and solutions.  For the purpose
of the ad hoc committee progress, both will
be considered together. The priorities for the
two groups are as follows:

1. Develop a course or workshop on how to
set up a practice and how to develop
referral sources.

2. Develop a package for how to market
oneself for practice. 

3. Sponsor workshops or articles on what is
effective for realistic practice.

4. Move toward giving CE credits for
Division 29 programs at APA.

5. Facilitate addressing problems some stu-
dents have in training such as not having
primary faculty involved in supervision. 

6. Early Career Psychologists are concerned
that some programs pass along impaired
students, and wish to work toward
establishing assurance that graduates are
functional and competent. 

7. Students are concerned that some pro-
grams do not offer materials that reflect
the quality or content of the curriculum. 

We realize that these are ambitious plans.
Over our 37 year lifespan, our division has
accepted the challenge of ambitious plans
many times, and in the process, has helped
shape the future of the profession.  Our
Division of Psychotherapy Board of
Directors has assessed the state of psy-



chotherapy in the profession through our
focus groups and has carefully and thor-
oughly identified those actions that would
promote growth and wellbeing of psy-
chotherapy within the profession.  It is now
up to us to follow through. The actual
action plans will be adopted by various com-
mittees and task forces of Division 29.  In the
next few weeks the appropriate assignment
will be made by the Ad Hoc Committee to
the governance structures in the division. As
these placements are made, we will
announce them to you through a column in
the Bulletin.  As you read of the action plans
above, however, you are invited by Leon and
me to contact one of us and let us know of
your interest. We can then tell you which
committee or task force you might join in
order to work on your interests. 

This column is my last column as President
of the Division of Psychotherapy. I am hon-
ored and privileged to have held this posi-
tion and to represent you. The membership

of Division 29 has given generously to APA
and to the profession and we have much of
which to be proud as we look at the list of
our 3,500 person membership and realize the
many contributions that you have made to
our division and profession.  My energy and
commitment remains with the division and I
will continue working for the promotion and
wellbeing of psychotherapy researchers,
trainers, and practitioners. I invite you to
also join us to whatever extent of time and
energy that you might have for this im
portant and exciting work. Please contact
Leon (Leon.Vandecreek@Wright.edu)  or me
(lcampbel@uga.edu). We will be happy to
facilitate your involvement.  

In closing, I salute you, the membership,
for the rich and invaluable experience you
have given me in allowing me to be your
president and for your important role in
the future of our division. 

4

Find Division 29 on the Internet. Visit our site at
www.divisionofpsychotherapy.org
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EDUCATION & TRAINING

Therapist Know Thyself: Recent Research on Countertransference
Jeffrey Hayes, Ph.D., Pennsylvania State University

Freud introduced the concept of counter-
transference in 1910 when he wrote, “We
have begun to consider the ‘counter-trans-
ference,’ which arises in the physician as a
result of the patient’s influence on his uncon-
scious feelings, and have nearly come to the
point of requiring the physician to recognize
and overcome this countertransference in
himself… we have noticed that every ana-
lyst’s achievement is limited by what his
own complexes and resistances permit”
(Freud, 1959, pp. 144-145).  Nearly a century
later, Norcross (2001) reflected on the pletho-
ra of existing definitions of countertransfer-
ence and wondered, “What is countertrans-
ference? Twenty-five years ago we knew
what it was: undesirable and contaminated
therapist behavior arising from unresolved
personal conflicts….In recent years, the term
‘countertransference’ has been used generi-
cally and, at times, indiscriminately… prac-
titioners and students alike are confused” (p.
981).  It may be helpful, then, to trace the his-
tory of the term countertransference, both to
document the multitude of ways in which
the word has been used and to lay the foun-
dation for my use of the term later in this
article when I discuss recent research find-
ings on countertransference.

Originally, Freud (1959) defined counter-
transference as the analyst’s unconscious,
conflict-based reactions to the patient’s
transference; this has come to be known as
the classical definition of countertransfer-
ence (Kernberg, 1965; Reich, 1951, 1960).
From the classical perspective, the patient’s
transference stimulates the analyst’s child-
hood-based unresolved conflicts, interfer-
ing with the analyst’s understanding and
provoking behavior that meets the thera-
pist’s needs rather than the patient’s.
Thus, from the classical vantage point,
countertransference was to be avoided or
overcome at all costs.  

Subsequent authors began to consider the
utility of the therapist’s emotional reac-
tions, suggesting that these reactions might
hold clues about important client dynam-
ics. All therapist reactions to a client,
whether conscious or unconscious, con-
flict-based or reality-based, in response to
transference or some other material, were
considered countertransference (Heimann,
1950; Little, 1951).  It is unclear why anoth-
er term was not chosen to refer to a con-
struct that was much broader than what
Freud had described. The decision by these
authors to retain semantic consistency
despite introducing a significant conceptu-
al shift led to years of subsequent profes-
sional polarization and debate. In any case,
this expanded view became known as the
totalistic definition of countertransference.
It was developed substantively by Racker
(1957, 1968) and has been elaborated by
contemporary interpersonal, ego, and
object relations theorists (e.g., Aron, 1995;
Cashdan, 1988; Tansey, 1994).  These more
recent theorists have described the ways in
which the client evokes therapist reactions,
whether by “hooking” the therapist as the
client routinely does to others (Kiesler,
1996), through projective identification
(Ogden, 1982, 1994), or via role responsive-
ness (Sandler, 1976). Common to these var-
ious conceptions of countertransference is
the idea that therapists must understand
what clients are eliciting from them and
not act impulsively on countertransference
feelings. Another mutual point of agree-
ment among theorists, as Gabbard (1995,
2001) has noted, is the idea that both thera-
pist and client contribute to the creation of
countertransference. The relative weight
attributed to the client’s and therapist’s
contributions, according to Gabbard (2001)
“is simply a difference in emphasis rather
than in substance” (p. 988).  This point is 
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questionable.  On the one hand, it is diffi-
cult to argue that the client plays no role
whatsoever in stimulating countertransfer-
ence.  On the other hand, the danger with
the totalistic definition of countertransfer-
ence, and its contemporary variations, is
that it runs the risk of diverting attention
away from the effects of the therapist’s per-
sonal history on the work.  Klein (1946)
herself took issue with the totalistic per-
spective, notes Gabbard (2001), because
“she felt it might facilitate the blaming of
patients for the analyst’s countertransfer-
ence problems” (pp. 984-985).  

A third definition of countertransference,
known as the integrative conception (Gelso
& Hayes, 2002), emerged from existing dis-
satisfaction with both the classical and
totalistic perspectives.  Drawing upon the
work of Blanck and Blanck (1979) and
Gelso and Carter (1985, 1994), counter-
transference is defined from this perspec-
tive as therapist reactions to clients that are
based on the therapist’s unresolved con-
flicts (Gelso & Hayes, 1998; Hayes & Gelso,
2001).  This definition is less narrow than
Freud’s classical perspective in that coun-
tertransference may be conscious or uncon-
scious and in response to transference or
other phenomena.  Nonetheless, unlike the
totalistic definition, it clearly locates the
source of the therapist’s reactions to the
client as residing within the therapist.  This
encourages therapists to take responsibility
for their reactions, identify the intrapsychic
origins of their reactions, and attempt to
understand and manage them.  

The emphasis on the therapist’s unresolved
issues as the origin of countertransference
reactions is central to the integrative concep-
tion.  When a therapist experiences adverse
reactions to a client that are heavily influ-
enced by his or her own personal conflicts,
the subsequent course of action is necessari-
ly different than if those same reactions were
attributable largely to other factors (e.g., pro-
jective identification, therapist fatigue from a
long work day or a lingering cold, client
induced role responsiveness, or therapist

inexperience).   Rather than disentangling
from client dynamics, getting some rest,
drinking chicken soup, etc., the therapist
whose reactions are countertransference
based is faced with the task of deciphering
which of his or her personal issues is being
stimulated, and how.  

The integrative definition of countertrans-
ference has been the basis for the predomi-
nance of research on countertransference,
including my own (Hayes, 2004).  By
adopting such a definition, I (and others)
have run the risk of isolating this research
from other scholarly work on countertrans-
ference, especially since the totalistic per-
spective is currently in vogue.
Furthermore, because the integrative defi-
nition aligns itself more closely with
Freud’s classical perspective than does the
totalistic definition, research that is based
upon an integrative stance may be dis-
missed as “traditional.”  It is worth noting,
therefore, that despite the admittedly psy-
choanalytic language in which it is
dressed, I view countertransference as a
transtheoretical construct.  That is, all ther-
apists experience countertransference,
whether or not they name it as such or
devote much consideration to it in their
work (see Brown, 2001; Ellis, 2001; Hoyt,
2001; Kaslow, 2001; Mahrer, 2001 for dis-
cussions of countertransference in feminist,
rational-emotive behavioral, constructivist,
family systems, and experiential therapy,
respectively).  Therapists of all theoretical
persuasions, by virtue of their humanity,
have personal conflicts; try though we
might, no professional credentials or expe-
rience shield us from the human condition.
Whereas it may be that countertransfer-
ence exerts less of an effect on therapy that
is more technical than relational in nature,
this is an empirical question that begs
investigation.  

HOW DO THERAPISTS EFFECTIVELY
MANAGE THEIR COUNTERTRANSFERENCE?
Regardless of how countertransference is
defined, a central question pertains to ther-
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apists’ ability to manage their counter-
transference reactions. Research by
Robbins and Jolkovski (1987) and Peabody
and Gelso (1982) pointed toward three
therapist factors that might facilitate coun-
tertransference management: empathy,
self-insight, and conceptual ability.
Peabody and Gelso found that empathy
was inversely related to countertransfer-
ence behavior when male therapists
responded to an audiotape of a seductive
female client-actress. Robbins and
Jolkovski detected an interaction effect
between self-insight and conceptual ability
such that therapists exhibited the least
amount of countertransference behavior
when they were self-aware and were able
to thoughtfully conceptualize the client,
although conceptual skills alone were
insufficient in preventing displays of coun-
tertransference. This finding was later
replicated by Latts and Gelso (1995). In
addition to empathy, self-insight, and con-
ceptual ability, the existing literature high-
lights two other therapist variables that
might aid in the management of counter-
transference.  First, in a general sense, a
number of sources suggest that therapists
who have fewer unresolved conflicts and
are more psychologically sound are less
likely to experience countertransference
difficulties.  Thus, therapist self-integra-
tion, or the possession of an essentially
intact, unified, stable, and differentiated
character structure, seems likely to be relat-
ed to the ability to handle countertransfer-
ence reactions.  Second, anxiety is implicat-
ed in both the theoretical and empirical lit-
erature as a critical component of counter-
transference (Cohen, 1952; Hayes & Gelso,
1991; Sullivan, 1954; Yulis & Kiesler, 1968).
Thus, therapists’ ability to attend to and
moderate their anxiety probably facilitates
countertransference management.

These five therapist factors—empathy, self-
insight, conceptual skills, self-integration,
and anxiety management—formed the the-
oretical basis for the development of an
instrument that we named the Counter-
transference Factors Inventory (CFI; Hayes,

Gelso, Van Wagoner, & Diemer, 1991; Van
Wagoner, Gelso, Hayes, & Diemer, 1991).
We used the CFI in a study to determine
whether therapists reputed to be excellent
would be rated as better able to manage
their countertransference than therapists in
general as measured by the factors on the
CFI.  The CFI was completed by 122 thera-
pists in reference to a therapist whom they
considered to be either excellent or ordinary.
Scores on all five CFI subscales were found
to be higher for the reputedly excellent ther-
apists, and psychodynamic therapists were
rated as possessing better conceptual skills
than humanistic therapists. No other CFI
subscales were found to vary as a function
of theoretical orientation (Van Wagoner et
al., 1991).  

Next we used the CFI to examine the rela-
tionship between therapist factors thought
to facilitate countertransference manage-
ment and actual countertransference
behavior.  In addition, we wanted to test
the clinically sensible but empirically unex-
amined assumption that countertransfer-
ence behavior adversely affected therapy
outcome. Somewhat remarkably, no
research had ever been conducted that
directly examined the relationship between
countertransference and therapy outcome.
Consequently, two colleagues and I
(Hayes, Riker, & Ingram, 1997) studied 20
cases of brief therapy conducted by 20
advanced doctoral students in counseling
psychology. Their former supervisors rated
students on the CFI, and their current
supervisors observed every therapy ses-
sion in its entirety and rated every thera-
pist speaking turn for evidence of counter-
transference behavior.  We found that ther-
apists who were judged by their former
supervisors to be more empathic and better
self-integrated displayed less countertrans-
ference behavior.  However, countertrans-
ference behavior itself was unrelated to
outcome in the majority of cases. Only
when outcome was poor was countertrans-
ference predictive of outcome, and then
strongly so.  It could be that when the ther-
apist and client have developed a strong
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working alliance, as tends to be the case in
successful therapy, the relationship can
withstand infrequent or minor displays of
countertransference so that outcome is not
adversely affected (cf. Rosenberger &
Hayes, 2002b).

In another field study, Hayes, McCracken,
McClanahan, Hill, Harp, and Carazonni
(1998) analyzed data from 127 interviews
conducted with 8 seasoned therapists
immediately following their sessions with
8 clients.  Each of the therapists had been
identified by peers as an expert clinician.
Using a consensual qualitative research
strategy (Hill, Thompson, & Williams,
1997), we were able to identify a wide vari-
ety of countertransference origins, triggers,
and manifestations. Common origins of
countertransference included issues relat-
ed to the therapist’s family of origin, nar-
cissism, parenting responsibilities, and role
as a romantic partner.  Countertransference
reactions were frequently triggered by
what the client talked about (e.g., death,
the client’s family of origin), changes in the
typical structure of therapy (e.g., sessions
starting late or being rescheduled), the
client’s physical appearance, termination,
the progress of therapy, the therapist per-
ceiving the client as dependent, and thera-
pist comparisons between the client and
significant others in the therapist’s life.  We
classified therapist manifestations into four
common categories: approach reactions that
drew the client and therapist closer togeth-
er (e.g., nurturance, compassion, identifica-
tion with the client); avoidance reactions
that distanced the therapist from the client
(e.g., boredom, blocked understanding, not
exploring client material); negative feelings
that were uncomfortable and could either
increase or decrease the distance between
therapist and client (e.g., sadness, anger,
anxiety); and treatment planning, which
consisted of therapists’ decisions related to
the process or course of therapy (e.g.,
choosing to be less directive, deciding to be
more active).  In addition to identifying an
array of origins, triggers, and manifesta-
tions, we also discovered that this group of

therapists experienced countertransference
reactions in 80% of their sessions.  This
finding runs counter to the all-too-preva-
lent myth that good therapists do not expe-
rience countertransference.

The data from this study provide a poten-
tially useful framework for clinical reflec-
tion.  For instance, therapists may find it
beneficial to work “backward” through the
categories by sequentially thinking about
countertransference manifestations, then
triggers, and then origins.  Beginning at the
most surface level, the therapist might
question why she or he acted atypically
with a client (e.g., giving a lot of advice).
The therapist might then try to ascertain
what he or she was feeling and thinking in
connection with the uncharacteristic
behavior (e.g., “I felt very responsible for
the client;” “I thought that I needed to be
more directive”).  After identifying behav-
ioral, affective, and cognitive reactions that
could be manifestations of countertransfer-
ence, the therapist could then turn to
exploring possible triggers for these reac-
tions. The therapist might profitably reflect
on the content and process of the session,
search for similarities between the client
and some other important person in the
therapist’s life, and contemplate whether
the typical structure of therapy had
changed in any way (e.g., client had missed
recent appointments, termination was
approaching). Finally, after considering
potential countertransference manifesta-
tions and their triggers, the therapist ulti-
mately must try to discern the extent to
which his or her reactions stem from per-
sonal unresolved conflicts.  This is an extra-
ordinarily difficult task, for as Thoreau
once wrote, it is as difficult to perceive one-
self accurately as it is to see behind oneself
without turning around. 

Rosenberger and Hayes (2002b) conducted
a case study that examined the potential
effects of countertransference on the work-
ing alliance, session depth and smooth-
ness, and therapists’ social influence.
Contrary to expectation, we found that
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when the client talked about topics related
to the therapist’s unresolved issues, the
therapist tended to respond with less
avoidance and the working alliance was
rated more strongly.  The therapist judged
sessions to be smoother and shallower and
she felt less expert, attractive, and trust-
worthy the more frequently the client
talked about conflict-relevant topics. It
seemed that the client and therapist collud-
ed in a positive transference whereby the
therapist was idealized (the client gave the
therapist maximum ratings on social influ-
ence attributes following every session),
and the therapist responded to potentially
threatening material by approaching rather
than avoiding the client.  In retrospect, the
assumption that the therapist would avoid
conflictual client material was influenced by
findings from previous studies in which the
sample of therapists consisted predomi-
nantly or exclusively of men (Hayes &
Gelso, 1993; Peabody & Gelso, 1982;
Robbins & Jolkovski, 1987; Yulis & Kiesler,
1968).  It may be that men are more likely
than women to exhibit countertransference
behavior that assumes the form of avoid-
ance whereas women draw closer to clients
when threatened.  Finally, in terms of coun-
tertransference management, when the
therapist thought she did a better job of
dealing with her countertransference reac-
tions, the client rated the working alliance
as stronger and sessions as deeper. It makes
sense that the therapist’s ability to manage
her defensive or ego-oriented impulses
would facilitate deeper clinical work and a
stronger relationship with the client. 

CONCLUSION

Most research on countertransference to
date has focused on its deleterious effects
and how to manage them. While under-
standing such phenomena is important,
especially given the ubiquitous nature of
countertransference, it also is time to
undertake systematic study of the potential
therapeutic benefits of countertransfer-
ence. That is, how might our experience of
personal conflict facilitate our work with
clients? Might I better understand a client

who is grieving the death of a child if I
have experienced, and sufficiently worked
through, a similar loss? The ancient notion
of the wounded healer comes to bear on
such a question. Despite its antiquity and
clinical relevance, the concept of the
wounded healer has received scant empir-
ical scrutiny. This is yet one more area
where research on the person of the thera-
pist can be advanced.
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It is always a pleasure to be invited to
address a meeting of one of our State,
Provincial and Territorial Psychological
Associations (SPTPA). At these meetings I
have been given opportunities to put forth
my vision for the future of psychology.
Moreover, in the discussions, both formal
and informal, that occur, I invariably learn
many wonderful things about how psy-
chologists who are “on-the-ground,” as it
were, are advancing psychology’s agenda.
I only regret that now that I am APA
President-Elect my schedule has filled up,
so that I cannot accept many of the invita-
tions that have been extended. Hopefully
these invitations will still continue to come
after I finish my presidential year, when I
will have more time. 

This particular trip to North Dakota began
auspiciously. As the flight from Minneapolis
to Fargo was descending, the person sitting
behind me tapped me on the shoulder, and

said “There are about dozen troops on board
coming home from Iraq.  Let’s stay in our
seats to let them get off first to show our
respect. Pass it on.”  “What a wonderful
idea,” I said, and passed it on as requested.
And so when we deplaned, everyone except
the soldiers kept their seats and sponta-
neously applauded these brave men and
women, in a truly moving tribute, which the
soldiers appreciated.

Upon the kind invitation from APA
Council Representative Lee Lipp, Ph.D.,
and NDPA Executive Director Bonnie
Staiger, Paul Craig, Ph.D., a neuropsychol-
ogist from Anchorage, AK and member-at
large of the APA Board of Directors, and I
agreed to do workshops and presentations
for  the North Dakota Psychological
Association in Fargo. In addition, at the
gracious invitation of good friend and
longtime member of APA governance
Justin (Doug) McDonald, Ph.D., Director of
the acclaimed Indians into Psychology
Program (INPSYCH) at the University of
North Dakota (UND), we agreed to present
at the UND Northern Lights Conference
and cooked up a plan to spend some time
with Doug and his companion Tannis
Power fishing for Walleye at Devil’s Lake.

Fargo is one of the largest metropolitan
areas in ND.  It has a revitalized art deco
style downtown area, containing some
very nice restaurants, especially HoDo
(short for Hotel Donaldson), where we
enjoyed bison steak, intriguing art, and
edgy music and one fascinating old book
store, where Paul and I browsed and
bought some wonderful treasures.
Fargoans ask you if you have seen the
movie “Fargo,” and hasten to point out
that “Fargo is not like the movie.” I assure
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them that I understand, noting that 
“psychopaths are everywhere.” 

At the NDPA meeting on Friday, I present-
ed a workshop on my main area of acade-
mic interest, the new psychology of men,
titled “Men, Emotions and Psychotherapy”
in the morning (c.f. Levant, 1998), while
Paul presented in the afternoon on the
“Neuropsychology of Traumatic Brain
Injury: The Alaskan perspective.” Paul’s
presentation was a highly engaging and
humorous but tremendously informative
talk, in which it became clear very quickly
that to fully understand traumatic brain
injury (TBI)  in Alaska, you need to know a
lot about the frontier (or “bush” as it is
called locally) in addition to knowing neu-
ropsychology.  Just to give you a sample of
this, consider that  airplane accidents are a
leading cause of TBI among men 25-39, and
one frequent behavioral pattern for these
accidents is a group of men preparing to go
hunting in the bush in an overloaded small
plane with more than a few belts under
their belt, so to speak.  In this connection, it
was interesting to see how Paul’s talk over-
lapped with mine.

On Friday evening NDPA held a banquet in
honor of the association’s 50th birthday and
the fifteen anniversary of the NDPA
Executive Director Bonnie Staiger. I was
asked to speak on my planned APA
Presidential initiatives. I recognized the
leadership of NDPA for creating such a
vibrant SPTPA, in particular: Ken Stone,
President, Kim LaHaise, President-Elect,
Chris Kuchler, Past-President, Lee Lipp,
outgoing Council Representative, and
George O’Neill incoming Council
Representative. In turn, the leadership of
NDPA expressed their appreciation to
CAPP and the Practice Directorate for mak-
ing it possible for small SPTPA’s like NDPA
to exist via the CAPP grants, and to APA
Council for making it possible for such
small states to be represented on Council.

I gave the same talk on Saturday morning
at NDPA and in the afternoon at the
Northern Lights conference at UND. This
talk is titled: “Psychological Approaches to

the Management of Health and Disease:
Health Care for the Whole Person”
(Levant, 2004) Here is a synopsis:

The 21st century promises monumental
changes in health care.  The technology
currently available has already provided
the tools whereby educated consumers can
make critical decisions regarding their own
health care and health care providers can
call up databases to provide up to date
health information.  Yet despite these
promising developments, the status of
health care in the U.S. is very worrisome,
with dramatically escalating health care
costs every year, 45 million Americans now
uninsured, tens of thousands dying from
medical errors each year, and disturbing
racial and ethnic disparities in access to
and use of services. 

Psychology plays an under-recognized but
extremely important role in health and ill-
ness. This becomes obvious when one con-
siders the importance of behavioral risk fac-
tors for morbidity and mortality, the high
costs associated with psychosocial pathways
that lead to unnecessary utilization, and the
ineffective treatment of the lion’s share of
mental health problems by primary care
providers.  Further, as evidenced by the ris-
ing prevalence rates of chronic disease, tra-
ditional health care providers lack appropri-
ate tools to tackle the behavioral health
issues associated with the current chronic
disease epidemic, whereas psychologists
have developed and validated numerous
disease management programs aimed at
treatment adherence and lifestyle improve-
ment.  In addition, the psychological impact
of having a chronic medical condition is not
well addressed by conventional medical
treatments. 

Psychology thus offers a key to saving bil-
lions of dollars annually and dramatically
improving the U.S. health care system. It is
thus imperative that psychologists be more
centrally involved in the healthcare system.
An integrated biopsychosocial approach to
health promotion and disease management
in which experts in the fields of medicine
and psychology synthesize their knowledge
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offers a most promising alternative to the
current biomedical health care system, and
is likely to become an increasingly signifi-
cant component of psychology’s future.
This integrated system will truly offer
Health Care for the Whole Person.

Interestingly, at the NDPA conference I
asked how many folks were aware of these
issues and knew about the Health and
Behavior (H & B) codes which allow psy-
chologists to be compensated for their
work in the general health care delivery
system, and about 75% raised their hands.
This is very different from what I typically
find, which is less than 10%. 

Part of this may be due to the dynamics of
a rural state where there are too few
providers, but there is more to it than that.
George W. O’Neill, Ph.D., Clinical Director
of Mental Health for Blue Cross Blue
Shield of North Dakota, told me that Blue
Cross Blue Shield of North Dakota was
probably the first private carrier in the
country to cover H&B codes. This illus-
trates the importance of psychology being
at the table locally, where policy decisions
are implemented.  Dr. O’Neill, being a psy-
chologist and an employee of BCBS was in
an excellent position to educate BCBS
about the importance of the H & B codes
for their subscribers and to reassure them
that costs would be reasonable, which
indeed turned out to be the case.  

Dr. O’Neill noted: “Our rules for H&B
claims are few (so far): 1) service must be
for a non-psychiatric condition, 2) provider
must use a diagnosis established by a
physician, 3) provider cannot bill an H&B
code and a psychotherapy code on the
same day, and,  4) these codes are NOT to
be used to cover preventive medicine or
risk factor reduction. I recently looked at
claims from April 2002 (when our first
claim was submitted) through May 2004.
During that period 450 H&B claims were
submitted, attributable to 240 unique
members. Of the 450, 35 occurred in
2002, and 320 in 2003. At the current rate,
we estimate that 348 H&B procedures will
occur in 2004. However, I have been pro-

moting the use of these codes through var-
ious presentations across the state and
expect the number to exceed this projection
for 2004. Total dollars allowed for H&B
codes have approximately 0.1% of all BCB-
SND mental health expenditures.

“From May ‘03 to May ‘04, we have had
112 claims for initial assessment, 168 claims
for re-assessment, 74 claims for individual
therapy, 47 for group therapy, 29 for family
therapy w/ patient present, and 20 for
family therapy w/o patient present.
Diagnoses involved have been for CNS
disorders (e.g. strokes, head injuries) –
45%; musculoskeletal (mostly pain man-
agement) – 10%; tobacco cessation in
patients with respiratory disorders (e.g.
COPD, lung cancer) – 8%; other respirato-
ry disorders (mostly asthma) – 5%; miscel-
laneous other – 33%.”

After the presentations on Saturday, Doug
McDonald honored Paul Craig and me  by
creating an “Inipi,” or Indian sweat lodge
ceremony. This is a sacred ceremony for
purification and also for renewal and for
creating a sense of community. All who
participated felt that this was an extremely
powerful ritual. I could write much more
about it, but will save that for another time.

As always, I welcome your thoughts on
this column. You can most easily contact
me  via email: levantr@nova.edu.
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Questions about the nature of psychother-
apy and conflicts between competing para-
digms awakened in me a deep intellectual
curiosity that ultimately culminated in the
development of the “unified theory” (see
Henriques, 2003; 2004; in press).  I was for-
tunate in that early in my graduate educa-
tion I gained a rich exposure to the psy-
chotherapy integration movement. This
led me to many important realizations,
including: a) many of the “single” schools
were defined against one another both con-
ceptually and politically; b) no single
school had the depth and breadth in both
the humanistic and scientific domains to
offer a comprehensive solution; and c)
much overlap between the schools
becomes apparent as one becomes profi-
cient in their language and concepts.
However, despite these problems, there
were significant difficulties in achieving a
coherent integrative view.  First, the com-
peting schools clearly had different
(although often implicit) moral emphases.
Messer and Winokur’s (1980) critique of
Wachtel’s (1977) work offered perhaps the
most eloquent articulation of this point.
Second, if one considers, as I do, psy-
chotherapy to be the application of psy-
chological principles in the service of pro-
moting human well-being, then it follows
that the disorganization of psychological
science seriously hampers, if not complete-
ly prevents, the development of a coherent,
general approach to psychotherapy (see
Henriques & Sternberg, 2004). 

Although now obvious with the benefit of
hindsight, I essentially backed into this sec-
ond point.  I was looking for basic, core
conceptual commonalities that cut across
the various perspectives in psychotherapy
and started to explore a broad array of lit-

eratures.  Fortunately, evolutionary psy-
chology was just beginning to make a
major impact on the field and in it I found
a major piece of the puzzle1.  All the major
perspectives assumed an evolutionary per-
spective, thus this could provide a shared
point of departure from which to view
each of the competing paradigms.
Moreover, it was in the context of my
immersion in biological theory that I real-
ized I needed to make a shift in my think-
ing from an integrated psychotherapy to
an integrated psychological science.  As an
applied discipline, psychotherapy
inevitably involves a moral dimension that
basic psychological science does not.
Specifically, the descriptions of change
offered by the basic science of psychology
are a fundamentally different kind of thing
than the prescriptions for change offered
by the psychotherapeutic community (see
Henriques, 2002).  I found that clearly dis-
entangling these two domains was crucial
in my quest for cumulative knowledge.

THE DEVELOPMENT OF
THE JUSTIFICATION HYPOTHESIS

It was against this background that I expe-
rienced what was for me, my first theoreti-
cal breakthrough, in an idea I came to call
the Justification Hypothesis (JH;
Henriques, 2003). Although it would a take
a number of years to develop into a formal
proposal, the proverbial “flash” of insight
came on a drive home after completing a
psychological evaluation on a woman hos-
pitalized following a suicide attempt.  In
her late thirties, she was diagnosed with a
double depression and an avoidant per-
sonality disorder.  A woman with an above
average intellect, she had graduated from
high school, worked as a teacher’s aide
and lived in almost complete isolation on

FEATURE

The Development of the Unified Theory and 
the Future of Psychotherapy
Gregg R. Henriques, James Madison University
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the brink of poverty.  In a reasonably famil-
iar story line, her father was an authoritar-
ian, verbally abusive alcoholic who domi-
nated her timid, submissive mother.  He
would also be physically and violently
abusive to her older brother, who was
much more defiant of his power.  She dis-
tinctly remembered several episodes of her
father beating her brother, while yelling at
him that he needed to be more like his obe-
dient sister.  Perhaps the most salient fea-
ture of this patient’s2 character structure
was her complete sense of inadequacy.  She
viewed herself as totally incompetent in
almost every conceivable way and
expressed an extreme dependency on the
guidance of others.  In presenting the case
to my supervisor and classmates, I argued
that the network of self-deprecating beliefs
served an obvious function, given her
developmental history.  Namely, the beliefs
she had about herself had justified submis-
sion and deference in a context where any
form of defiance was severely punished. 

It was when I was driving home that the
broad generalization dawned on me—this
patient wasn’t the only individual whose
“justification system” for why she was the
way she was could be understood as aris-
ing out of her developmental history and
social context.  No, the process of justifica-
tion (and thus the development of justifica-
tion systems) is ubiquitous in human
affairs. Arguments, debates, moral dictates,
rationalizations, and excuses, as well as
many of the more core beliefs about the
self, all involve the process of explaining
why one’s claims, thoughts or actions are
warranted.  In virtually every form of
social exchange, from warfare to politics to
family struggles to science, humans are
constantly justifying their behaviors to
themselves and others.

Yet, it was not only that one sees the
process of justification everywhere one
looks in human affairs that made the idea
so intriguing. (Consider, for example, this
essay can readily be considered an “act of

justification).  It also became clear upon
reflection that the process is a uniquely
human phenomenon.  And a crucial aspect
of the JH is that it allows for a much clear-
er view of the relationship between the
human mind and the minds of other ani-
mals (Henriques, 2004). 

Ultimately, I came to organize the JH
around three basic claims.  The first claim
is that Freud’s fundamental observation
was that the self-consciousness system
(SCS) functions as a “justification filter”
that inhibits unjustifiable behavioral
investments and provides socially accept-
able justifications for behaviors that are
expressed.  The second claim is that the
evolution of language created a new and
unique adaptive problem for our hominid
ancestors, namely the problem of justifica-
tion.  The essence of the problem of justifi-
cation is that humans became the first ani-
mal in evolutionary history that had to jus-
tify why they did what they did.  This
problem arose because the evolution of
language allowed other humans much
more direct access to one’s thought
processes.  The third claim is that the JH
provides the basic framework for under-
standing cultural levels of analyses
because the concept of large-scale justifica-
tion systems providing the rules and pat-
terns for acceptable behaviors is consonant
with modern conceptions of culture (e.g.,
Cronk, 1999) and social constructionist
viewpoints.  

The JH became an obsession for me
because the idea seemed to cut across
many different areas of thought.  It was
obviously congruent with basic insights
from a psychodynamic perspective.  It was
also clearly consistent with many of the
foremost concerns of the humanists. For
example, Roger’s argument that much psy-
chopathology can be understood as a split
between the social self and the true self
could be easily understood through the
lens of the JH.  Consider how a judgmental,
powerful other might force particular justi-
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fications in a manner that produces
intrapsychic rifts between how a person
“really” feels and how they must say they
feel.  The JH is also directly consistent with
cognitive psychotherapy, which can be
readily interpreted as a systematic
approach to identifying and testing one’s
justification system. 

But the idea also pulled in basic psycho-
logical science. Cognitive dissonance, the
self-serving bias, human reasoning biases,
and the “interpreter function” of the left
hemisphere all were readily accountable by
the formulation of the JH (see Henriques,
2003 for a summary).  The JH also seemed
to incorporate insights from those who
emphasize cultural levels of analysis.
Recently, the innovative and useful nature
of the JH has been demonstrated by writers
articulating its application in clinical and
developmental psychology (e.g., Shealy, in
press), sociology and social psychology
(e.g., Shaffer, in press), and social construc-
tionism (e.g., Quackenbush, in press). 

The Tree of Knowledge System: Five Essences
Linked By Four Joint Points
By clearly delineating the dimension of
human behavior from the behavior of other
animals, a fascinating new formulation
began to emerge.  Reality, in the deepest
sense of the word, could now be thought of
and clearly depicted as a set of hierarchical-
ly arranged levels of complexity.  This con-
cept ultimately evolved into a novel scien-
tific philosophy, called the Tree of
Knowledge (ToK) System. The ToK System
offers a vision of knowledge as consisting of
one level of pure information (Energy) and
four levels or dimensions of complexity
(Matter, Life, Mind, and Culture) that corre-
spond to the behavior of four classes of
objects (material objects, organisms, ani-
mals, and humans), and four classes of sci-
ence (physical, biological, psychological,
and social).  A variety of different represen-
tations of the ToK System have been devel-
oped and a parsimonious depiction of the
system is offered in Figure 1 (see
http://psychweb.cisat.jmu.edu/ToKSyste

m/ for additional diagrams). The formal
representation of the system is given in
Henriques (2003, p. 154). 

A key element of the system, highlighted in
the figure, is that each of the four dimen-
sions is associated with a theoretical joint
point that provides the causal explanatory
framework for its emergence.  Accordingly,
there are four formal theoretical joint
points: (1) Quantum Gravity (theory of
Matter; see Hawking 1998; Smolin, 2001);
(2) the Modern Synthesis (theory of Life);
(3) Behavioral Investment Theory (theory
of Mind); and (4) the Justification
Hypothesis (theory of Culture). 

The ToK System is constructed in the spirit
of consilience, but it offers a considerable
advance of Wilson’s (1998) formulation
through the introduction of the novel visu-
ospatial representation and the description
of the joint points linking the different lev-
els. The significant advantage offered by
the system is that it simultaneous defines
extremely broad concepts (e.g., life, mind)
and defines how they exist in relationship
to one another in a single, coherent knowl-
edge system. The system of interlocking
definitions ultimately provides the poten-
tial framework for a universally shared
conceptual foundation and definitional
system from which all psychologists can
work. Said differently, the ToK System can
be thought of as a new map of the subject
matter that can function to provide a base
of shared general understanding.

IMPLICATIONS FOR THE SCIENCE OF
PSYCHOLOGY AND THE PRACTICE OF
PSYCHOTHERAPY

As evidenced by the two recent special
issues of the Journal of Clinical Psychology
[Vol. 60(12) and 61(1)], the unified theory
carries with it substantial implications for
the science of psychology.  With the new
map of the sciences offered by the ToK
System, I believe psychologists of the future
will be able to define crisply the subject mat-
ter of psychology, see how psychology exists
in relationship to the other sciences, and sys-
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tematically integrate the key insights from
the major perspectives in a manner that
results in cumulative knowledge.

The implications for psychotherapy are
also substantial. One of the biggest obsta-
cles to psychotherapy integration has been
the absence of a common language and
theoretical framework for psychologists
(Norcross & Newman, 1992).  In combina-
tion, the two large concepts of behavioral
investments and justifications have the
potential to organize much extant psycho-
logical research and provide a framework
for understanding everyday psychological
phenomena. Consider, for example, the
construct of depression.  The unified theo-
ry allows one to easily move between
behavioral, cognitive, and psychodynamic
perspectives when conceptualizing depres-
sion.  From a behavioral perspective, con-
sider what happens if the behavioral shut-
down associated with depression results in
increasingly greater loss.  If the shutdown
creates greater loss, then a vicious cycle
ensues in which the behavioral reaction
results in the additional loss, resulting in
greater shutdown and so on.  The individ-
ual can also justify behavioral investments
and events in a problematic fashion and
overly negative or pessimistic interpreta-
tions can also result in vicious depressive
cycles. This is essentially the cognitive for-
mulation (e.g., Beck, 1976). Or, from a more
psychodynamic perspective, consider how
self-criticisms so prominent in depressed
individuals might sometimes function to
justify submission and the inhibition of
aggressive impulses.  The unified approach
allows one to consider depression from
each of these perspectives under the same
general framework of understanding. The
approach also integrates a biopsychiatric
perspective and clarifies the difference
between mental disorder and disease
(Henriques, 2002).

A Scientific Humanistic Philosophy as a
Guiding Frame for a Unified Psychotherapy
Although a common language for 
psychotherapy does begin to emerge

through the application of the unified the-
ory, not all the problems that confront the
practice of psychotherapy are of a scientif-
ic nature.  As mentioned in the beginning
of this essay and as is being recognized
with increasing regularity in the literature
(e.g., Downing, 2004; Shealy, 2004), the
practice of psychotherapy is an inherently
prescriptive and thus moral enterprise.  In
offering our services to facilitate change in
a particular direction, we inevitably (be it
implicitly or explicitly) adopt a moral
stance about the way things should be. Yet
as a group, we psychotherapists have been
timid in acknowledging this fact. For
example, many cringed when Szasz
argued we were secular priests.  And too
often we use the justification of empirical
support to mask the underlying moral
value structure that is motivating the
change process (Quackenbush, in press).
We have, in short, been either unable or
unwilling to stand up and be counted as
offering a moral vision of what constitutes
psychological health and the contexts that
promote it. 

I believe the time for reticence and caution
in pronouncing our moral values in this
way has passed.  In the concluding article
of the JCP special series, I described the
ToK System as a scientific humanistic phi-
losophy that explicitly recognizes
Knowledge as an interaction of Knower
and Known.  The two components, the sci-
entific and the humanistic, reflect two dif-
ferent valuations of the knower. In
attempting to construct general laws that
objectively describe complexity and
change, the scientist works to de-value the
influence of the specific knower in the
knower-known interaction. In other words,
the task of the basic scientist is to describe
“reality” in as knower-independent terms
as possible.  Scientific methodology can be
thought of as the tools by which this know-
er-independent knowledge is acquired,
and, in accordance with the analysis
offered by Wilson (1998), I believe that the
quest for objective truth (defined as accu-
rate models of complexity and change)
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should remain the idealized goal of the
institution of science. 

But science is not the only way of knowing,
and describing change is not the only thing
humans want to do.  As discussed previ-
ously, psychotherapists work to facilitate
change and thus must construct notions of
what kind of change is desired.  Basic sci-
ence can not answer this question and this
is where a need for the humanistic side of
the philosophy becomes clear.  In this sys-
tem, the humanist values the knower and
all of the idiosyncratic subjective elements
that contribute to the uniqueness of her
knower-known interactions.  In the process
of valuing the uniqueness of the knower,
humanism defines humans as the most val-
ued of subjective objects and, thus, unlike
the “cold” formulations of basic science,
the humanist side of the equation functions
as a prescriptive value system.  The value
placed on humanity in general forms the
base out of which more specific prescrip-
tions about what are the aspects of human

life that are most valuable and desirable
emerge.  I believe this scientific humanistic
philosophy provides a framework to con-
struct a general moral vision, one that
includes the inevitable pluralism inherent
in moral questions.  

To conclude, as a new unified theory the
ToK System affords us a way to more read-
ily disentangle (although never completely
separate) the moral dimension from the
scientific one.  In doing so, the moral
responsibility that accompanies the charge
of professional psychology becomes clear.
It is to generate a vision of the “good life”
and an evidenced based fund of knowl-
edge and technologies that allow human
beings to move toward it.  

Address correspondence to: Gregg Henriques,
MSC 7401, Department of Graduate
Psychology, James Madison University,
Harrisonburg, VA 22807. His phone number is
(540) 568-7857, fax is (540) 568-3322, and e-
mail is henriqgx@jmu.edu.
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FOOTNOTES

1. Although there was much about evolu-
tionary psychology I found to be
extremely appealing, I eventually came
to see it as yet another school in psycho-
logical science, rather than a truly inte-
grative framework that many of its
founders hoped it would become. 

2. I realize that the term “patient” is less
popular than client or consumer for
individuals receiving mental health ser-
vices. My rationale for using the term is
that I believe it is appropriate to think of
people receiving services for psycholog-
ical ailments to be thought of in terms of
the “sick role,” which is defined in this
context a diminished capacity to func-
tion adaptively and the need for assis-
tance from a caretaker. This does not
mean, however, that I adopt a “medical
model” approach to psychotherapy (see
Henriques, 2002 for a full discussion of
these issues).    
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APA DIVISION 29 STUDENT MEMBERS
2004–2005 INFORMATION FORM

1.  Why did you decide to join Division 29?  What is the appeal?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

2.   Please indicate how helpful/interesting you find the following Division 29 services
(1 = the least helpful/interesting; 4 = the most helpful/interesting):

___ Student Webpage 
___ Student Listserv
___ Journal  (Psychotherapy: Theory, Research, Practice, Training)
___ Newsletter (Psychotherapy Bulletin)
___ Annual convention activities

3. Would you recommend joining Division 29 to other students?  Why (or why not)?
(Remember that if you renew your membership and get a friend to join at the same time you
both receive a $10 discount on your annual fees).

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

4.  Would you be interested in becoming more involved in Division 29 activities?  If so,
please rank the student activities in terms of their appeal to you (1 = the least appealing.
5 = the most appealing):

___ Writing articles for the Psychotherapy Bulletin
___ Joining a Division 29 committee as a student member
___ Joining the Division 29 Student Membership/Development Committee
___ Becoming a Division 29 spokesperson at your campus
___ Joining the Division 29 Student Listserv?  If you would like your name to be

added to the listserv please provide us with your email address:
________________________________@________________________.         

5.  What could Division 29 do to make itself more appealing to students?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

6.  Division 29 is developing a diversity mentoring project.  Are you an ethnic minority
student? (���� YES or ���� NO).  If yes, are you interested in having a Division 29 profes-
sional member who is also an ethnic minority as a mentor?  (���� YES or ���� NO).

Please send this completed questionnaire to: Ms. Tracey Martin, Division of
Psychotherapy, Central Office, 6557 East Riverdale, Mesa, AZ 85215.  FAX: (480) 854
8966.   EMAIL: Assnmgmt1@cox.net.
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I never realized how narrow my perspec-
tive on assessment and psychotherapy was
until I began to deliver invited lectures and
conduct research abroad. In this paper, I
share an eye-opening journey that I hope
has cured my personal myopia, has
expanded the vision of our doctoral stu-
dents, and has improved the quality of our
student training.  

As of 2004, our students and faculty mem-
bers had made 17 trips to all parts of the for-
mer Soviet Union.  In addition, we have
made five visits to various parts of India,
including not only the major cities of
Mumbai and Delhi, but also rural areas of
the south (Kerala) and the far eastern states
of Assam, Meghalaya, and war torn
Nagaland.  In all probability, many readers
have never heard of these Indian states.  In
addition, with graduate students, we have
lectured in Argentina, Italy, Denmark,
Poland, and Spain.  More than 100 Hofstra
University doctoral candidates have experi-
enced these countries, have met with their
foreign student-peers, and have learned to
not see professional psychology and psy-
chotherapy from an exclusively American
perspective. They have learned about their
own narrow vision not by reading books,
but by meeting with students and profes-
sionals in their home, foreign countries.

Before our international journeys began, I
thought I was a well educated professional
psychologist.  My teachers were of high
caliber (e.g., Gordon Derner, Albert Ellis,
George Stricker, Julia Vane, and Joseph
Wolpe) and my training spanned the areas
of clinical and school psychology.  I was in
charge of our colloquium series for many

years and I had invited some major figures
to Hofstra. We were enlightened about
assessment and psychotherapy by Ann
Anastasi, Jerry Deffenbacher, Steve Hayes,
Michel Hersen, Bob Kolenberg, Don
Meichenbaum, Neal Miller, Ray Novaco,
Dick Suinn, David Wechsler, and many
others. With regularity, I attended annual
meetings of the APA and AABT and by the
early 1990’s I had more than 75 presenta-
tions and 50 publications to my credit. I
had worked in areas such at rational emo-
tive psychotherapy therapy, assertion
training, compliance in psychotherapy,
anger disorders, etc.  Surely, I knew what
was happening in professional psychology
and psychotherapy.  

Prior to 1990, what was “right” seemed to
be well-known. After all, behavior was a
simple function of biology and our learning
history.  Sure, “culture” was coming on the
scene but it was a minor league player.  The
DSM prescribed how to place patients in
pigeon holes and the APA Code of Ethics
told us what behaviors in psychotherapy
were acceptable. The APA Committee on
Accreditation told us there were four prac-
tice areas—Clinical, Counseling, School and
Combined Psychology.  All was in order. 

PSYCHOLOGY AND PSYCHOTHERAPY IN
RUSSIA

Well, it turns out that in many ways I knew
much less than I thought. My myopia
began to be cured in 1991 during my first
trip to Leningrad. The USSR was still in
existence and I had been conditioned to
“know” that it was an evil empire with the
primary goal of putting us out of existence.
As a child in the Bronx, we were trained to

A WORLD OF PSYCHOTHERAPY

International Travel Reduces Professional Myopia: Reflections on
what we can teach students about professional psychology and
psychotherapy if we take them abroad

Howard Kassinove, PhD, ABPP, Hofstra University
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hide under a wooden schoolroom desk in
case of a nuclear attack. How silly that
seems now, especially when I learned that
Russian children were being taught to hide
under their wooden desks to protect them-
selves from an American attack. 

Of course, the work of Nobel Laureate Ivan
Pavlov was well-known.  He was a hero of
behaviorism and behavior therapy.  Thus,
it seemed likely that everyone in the USSR
was practicing high quality behavior thera-
py in their offices, based on behavioral
assessment and other well standardized
tests.  That, of course, was not true at all. 

In December of 1990, a group of psycholo-
gists and psychiatrists from Leningrad
State University came to New York. They
contacted me, to learn a bit about cogni-
tive-behavior psychotherapy in America.
With some trepidation, I invited them for
dinner. Aside from language difficulties,
the dinner went well and we obviously
had much in common. At the end, one of
them said, “Why don’t you come to Russia
in April? You can lecture on Rational-
Emotive Psychotherapy at the Bekhterev
Psychoneurological Institute.” Well, I was
shocked. Russia. The evil empire. Lack of
freedom.  Another language.  Repression of
thinking. What?

The words led to a fear reaction, with many
thoughts of avoidance.  It’s too far!  I’m too
old! It’s too expensive! Nevertheless, the
possibility was intriguing. So, I did what
any self-respecting graduate professor
might do—I told my research assistant that
he had to go with me. What my assistant
really thought is unknown to this day, but
the situation was certainly unusual?  Could
we lecture about psychotherapy in a for-
eign language? Would we be detained?
Was I using my social power as a professor
inappropriately to “encourage” him to go?
Would we have to share a room and was
that ethical?  What was psychotherapy like
in the Soviet Union? Did I have anything to
offer to these great behaviorists in the land
of Pavlov?    

Our learning began when we went
through customs in the Leningrad airport.
A Russian social psychologist, returning
from New York, was on line in front of us.
He was searched and they found a copy of
a newly published American book on the
KGB.  It was immediately confiscated and
my anxiety increased. But, luckily, we had
no troubles. 

Our psychotherapy lectures at the
Bekhterev Institute went very well.
However, at the end one psychotherapist
said, “Could you talk about Neurolinguistic
Programming?  We understand that NLP is
the most common form of psychotherapy
practiced in America.”  Well, that taught me
something about the information gap. They
knew very little about American psy-
chotherapy practices and we knew very lit-
tle about Russian practices.  In fact, we were
surprised to discover that Pavlov was not
held in high regard in terms of his contribu-
tions to psychotherapy. In fact, he was
regarded as an enemy of Soviet psychology
and psychotherapy since his teachings were
used to show that the study of physiology
was the only legitimate way to understand
behavior. Russian psychologists whose the-
oretical orientation was evolving and who
seemed to be eclectic, with a strong human-
istic overtone, did not perceive Pavlov to be
much of a contributor to the field.

On the personal side, we were treated quite
well. We lived in a hotel for Young
Communists that did not approach
Western standards.  But, we did have com-
fortable and separate rooms and that satis-
fied my American based ethical concerns.  

The trip was a great success and in July of
1991 we returned to Russia with 15 Hofstra
PhD students for a conference on Political
Psychology. I had never heard this term
and the presentations would surely be
labeled as belonging to Political Science in
the United States. However, the Russians
labeled themselves “psychologists” who
were studying and trying to influence voting
behavior, political message transmission,
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power, decision making, rule governed
behavior, etc.  They did not refer to collect-
ing data, random assignment, reliability
and validity of measurement, etc.
However, in their curriculum, experimen-
tal psychology courses were central, and
they were well informed about data analy-
sis.  They were professional psychologists in
Russia.  OK, that was more learning for us.
Our students bonded with the Russians
and, as an outgrowth, they came to Hofstra
in August of that same year. We even
accepted one Russian man (Denis
Sukhodolsky) into our PhD program.
After teaching us much about Russian psy-
chotherapy during his five years at
Hofstra, Dr. Sukhodolsky is now a
Research Scientist as Yale University.  

During these years, we also learned about
the Russian system of education. St.
Petersburg State University has an inde-
pendent “faculty” of psychology that is
broken down into 12 departments.  Many
are labeled in familiar ways such as the
departments of clinical, educational, and
social psychology.  Others are unusual,
such as the “Department of Developmental
Psychology & Acmeology” (the science of
developmental maturity—between the
adolescence and the elderly).  Graduate
degrees include study for a PhD (Kandidat
Nyauk) and then, possibly, a Doctor of
Science that requires a development of a
theoretical model and publication of at
least one book.

Our trips have taken us to Arkhangelsk,
Gorky, Moscow, Novgorod, St. Petersburg,
Tyumen, Krasnoyarsk, Irkutsk, Lake
Baikal, etc.  With more than 100 doctoral
students, we have participated in confer-
ences at the Pavlov Medical University, St.
Petersburg State University, the Institute
for Sociology of the Russian Academy of
Sciences, and the V.M. Bekhterev
Psychoneurological Institute. We also trav-
eled to Siberia, for the First Congress of the
Russian Psychotherapy Federation.  It was
very cold!  But very “cool!”

Our students have visited schools for gift-
ed children and a Top Security Hospital for
mentally ill criminals, where they were
able to interview patients about their prob-
lems and treatment. At one point, in the
top security mental hospital, two of us
were left alone in a small workshop with
an inmate who had a very sharp wood-
working tool in his possession.  No guards
were in the vicinity. That was also a
moment of learning (and, fear).  

For history buffs, and behavior therapists,
the most exciting experiences have been
our visits to Pavlov’s apartment in St.
Petersburg and to his actual laboratory in
Koltooshi. Our students have sat at
Pavlov’s desk and played his piano. We
have also sat at Bekhterev’s desk, the arch
rival of Pavlov, and examined his books
and notes close up.  In America, of course,
there would be ropes about such objects
preventing a visitor from getting too close
to them.

These have been many eye opening experi-
ences regarding assessment and psy-
chotherapy. We learned that many
American psychological tests have been
translated and used in Russia without
being restandardized. They simply
assumed, for example, that translated
items of the MMPI were culturally appro-
priate and reliable, and they used
American norms. We learned about the
diagnosis of “Sluggish Schizophrenia,”
which was used for people who developed
dangerous ideas such as, “It’s possible that
communism is not the best political sys-
tem.” Not being in the DSM, it seemed
quite strange and, at first, reinforced our
items about the evil empire. Of course, sim-
ilar peculiar diagnoses have existed in
other countries, including the United
States where at one point we had a diagno-
sis of trappidomania (a “pathological crav-
ing” for freedom in black slaves). We
learned that to this day psychotherapy in
Russian state hospitals and research cen-
ters can be practiced only by medical doc-
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tors.  In recent years, some private psy-
chotherapy centers have opened in big
cities and these can, and are, staffed by
psychologists.  But, who is a psychologist
in Russia?  Education for practitioner psy-
chologists consists of a five year program
(our B.A and M.A. combined), in a depart-
ment of clinical psychology.  However, as
there is little formal supervised experience
in psychotherapy, students may then take
additional training in an institute and
receive a certificate.  In general, regarding
psychotherapy, there are no laws, no
licensing, no state oversight, and no insur-
ance reimbursement.  It is not a medical
expense, as in the U.S., and fees cannot
even be used as an income tax deduction.
There are no national data regarding the
cost of psychotherapy, the length of ses-
sions, the kind of cases seen, or the tech-
niques of practice. 

We also learned about the emphasis that
has been placed on methods of group psy-
chotherapy. This was due to the work of
Myasischchev (1960), who emphasized the
importance of interpersonal attitude dis-
turbances in the development of mental
disorders.  And, we learned that Bekhterev
Psychoneurological Institute closes up
totally during the summer months.
Patients are either released to the commu-
nity or sent to other hospitals. This, at first,
seemed dissimilar to American practices
and was considered by us to be unethical
and outrageous.  However, the reader may
recall that in the late 1980s, 10,000 psychi-
atric patients were released almost at once
in New York and most of them became
homeless.  Not so different! 

It has certainly been interesting to learn
about Russian scholars whose contributions
to psychotherapy have been enormous and,
yet, who are relatively unknown in the
West. In addition to Myasischev (1960),
these include Pavlov’s predecessor
Sechenov (1952; similar to Skinner, he
argued that private mental events are
caused by external stimuli), Grot (1883; he

suggested that focus be placed on what a
person actually does—i.e., motor behavior),
and Bekhterev (1918; he applied the reflex
theory of stimulus and response to treat
human psychopathology). We learned that
Freudian psychoanalysis was very popular
in Russia in 1920s and that his early works
were translated into Russian. Evidently,
Trotsky was very much interested in the
unconscious and was a patient of Adler.
However, “Trotskyism” was defeated by
Stalin in a political struggle and psycho-
analysis was then stigmatized. Psycho-
analytic journals and associations closed
and some psychoanalysts even changed
fields (e.g., Alexander Luria became a 
neuropsychologist).  

At this point, after the fall of communism,
psychoanalysis is in a period of revival.
The once forbidden fruit is again being
embraced.  Nevertheless, in 1994 I attend-
ed the first meeting of the All Russian
Psychotherapy Association and there was
clear interest in learning about behavioral
techniques such as systematic desensitiza-
tion.  Russian psychotherapists are open to
learning, although the language barrier is
significant.  Readers who are interested in
the rise and fall, and rise, of behavior ther-
apy in Russia will find Sukhodolsky,
Tsytsarev and Kassinove (1995) to be of
interest.  Many “developments” in Russia
were, of course, the result not of scholarly
effort but of political struggle. Based on
our meetings with Russian psychologists
and psychiatrists, one major difference in
our approaches has seemed to emerge.
Americans appear to be more interested in
psychotherapy and behavior change while
our Russian colleagues seem to be more
interested in developing theories and
understanding “personality.” 

In addition, North Americans (that’s me)
are used to the quick dissemination of peer
refereed knowledge about psychotherapy.
It unifies our thinking. Russia is different –
very different.  The country spans 11 time
zones and, because of this, I have come to
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question the generalizabilty of findings
even from my own cross cultural research
(e.g., Kassinove, Sukhodolsky, Tsytsarev, &
Solovyova, 1997).  The few psychological
associations that exist are local and there is
little knowledge about psychotherapy
practices outside of the major cites.
Learning about psychotherapy is generally
a result of learning by expert testimony.  

A Code of Ethics was written and adopted
by the Russian Psychological Association
in 2003. Although it was modeled on the
APA code, it no doubt has had limited dis-
tribution as it is a St. Petersburg based
organization. Some journals have emerged,
but their distribution is also limited and
there is no way of knowing how many will
read published articles (e.g., Kassinove, in
press).  Many American books about psy-
chotherapy have been translated and can
be purchased in Moscow, St. Petersburg,
etc. However, there are locations from
Vladivostok in the east to Arkangelst in the
west where the distribution of journals and
training seminars are very limited. PhD
level psychologists are researchers.
Master’s level (or lower) practitioners, par-
ticularly in non-urban smaller cities, obtain
knowledge on a hit-or-miss basis. Thus, the
state of Russian psychotherapy is probably
best characterized as highly variable. Our
students, who have been brought up to see
psychology as unified, have grown from
this understanding of practice in Russia.

LEARNING FROM TRAVEL TO INDIA

As a balance to the cold and formerly com-
munist Russia, we have made five trips to
the heat of India, the largest democracy on
the planet. Training in psychology and
psychotherapy in India is different from
ours for many reasons including the 
limitations caused by poverty.  Their con-
tributions to scholarly thought about 
psychotherapy are far fewer than we 
discovered in Russia. Indeed, much of 
their teaching seems related to religious
thought—a contrast to the Russian 
perspective where atheism was the state
religion. For students and professors in

India there is little access to journals and
books. Psychologists in India are always
eager for a copy of one of my books
(Kassinove, 1995; Kassinove & Tafrate,
2002) or articles related to psychotherapy.
They quite often ask for these items as
gifts. Students typically don’t own text
books; rather they go to the library and
copy by hand what is needed. In many
parts of India, focus on food, shelter and
sanitation must naturally take precedence
of focus on higher, more abstract, intellec-
tual pursuits.

As in Russia, although there is some spe-
cialization in their Master’s programs, PhD
training is almost purely research oriented
with few formal classes.  A PhD can be
earned in psychology, but it is not in cul-
ture bound, APA approved areas.  A PsyD
is unknown in India (and Russia).  

There was much local interest when
Hofstra psychologist Joseph Scardapane
and I gave a two-day workshop on REBT at
the University of Pune in 1999.  And, as
always, our PhD students joined the trip to
learn about India and Indian psychology.
The department Head, Dr. Usha Ram, has
been very helpful in shaping our thinking.
Her 1998 work on “Suffering and Stress
Management” has clarified similarities and
differences in our approaches to the causes
of psychopathology and methods of psy-
chotherapy.  In contrast to learning about
anger (my area of interest) from research
studies, as I do, she takes much of her
knowledge from the Bagadvadgita – an
Indian book of wisdom.  Nevertheless, as
our students have learned, our thinking
and conclusions about anger seem to be
remarkably similar.   

Dr. Ram arranged for a visit to the counsel-
ing center at the University of Mumbai and
helped one of our students collect data for
his dissertation in India. He was so thrilled
with the Indian culture that he returned
there for three months. Then, Indian PhD
candidate Neelanjan Konwar took us to
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Assam and Nagaland, to give lectures on
psychotherapy and to interact with Indian
colleagues.  Insurgent activity is frequent in
Nagaland.  To arrive there, we had to cross
many gates and bridges that were protect-
ed by armed guards.  Again, Hofstra Ph.D.
students were there to learn and much of
the learning was informal and occurred in
people’s homes.

On two occasions my students and I visited
a face reader in India, who professed to be
able to tell our future by simply looking at
us.  His office was very busy, with many
Indians waiting for his wisdom. Yet, he
wanted no payment.  It was simply sug-
gested that we offer a candy bar for his ser-
vices.  Interestingly, this gentleman was also
a professor of anthropology at the universi-
ty.  For the record, and not unexpectedly, his
prophesies were either vague or just plain
wrong.  Nevertheless, our students learned
much from these interactions.

As in Russia, there is little training in psy-
chotherapy per se in India.  Given the deep
poverty of the country, and the limited
opportunity to seek higher education and
learn a living as a psychotherapist, some
practitioner-trained PhD psychologists
have found work in corporate settings.
Professional work in such settings is funda-
mentally related to using psychological
skills to enhance human functioning, and
sell products, rather than reduce distress
through psychotherapy.  Recently, howev-
er, we discovered that one of the primary
government approved training centers for
psychotherapy is located in the city of
Vellore, in the state of Tamil Nadu.
Although this state is mostly Hindu, it is
known as the Christian Counseling Center
and offers courses and seminars on topics
in psychopathology and methods of psy-
chotherapy. The Director, B.J. Prashantham,
has invited us to travel to Vellore in January
of 2006 to give lectures on psychotherapy.
No doubt, students will join us and, no
doubt, we will learn as much from them as
we will teach to them. India is so large, var-

ied, and complex that it has often seemed
like we traveled to different countries—all
named India.  

CONCLUDING THOUGHTS

It would be unwise to profess a full under-
standing of India or Russia. Both are incred-
ibly large with major variations across their
vast bounds. Thus, if the reader has been
offended by misstated facts or opinions,
apologies are offered. Our knowledge is, of
course, developing. The purpose of this
paper has been simply to show that prac-
tices in other parts of the world are very dif-
ferent and that students (and professors)
can learn to be more flexible in their think-
ing by experiencing these variations.

Some of what we have seen on these trips
has been difficult.  The alcoholism and
aggression that seem to be part of the
Russian culture, and the poverty and food
shortages in India, have presented person-
al challenges.  Bathroom facilities in both
countries have often left much to be
desired. The treatment of women in some
families in India, and the anger and family
violence in Russia, have been problematic.
However, each trip has led to increased
openness about the practice of psychother-
apy and about the skills and tools needed
to study human behavior in an ever small-
er world.  Not surprisingly, much learning
has come from personal experience in dif-
ferent settings.

St. Petersburg (Leningrad) State University
has produced six Nobel Prize Winners.
Not bad!  And, certainly, out of my league.
My contributions, I hope, have been to help
students learn something about the prac-
tice of psychology and psychotherapy
around the world and to cure their myopic
thinking.  

Please address any correspondence or comments
to: Howard Kassinove, PhD, ABPP
Hofstra University, Hempstead, NY 11549
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Leventhal:
Dr. Silverman can
you give a short
professional biog-
raphy starting with
where you went to
graduate school
and ending with
what you’re doing
today?

Silverman: I went
to graduate school

at Kent State University and finished right
before the riots.  Then, I did a post-doc at
the University of Illinois Medical School in
Chicago. I became very involved in com-
munity mental health and psychology
through organizing neighborhoods, work-
ing with gangs, and helping poor people
get access to the best mental health care in
the city.  Then, I became involved in a train-
ing program teaching principles of com-
munity mental health.  After that, I went on
to Emory where I was chief of psychology
and head of the medical psychology pro-
gram. I then came to Miami to become
chairman of the psychology department of
Barry University for three years. I’m cur-
rently in a clinical and forensic private
practice and am consulting for local uni-
versities and businesses.

Leventhal: You’ve spent much of your
career both in university settings and
working directly with communities.  What
were those experiences like?

Silverman: Working in medical schools
was both exciting and uncomfortable at the

same time. Being a psychologist, you’re
marginalized by psychiatrists. In one
respect, this was beneficial because I ended
up working in a hospital that got all the
unusual cases from all over the state.
There, I got an opportunity to see every-
thing there was to see clinically. At the
same time, psychiatrists universally treat-
ed you like a second-class citizen, which
was discomforting.

Leventhal: What advice would you give to
psychologists, social workers, and other
mental health professionals who plan to or
are presently working in medical school
settings, where they may encounter mar-
ginalization by medical staff?

Silverman: Specifically, it is most difficult
working with psychiatrists. I’ve found
working with the general physicians was a
very positive experience because there
tends to be mutual respect.  Because psy-
chiatry is a dying profession, there is a
tremendous amount of institutional lack of
self-esteem. I would really watch out for
that in a department of psychiatry, where-
as in family medicine, a pain clinic, or
oncology, I would think that psychologists
are much more respected.

Leventhal: Can you tell me about your
leadership roles in the Division?

Silverman: I was very active in the
Division of Community Psychology in the
1970s until they became they became too
politically correct for me, stressing that all
scientific papers should have direct 
application to the community. I disengaged
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myself from them and found a home in
Division 29 because the members were
very friendly and accepting.  There was no
differential treatment of academic and
applied members in the Division and,
thankfully, this remains the case today.

I then took on some major responsibilities.  I
first became editor of the Bulletin and then
served as editor of Psychotherapy: Theory,
Research, Practice, and Training, which I’ll be
giving up shortly.  This was the single most
satisfying academic experience that I’ve
had.  It gave me an opportunity to shape the
field in a modest way, to be current with
cutting edge knowledge, and to work with
some fine people in the field. 

Later, I accepted a nomination to run for
president and began that term during a dif-
ficult time.  Because of financial issues and
moving central offices, I really did not get a
chance to work on many of the initiatives I
wanted to put into play. Unfortunately, most
of the membership was unable to notice a lot
of my work because it involved overcoming
these obstacles. We pushed through that,
and I was able to pass on to John Norcross,
the president after me, a safe and secure
Division, which was very satisfying.

Leventhal: What were you most proud of
during your presidency?

Silverman: I was most proud of hiring
Tracey Martin…She is still our central
office administrator and is doing a fine job.

Leventhal: You were editor of both the
Journal and the Bulletin. What types of
issues do you think should be addressed in
these two publications in the future?

Silverman: I like to refer to the Bulletin as
the “heart of the Division” and the Journal
as the “soul of the Division.” The Bulletin
should be a method for membership to
communicate with each other on a regular
basis, exchange ideas, and enjoy each
other’s successes.  In my opinion, the last
thing that should be cut in any future

financial crisis should be the Bulletin.

The Journal is what the division should be
most proud of.  As editor, I carried on the
tradition of integrating scholarship and
research in the field of psychotherapy and
disseminating it all over the world is spe-
cial, as I’m sure the new editor, Charlie
Gelso, will do so as well.  This is the best
journal of its kind.  What was unique to my
editorship was the journal’s shift from a
psychoanalytic focus to a broader coverage
of other areas, including humanistic, cogni-
tive-behavioral, and research in natural
settings.

Leventhal: What do you think are some
reasonable goals for the Division’s student
section for the 2005 year?

Silverman: For the Division to sponsor a
student-only poster session during the
APA convention. I also think we should
have a mentoring program session both at
the midwinter conference and at APA con-
vention.  Here, students could consult with
Division 29 members about either research
or practice interests to help further their
careers.

Leventhal: That is a wonderful idea!  The
other student committee members and I
will hopefully get this organized for this
upcoming convention and future meetings.
What advice would you give to student
and young professional members of the
Division, such as myself?

Silverman: Stay active!  There are a lot of
potential benefits in becoming involved as
a leader in the Division.

Leventhal: Where would you like to see
the Division go in the future?

Silverman: That’s a tough one.  I can better
tell you where I would like us not to go.
Don’t get involved in the managed care
controversy. Professionals should be
allowed to do what they want to do; 
especially young people who are trying to
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get their practices up off the ground.

Other than that, the Division is healthy in
its broad, inclusive outlook of psychother-
apy.  I feel optimistic about that.

Leventhal: It sounds like you’ve had a
very successful career, including your
many contributions to the Division.  What
are you planning to do next?

Silverman: I’m not planning to retire. I

plan to stay actively involved in Division
29 and the Florida Psychological
Association to continue to promote the
practice of psychotherapy at national and
local levels.  I will continue to write and
will remain involved in private practice.

Leventhal: Thank you Dr. Silverman.

Silverman: My pleasure.
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DIVISION 29 2004 AWARDS AND SOCIAL HOUR
HONOLULU, HAWAII

Phyllis Koch-Sheras, Nadine Johnson
and Mary Murphy

Jack Wiggins receiving the President’s
Award from Linda Campbell

Janet DeMaio and Tom DeMaio, Peter
Sheras and Phyllis Koch-Sheras

John Norcross and Jan Culbertson
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The 108th Congress (2003-2004) will soon
adjourn sine die and the elections of
November 2nd once again have provided
the Republican party with the majority in
both Houses of the Congress and the White
House. Our five psychologist members of
the U.S. House of Representatives were re-
elected, with Congressman Ted Strickland
running unopposed in winning his sixth
term. APA’s Mike Sullivan reports that
there are now 11 state legislator psycholo-
gists with California electing four,
Massachusetts and Ohio two each, and
Ontario with a member of its provincial
parliament holding two Cabinet posts.
Historically, two legislator psychologists
have had the experience of serving as State
Psychological Association Presidents, in
Utah and New Hampshire. As Mike has
frequently pointed out at the extraordinar-
ily impressive Practice Directorate State
Leadership Conferences, the majority
party controls the legislative agenda.
Accordingly, this is a good time to reflect
upon some of the federal policy proposals
that were enacted, or seriously considered,
during the past Congress. For the past is
often prologue for the future, especially in
the legislative arena.

The Fiscal Year 2005 Omnibus
Appropriations bill, which will soon be sent
to the President for his consideration, sug-
gests a very bright future for an expanded
vision of health psychology. The conference
report accompanying the Office of the
Secretary of the Department of Health and
Human Services (HHS) states: “The confer-
ees are concerned about the absence of
mechanisms to ensure the delivery of neces-
sary psychosocial care to individuals with
cancer and their family members. The con-
ference agreement provides $1,000,000 for

the Secretary, working in collaboration with
the Institute of Medicine and relevant gov-
ernmental agencies and non-profit entities,
to study the delivery of psychosocial services
to cancer patients and their families in the
community setting. Specifically, the report
should include an analysis of: (1) the capaci-
ty of the current mental health and oncology
provider system to deliver such care and the
anticipated resources required nationwide;
(2) available training programs for profes-
sionals providing psychosocial and mental
health services; and (3) existing barriers of
access to such care. The Secretary is encour-
aged to issue recommendations to address
these issues.” Over the years, our APA
President-Elect Ron Levant and CEO Norm
Anderson have consistently called for psy-
chology’s systematic expansion into the
generic healthcare arena, pointing out that
society’s definition of “quality care” must
include recognition of the all important psy-
chosocial-cultural-economic gradient of care.

Those involved with training psychology’s
next generation should be particularly
pleased that the Omnibus conferees also
directed HHS (specifically, the Health
Resources and Services Administration
[HRSA]) to continue funding, at last year’s
level, the graduate psychology education
and geropsychology training initiatives.
The University of Alaska will receive tar-
geted funding to continue its Alaska
Natives in Psychology (ANPSYCH) pro-
gram. Our sincerest congratulations to the
APA staff and governance, and particular-
ly to those colleagues who during the past
year personally participated in the public
policy (i.e., political) process on behalf of
these important programmatic initiatives.
We have long ago come to appreciate that
both substantive relevance and personal

WASHINGTON SCENE

The Closing Hours Of The 108th Congress – 
A Glimpse Into The Future
by Pat DeLeon, former APA President 
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(and persistent) involvement in the public
policy process are absolutely critical to leg-
islative success. For as Mike has also
noted, in the 108th Congress the dominant
professions of the elected officials contin-
ued to be law and business, with 59
Senators possessing law degrees. These
disciplines look at health and mental
health care entirely differently than do clin-
icians. They rely heavily upon personal
experiences, public testimony, and the
media for policy recommendations.
Psychology’s voice must be heard.

In June, 2004 the House Committee on
Ways and Means, Subcommittee on Health
held a hearing on Health Care Information
Technology. Former APA Congressional
Science Fellow (presently, House staff
member) Neil Kirschner: “The effort to
expand the role of information technology
(IT), in the forms of electronic health
records (EHR) and e-prescribing, through-
out the nation’s healthcare system is one of
the few truly bipartisan agendas in today’s
Congress. There is general agreement that
IT adoption will increase clinical quality,
patient safety and healthcare efficiency.
This cooperative effort was demonstrated
in this Committee hearing where both the
Chairwoman, Rep. Nancy Johnson of
Connecticut and the Ranking member,
Rep. Pete Stark of California engaged the
witnesses in an open discussion on how
the federal government can facilitate the
establishment of nationally recognized
standards to promote the interoperability
of these health information systems and
how the government can best use limited
taxpayer financial resources (e.g., in the
form of grants, differential payments based
on IT adoption, loan programs, tax incen-
tives, etc.) to promote the adoption of IT
throughout private healthcare institutions
and other provider settings.

“Among the witnesses were: 1) The
President’s recently appointed Information
Technology Czar, David Brailer, who
emphasized the Administration’s goal of
establishing an EHR infrastructure to be

available to all Americans at the appropri-
ate time and place of care within 10 years.
He also outlined current efforts to promote
this goal including provisions in the recent-
ly passed Medicare Modernization Act that
provide incentives for providers to adopt
IT systems and creates a Commission to
develop a comprehensive strategy for the
adoption and implementation of health
care information standards. He also out-
lined additional efforts of HHS and its
Agency for Healthcare Quality and
Research (AHQR) to promote IT adoption
through incentives and demonstration pro-
ject grants. 2) Robert Kolodner of the U.S.
Department of Veterans Affairs (VA), who
wowed the Committee and the large audi-
ence with a demonstration of the VistA sys-
tem - an integrated health information pro-
gram that encompasses the VA’s 1,300 sites
of care throughout the country. The patient
records, with appropriate privacy protec-
tions, of the five million Veterans treated
by the VA each year are readily available to
the treating clinicians. VistA also includes
e-prescribing, bar code medication admin-
istration, decision support tools and the
ability to provide the clinician with actual
radiological images that were produced in
previously requested diagnostic testing. It
was truly impressive, and the VA is offer-
ing a freely available version of this system
to the public. And, 3) Andrew Wisenthal,
Associate Executive Director, Kaiser
Permanente, described their company’s
impressive 10 year, $3 billion commitment
to implement a comprehensive healthcare
system. It is notable that a recent survey of
nationwide hospital budgeted expendi-
tures for the coming year indicates an
increased private sector investment in IT.”

The 21st Century will be an era of
increased applicability of the advances
occurring within the technology and 
communications fields to the health care
arena. We would rhetorically ask: Are our
practitioners, educators, and the future 
generations of psychologists being prepared
for the unprecedented changes (i.e., 
challenges) that are undoubtedly before us?
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Excerpts from the testimony of the
National Health Information Technology
Coordinator: “I thank you for inviting me
here today.... As you know this is a high
priority for the President and Secretary
Thompson. The priority has been further
accelerated by the President’s call to make
electronic health records (EHR) available to
most Americans in the next 10 years and by
the creation of my position to achieve this
goal. Your thoughtful leadership and that
of your subcommittee towards achieving
this goal has been widely recognized and
demonstrated through the e-prescribing
and other health information technology
(HIT) related provisions in Medicare
Prescription Drug, Improvement and
Modernization Act of 2003. As a result of
the President and the Secretary’s strong
commitment to this issue, the Office of 
the National Coordinator for Health
Information Technology has been estab-
lished to meet the goals of the Executive
Order announced earlier this Spring. In
my new role as National Coordinator for
Health Information Technology, I will 
be working with the Administration,
Congress and the private sector to bring
together the resources and talent to drive the
adoption of HIT in the health care system.
There is unprecedented enthusiasm and
commitment for changing the day-to-day
world of health care with HIT from leader-
ship across sectors, and my goal in the next
year is to focus this into a well-developed
plan and a set of coordinated actions to
accelerate the widespread adoption of elec-
tronic health records and e-prescribing.

”The Administration has already made sig-
nificant progress in this area. Specifically,
last year, we licensed SNOMED
(Systematized Nomenclature of Medicine,
a comprehensive set of clinical terminolo-
gies) to make it available without charge to
everyone in the United States. As part of
the Federal Health Architecture, we adopt-
ed clinical terminology standards across
federal agencies through the Consolidated
Health Informatics (CHI) initiative. The
Department of Health and Human

Services (HHS), Department of Defense
(DoD), Department of Veterans Affairs
(VA), and other Executive Branch agencies
have endorsed 20 sets of standards, such as
standards for medications, labs, and
immunizations. These standards will make
it easier for information to be shared across
agencies and could serve as a model for the
private sector. The Secretary created the
Council on the Application of Health
Information Technology (CAHIT), which
has been the coordinating and internal
advisory body for HHS. CAHIT has served
as the primary forum for identifying and
evaluating activities and investments that
promote and/or complement evolving 
private sector initiatives and strategies.

“The Executive Order of April 27th not
only created my position within the new
Office, but it also required the Departments
and agencies of the Executive Branch of the
federal government to work together to
develop and align policies and programs
that will achieve our common goal of using
HIT to improve the safety, quality and effi-
ciency of health care in every area of this
country. I have also been given the respon-
sibility to direct the HHS HIT programs,
and to coordinate these with those of other
Executive Branch Departments and agen-
cies. Specifically, HHS will coordinate with
other Executive Branch Departments and
agencies to develop and implement a
strategic plan for and to use resources to
accelerate HIT adoption in the private sec-
tor. Both the DoD and VA have surpassed
the private sector in successfully incorpo-
rating HIT into the delivery of health care,
and will play a central role in adoption
efforts. The Office of Personnel
Management (OPM), as the purchaser of
healthcare for federal employees, has a
unique role and the ability to encourage
the use of electronic health records through
the Federal Employee Health Benefits
Program. It can join other purchasers who
are developing programs that support
adoption of HIT by physicians and hospi-
tals, and its use in improving and reward-
ing quality. In addition to collaboration
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with federal agencies and Departments, I
will also coordinate outreach and consulta-
tion by the federal government with inter-
ested public and private organizations,
groups, and companies. We will coordi-
nate with the National Committee on Vital
and Health Statistics and other advisory
committees to do this, and will enhance
relationships with public-private collabo-
ratives that are advancing HIT adoption.

“The President’s vision is to develop a
nationwide HIT infrastructure that ensures
appropriate information is available at the
time and place of care, resulting in
improved health care quality, fewer med-
ical errors and may even reduce health care
costs. This new infrastructure will help to
connect physicians, hospitals and con-
sumers in every location of our country.
This would give consumers and clinicians
secure and controlled access to all the
important information they need to make
informed decisions about their health and
health care, while ensuring individually
identifiable information is confidential and
protected. Designed and implemented
correctly, health information exchange
organizations could promote a more effi-
cient health care delivery system. They
will also help to improve coordination of
care through the secure exchange of infor-
mation among hospitals, labs, physician
offices, and other health care providers....

“The purpose of this information exchange
would be to personalize care in such a way
that each patient could be diagnosed and
treated as an individual rather than a dis-
ease type. For example, the national avail-
ability of patient health information could
allow a Medicare beneficiary with multiple
chronic conditions to receive the same high
quality health care at home or while travel-
ing, without needing to carry their infor-
mation or fear that new findings or treat-
ments may not be known to all possible
health care providers. Many patients take
multiple drugs or have histories of drug
reactions, but decentralized paper records
often do not reveal this fully. Regardless of

where a beneficiary is receiving care,
health information exchange networks
would allow for information about med-
ication history and potentially serious drug
interactions to be available in real-time,
along with out of pocket costs and thera-
peutic alternatives, before the physician
transmits a prescription to a pharmacy....

“This year, the Agency for Healthcare
Research and Quality (AHRQ) will spend
$50 million on health information technol-
ogy research and demonstration projects
aimed at improving the safety, quality, effi-
ciency and effectiveness of care. Using a
portion of these resources, AHRQ will
establish a Health Information Technology
Resource Center, a much-needed resource
that will provide technical assistance,
expert health information technology sup-
port, educational services and other ser-
vices to HHS grantees to support the
implementation of HIT into clinical prac-
tice. President Bush’s fiscal year 2005 bud-
get request includes an additional $50 mil-
lion to expand health information technol-
ogy demonstration projects, particularly
targeted to health data exchange by
providers. This request would double fed-
eral investments in this area....

“We are aware that every day, Americans
are dying of medical errors and are not
always getting the best treatments. We
need results that will change care delivery
and that will last. The Secretary and the
President are firmly committed to improv-
ing the safety and efficacy of health care by
increasing the use of information technolo-
gy throughout the health care industry.
The Administration has already made sig-
nificant progress in this area, and we will
continue to work diligently to meet the
President’s goal for most Americans to
have electronic health records within 10
years....”

We especially concur with Neil’s conclud-
ing thoughts: “The effort to expand the role
of information technology (IT) throughout
the nation’s healthcare system is one of the
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few truly bipartisan agendas in today’s
Congress. There is general agreement that
IT adoption will increase clinical quality,
patient safety and healthcare efficiency.
Over the next decade, federal and state
governments, as well as the private sector,
will be pouring significant funds towards
this effort—and psychology has a major
opportunity to contribute to and benefit
from this expansion. Effective IT systems
will require substantial compatibility
between the needs and capabilities of
provider and patient users and the system
design. This area of ergonomics is one in
which psychology has historically played a
major role. Similarly, the field of behavioral
health provides unique challenges regard-
ing issues of privacy and decisions regard-
ing the definition of relevant data. Again,
our discipline has much to offer here.
From my perspective on the Hill, it appears
that physicians are taking the lead in this
IT effort. It would be good to see the tide
change!” More non-physicians must pro-
vide leadership in this exciting arena.

Why is it that so many colleagues seem 
satisfied allowing medicine to control 
psychology’s professional destiny? In
November, the Congress sent to the
President for his consideration H.R. 3936,
the Veterans Health Programs
Improvement Act of 2004. Included in this
bill was Section 503 - Under Secretary For
Health. “Current law: Section 305(A)(2) of
Title 38, United States Code, requires that
the Under Secretary for Health be a ‘doctor
of medicine.’ House bill: Section 7 of H.R.
4231 would repeal the requirement that
VA’s Under Secretary for Health be a med-
ical doctor. Senate bill: The Senate Bills
contain no comparable provision.
Compromise agreement: Section 503 of the
Compromise Agreement follows the
House language.” When signed into pub-
lic law, psychology (and other health care
disciplines) will be eligible for appoint-
ment to the highest ranking “health care”
positions within each of the federal
Departments; i.e., serving as the Surgeons
General of the U.S. Public Health Service,

Army, Navy, Air Force, and now the VA.
We need to have senior non-physician col-
leagues considered for these high level pol-
icy making positions.

During my tenure as APA President, I
heard from colleagues across the nation
that they were experiencing unexpected
difficulties in becoming licensed in their
“new state of residence” during their semi-
retirement years. Licensure mobility was
also becoming increasingly significant for
new graduates. Questions regarding
mobility rank among the highest that come
into the Practice Directorate’s Department
of Legal and Regulatory Affairs. The
advent of technology (and specifically tele-
health) highlights the timeliness of our pro-
fession addressing licensure mobility. The
enactment of the Health Care Safety Net
Amendments of 2002 (admittedly, in a pre-
vious Congress) raised this issue to the
national level. “It is the sense of Congress
that... States should develop reciprocity
agreements so that a provider of services...
who is a licensed or otherwise authorized
health care provider under the law of 1 or
more States, and who, through telehealth
technology, consults with a licensed or oth-
erwise authorized health care provider in
another State, is exempt, with respect to
such consultation, from any State law of
the other State that prohibits such consul-
tation on the basis that the first health care
provider is not a licensed or authorized
health care provider under the law of that
State.” HHS received the authority to:
“make grants to State professional licens-
ing boards to carry out programs under
which such licensing boards of various
States cooperate to develop and implement
State policies that will reduce statutory and
regulatory barriers to telemedicine.” The
Omnibus Appropriations bill includes
Senate language for the Office of
Telehealth: “Physician licensure is fre-
quently identified as one of the most criti-
cal  barriers to the increased use of
telemedicine. There is a need to stimulate
cooperation and communication among
licensing authorities to address these
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issues and to facilitate multi-State practice,
ensure public safety and create an environ-
ment for advancing telehealth services. The
Committee has provided $1,000,000 above
the fiscal year 2004 level to support incentive
grants that would be used as authorized in
the Health Care Safety Net Act of 2002 to
develop and implement policies to reduce
barriers to telehealth services.”

It should not be difficult to appreciate that
the advances occurring in information
technology (IT) will have a very direct
impact upon psychological practice and

the underlying public policy question: Is it
in the public interest to have differing
licensing standards across state bound-
aries, especially when it is becoming
increasingly possible to obtain provider-
specific quality of care data, across patients
over time? And, for those who are just
beginning to explore the ramifications of
HIPAA (the Health Insurance Portability
and Accountability Act of 1996), we would
suggest that it is only a matter of time
before every practitioner must become
HIPAA compliant. The winds of change
are definitely here. Aloha.
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Take twenty five years of clinical and com-
munity practice and mix with a mid-career
excursion into the study of government.
Learn a new vocabulary to understand that
caucuses are meetings, sentiment is the
preferred reference to emotion, human
potential translates more or less into social
capital and leadership symbolizes the
courage to get something done.  In 2001 I
attended Harvard’s Kennedy School of
Government and brought home a master
of public education and a civic engagement
and child advocacy initiative (i.e. commu-
nity psychology project with political
goals) called the Cross-Generation
Emotional Literacy Project or CGEL.  The
purpose of the CGEL Project was to create
a program for the effective use of psycho-
logical knowledge in government.  CGEL
therefore integrated some of the best prac-
tices of psychology and strategies for vol-
unteer community service.  

The CGEL project began in Rochester, New
York during 2001.  We looked for a new
name to reduce confusion with all sorts of
medicinal advertisements and reading pro-
grams.  The name was changed in the fall,
2004 to The Generation Two Initiative:
Caring Adults Advocating for Children
(G2).  The initiative adheres to a positive
psychology model (Seligman &
Csikeszentmihalyi, 2000).  According to
Csikeszentmihalyi (Seligman et al.,2000),
the positive effects of insight, love, play
and education for individuals and groups
deserve further study and applications.
The Generation Two Initiative is an
“applied side” project.  The initiative
strives to strengthen children’s emotional
and social development and their commu-
nities. Generation Two dynamically links
the recruitment of senior citizen and young

adult volunteers (civic engagement), with
the psychological knowledge gained by the
volunteers during yearlong friendship
building meetings with children (intergen-
eration relationships) with direct commu-
nications to public policy officials (child
advocacy) about children’s education and
health needs. 

Generation Two has two goals.  To reach
the first goal requires that impartial adults
successfully forge intergeneration friend-
ships with children.  Based on the estab-
lishment of empathic relationships, volun-
teers can emotionally and socially compli-
ment the efforts of parents and teachers.
The second goal gives attention to the com-
munity in which children and their fami-
lies live.  Generation Two believes grass-
roots child advocacy can grow from emo-
tional mentoring.  When volunteers who
listen to children also communicate with
public policy makers, stronger and more
positive community relations are possible.
Volunteers may develop a unique and
practical message for public officials whose
work often is at great emotional and social
distance from their constituents.

CIVIC ENGAGEMENT

Generation Two recruits senior citizens
(our most experienced voters) and college
students (the youngest voters).  These seg-
ments of the population are selected
because they are often prone to disengage-
ment due to age.  Robert Putnam’s (2001)
research depicts how uninvolved citizens
remain underused capital or untapped
human resources that should be available
for community building.  Both the wisdom
of the seniors and idealism of the college
students support Putnam’s (2003) opti-
mism about the good use of social capital

FEATURE

Adventures of a Psychotherapist:
Community Building with a Therapeutic Agenda
Bruce M. Gilberg, Ph.D., M.P.A.
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to bring communities together.  The identi-
fication and effective use of social capital
relies on building partnerships with senior
citizen groups, religious organizations,
local colleges and social service clubs.  The
volunteer recruitment process involves vis-
its to the local organizations for informa-
tion meetings. We discuss the value of
bringing people with different abilities and
knowledge together, a potent blend of
innocence and wisdom. The selection
process involves individual interviews
with the candidates at the school sites,
security checks and in-service training.
Qualified volunteers typically live in the
urban or suburban school district where
they participate. 

INTERGENERATION RELATIONSHIPS

Children in the first grade are chosen
because they face the challenges of more
work than play for the first time in their
school career.  During this critical learning
phase they are away from home more than
ever. It is beneficial that the children receive
specialized emotionally–based experiences
that support the relaxation and alertness
necessary for social and academic learning
at school. The friendships are meant to
strengthen and advance the emotional and
social skills that children need (emotional lit-
eracy) to prosper inside and outside the
school environment.  Cohen’s (2004) work
suggests this type social support may have
positive effects on children’s physical health
as well.  Furthermore, our youngest and
senior generations are often strangers to
each other.  Generation Two helps bridge
this relationship gap. Cohen (2004) reports
that a broad range of social relationship
(social networks) may buffer both the chil-
dren and adult friends from the negative
effects of stress.

Generation Two friendships evolve from
the application of basic play psychothera-
py and communication techniques.  Since
it has been made clear that the purpose of
the relationships is not to treat mental ill-
ness the rules for engagement are quite dif-
ferent than the traditional clinical model.

For example, Generation Two adheres to a
transparent and inclusive process.  Instead
of a consulting room, all meetings with
children are held in a public space at the
schools.  There is no need for confidentiali-
ty.  Parents, teachers and other visitors pass
through the cafeteria or library or hallway
and quietly observe.  The Generation Two
program does not use screening instru-
ments that target at risk children.  This is a
universal program where all children in a
classroom receive parent permission to
participate.  There are no stigmas attached
to leaving the classroom. The children are
invited to weekly play and conversation
meetings.  The volunteer friends meet with
the same three or four children throughout
the year and form relaxing and supportive
relationships. Children choose or initiate
the direction and themes of the transac-
tions.  An assortment of play activities and
toys are available in small suitcases on
wheels.  The volunteers empathically nur-
ture the children’s attempts to identify and
communicate their thoughts and feelings
through encouragement, praise and sug-
gestion. Small group academic activities
are scheduled for the children who remain
in the classroom.  Teachers often invite the
volunteers into the classroom during spe-
cial events, particularly holiday celebra-
tions and plays.

VOLUNTEER TRAINING

There is evidence that non-professional
adults can effectively learn basic child-cen-
tered psychotherapy skills that result in
emotionally supportive relationships with
children (Cowen, Trost, & Izzo, 1976).  The
Generation Two program strictly adheres
to a child-centered rather than curriculum-
based approach.  The program teaches spe-
cific therapeutic techniques that adhere to
Carl Roger’s client-centered (1951) com-
munication approach as well as Virginia
Axline’s (1947) reliable play therapy tech-
niques.  Mental health professionals pre-
sent in-service programs about the uses of
empathy, acceptance, listening, open ques-
tions, play and self-disclosure. Often the
senior volunteers consider these methods
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the outgrowth of common sense.  An in-
service program entitled: The Art of
Friendship Building Across Generations is
presented prior to meetings with the chil-
dren. In-service training and support con-
tinues throughout the year.  There are once
per month programs.  The topics include:
the meaning and uses of play (Schaefer,
1979; Gilberg, 1999), Erikson’s (1979) psy-
cho-social stages of development, how
children think (Piaget, 1962) and a work-
shop regarding how to say good-bye at the
end of the year.  There are 30 minute super-
vision groups every week and the volun-
teers keep journals that describe the evolv-
ing friendships. The in-service programs
also include twice per year “parent-volun-
teer dialogues” that provide opportunities
for parents to discuss their observation and
ask questions.  Parents and teachers are
invited to all in-service programs and they
can read the journals.  

CHILD ADVOCACY

Generation Two child advocacy work
requires that volunteers speak to policy
makers through direct democratic means.
It is not unusual that adults who work
closely with children or who are raising
them find education public policy incom-
prehensible or interfering. For example,
The Leave No Child Behind mandates often
place unnecessary burdens on local school
district budgets. The reliance on “high
stakes” standardized testing may distort
the learning process for children as young
as fourth grade. A Generation Two child
advocacy committee researches how the
implementation of national policy effects
local education. The advocacy committee
informs the volunteers about policy issues
on a regular basis. Our volunteer friends
consider what they learn from the children
and their advocacy committee. They
choose when and where to speak out.
They may engage in letter writing cam-
paigns, petition drives, public speaking
engagements and voting in order to com-
municate about education policies that hin-
der or benefit children and their families.
The goal is to create a good fit between

local need and state or national policies, a
systems level mutually empathic relation-
ship. The volunteers work themselves and
mobilize their peers to form an advocacy
network that reflects the best use of social
capital on behalf of children.

COMMUNITY BUILDING WITH A
THERAPEUTIC AGENDA

My experience as a psychologist, student
of government, and community organizer
tells me that many people from different
walks-of-life share aspirations and goals
that may improve the lives of their fellow
citizens.  Unfortunately they do not have
the time or inclination to create bridges
across professional expertise, religious per-
suasion or economic class.  Each group’s
territory appears embedded in and protect-
ed by a language of specialization that is
difficult to decipher. Misunderstanding
may alienate one group from another.  Our
own American Psychological Association
learned how the United States Congress
could misinterpret and harshly react to
research regarding the limited longitudinal
effects of sexual abuse on an individual’s
development by Rind, Tromovitch, and
Bauserman (1998).  When our national leg-
islators identified the data as immoral sup-
port for adult- child sexual relations, APA
significantly bolstered its efforts  to proac-
tively bring scientific knowledge to policy
makers.  George Albee (2002) wrote about
the difficulties of working in the three
worlds of politics, the media and acade-
mics.  He stated that there should be dis-
tinct boundaries and identities for these
disciplines, yet communication must be
improved. In the same American
Psychologist Special Issue about psycholo-
gy and government, Bennet Bertenthal
(2002) called for continued community
outreach that educates the public and com-
municates to government.  

The Generation Two Initiative responds to
Berenthal’s (2002) “Challenges and
Opportunities in Psychological Science.”
Psychology practice and community ser-
vice run along an advocacy continuum.
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The child’s psychotherapist always advo-
cates for the mental health of the client.  The
therapist turned consultant, regularly relies
on empirically based principles of therapy
when visiting schools to improve the class-
room environment for an emotionally vul-
nerable child. When volunteers learn about
this  therapeutic sequence of events they
develop a coherent perspective for effective
advocacy work. Volunteers convert knowl-
edge gained from implementing basic prin-
ciples of child psychotherapy into wide
ranging advocacy activities that inform the
public, both the volunteers and public offi-
cials, about children’s emotional and learn-
ing needs.  Volunteers advocate by moving
from a child-centered or “bottom up” per-
spective rather than from the “top down”
in the political system.  Perhaps the thera-
peutic process is inherently a breeding
ground for understanding principles of
children’s rights.   

RESULTS: INTERGENERATION
FRIENDSHIP BUILDING

The most unpredictable aspect of the initia-
tive proved to be the recruitment compo-
nent.  The relationship building process is
occasionally destabilized by personal ill-
ness, illness of a family member or travel
commitments. Research during the first
two years included pre- and post-year
questionnaires to assess the value of the
initiative.  The   data suggested that chil-
dren and volunteers prospered from the
weekly experiences.  Children in both the
urban and suburban school sites regularly
exhibited relaxed, cooperative and joyful
behavior during their meetings.  The obser-
vations of teachers, volunteers and school
administrators were consistent about the
children’s enthusiasm. A commonplace
anecdotal result was that the children
talked about their “friends” throughout the
week.  Furthermore, while 30 of 36 parents
gave their permission during the first year,
120 out of 130 kindergarten families from
the pilot school requested that their child
participate the next year.  A documentary
(in production) will provide additional
qualitative data about the process of

friendship building across demographics.
Empirical evaluations began in the fall,
2004 in order to assess whether the emo-
tional and social mentoring would posi-
tively affect classroom behavior and
achievement.  Many participants question
whether Generation Two needs to have a
direct impact on academic achievement. 

RESULTS: CHILD ADVOCACY

Most volunteers participate in child advo-
cacy efforts.  During the first year volun-
teers went on a petition drive to support
their suburban superintendent of schools.
Senior citizens collected signatures on peti-
tions that advocated for responsible financ-
ing for the children’s schools.  The chancel-
lor of the New York Education Department
had threatened to fire the superintendent
and school board for not submitting a bud-
get on time.  Generation Two supported
the superintendent’s refusal since the New
York State Legislature could not pass a
state budget.  Last year the child advocates
protested the closing of a vital neighbor-
hood city school through a letter writing
campaign and pubic speaking at a school
board meeting.  This year there is work to
bring the suburban and urban volunteers
together who will oppose the closing of
several city schools.  The central adminis-
tration rational includes financial problems
and a declining student population.
Generation Two volunteers take the posi-
tion that a decreasing population marks a
window of opportunity for the creation of
smaller schools within multiple use facili-
ties.  Advocacy has begun through a
December 2004 Generation Two confer-
ence, contact with the city school adminis-
tration and submission of an op-ed article
to the local newspaper.

Anecdotal reports from the discussion
group leaders suggest that when the vol-
unteers learn more about the children their
interest and concern about each child’s
classroom and home life increases.  During
the recent Friends and Volunteer
Conference the volunteers expressed
appreciation for their personal gains.  The
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discussion focused on how positive rela-
tionships superceded racial prejudice, reli-
gious difference, and economic class. 

CONCLUSION

Generation Two volunteers advocate for
the first grade child’s emotional and social
competence. The initiative borrows from
the most reliable child psychotherapy com-
munication skills to support intergenera-
tional friendships.An outgrowth of the
friendships is child advocacy.  Generation
Two empowers the youngest generation
through an advocacy network across
demographics.  Next year Generation Two
will move to a rural community where
high school students volunteer as the chil-
dren’s friends and advocates.  The imple-
mentation of the Generation Two Initiative
will have completed its first therapeutic
journey across demographics.    
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DIVISION 29 MEMBER•  MENTOR SURVEY

The Division of Psychotherapy student membership committee is creating a web-based,
members only mentor-protégé database. The goal of this database is to allow students and
early career psychologists to contact professional members of Division 29 to ask advice,
receive guidance, and secure encouragement as they develop into professional members of
Division 29. 

ABOUT YOU:

Name: ____________________________________________  Gender: __________________

Ethnicity: ____________________  Email: __________________________________________

Tel: __________________________________  Fax: ___________________________________

The county and state you are located in: __________________________________________ 

Academic degree held: _________________________________________________________

Year you graduated with your degree: ____________________________________________

WOULD YOU BE WILLING TO MENTOR A DIVISION 29 STUDENT MEMBER?
���� YES    or   ���� NO

If YES, please describe the capacity in which you would be willing to get involved and
the time commitment you envision being able to offer:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

WHERE YOU ARE EMPLOYED:  Check ALL that apply

���� 1. Private Practice ���� 5. A Military Setting
���� 2. A Medical Center ���� 6. Public Service
���� 3. An Academic Institution ���� 7. Other: _____________________________________
���� 4. A Business Setting _____________________________________

Please provide a brief description of your job (types of people you provide services to,
your theoretical orientation, the out-of-pocket fee you charge for services, the courses
you teach, the people from other disciplines that you work with etc.):

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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ARE YOU ACTIVELY INVOLVED IN RESEARCH OR OTHER SCHOLARLY 
ACTIVITIES?    ���� YES    or   ���� NO

If YES, please provide a brief description of your research interests or scholarly activities
(goals of your research, type of participant, opportunities for student participation etc.):

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

WHAT WOULD YOU CONSIDER TO BE YOUR AREA OF EXPERTISE IN ACADE-
MIA, RESEARCH, PRACTICE OR TRAINING?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

DO YOU SUPERVISE STUDENTS IN ANY CAPACITY?    ���� YES    or   ���� NO

If YES, please provide a brief description of the capacity in which you supervise students:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

ANY OTHER INFORMATION YOU WOULD LIKE TO SHARE WITH US:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

On behalf of the Division 29 Student Membership Committee, I would like to thank you
for your time and cooperation.
Sincerely,
Anna McCarthy
Graduate Student Liaison
Division 29, APA
annamuck@hotmail.com

After completing the survey please return your response to:
Ms. Tracey Martin

Division of Psychotherapy
6557 East Riverdale

Mesa, AZ 85215
Fax: (480) 854 8966

Email: Assnmgmt1@cox.net
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