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In this update the Academy of Clini-
cal Psychology’s (ACPP) current 
status and goals for 2021-2022 are 
reviewed in light of the actions of 
the Board of Directors (BOD) and 
the AACPP committees. The AACP 
currently has the following BOD 
members: Drs. Gerardo Rodriguez-
Menendez, President; Larry Beutler, 
Vice President; Mary Ann Norfleet, 
Treasurer; Donna Ferguson, Secre-
tary (outgoing); Joanne Babich, 
Member at Large; Nicholas Grant, 
Member at Large; and Alan Von 
Kleiss, Member at Large. At its last 
meeting of July 17th, the AACP 
BOD unanimously approved the for-
mation of two new committees: 
1. The Clinical Psychopharmacolo-
gy Committee 
2. The Diversity Committee 
 
The rationale for the formation of a 
Clinical Psychopharmacology Com-
mittee is not new to the AACP BOD 
as our own Mary Ann Norfleet 
(2002) debated the RxP (Prescriptive 
Authority Movement for Psycholo-
gists) in the Journal of Clinical Psy-
chology. Rather, numerous studies 
have identified that there is a mental 
health crisis in the United States 
(US), and in particular, there is a 
critical need for pharmacotherapy. 
Moreover, the COVID-19 pandemic 
has served to heighten health care 

disparities in the US. Long-standing 
inequities in health care due to soci-
oeconomic depravation and systemic 
racism, impact health care access 
and utilization, increase rates of 
medical conditions, and shorten life 
expectancy, all of which are factors 
that escalate risk for COVID-19 ex-
posure, illness, and mortality 
(SAMSHA, 2020). Since June 12, 
2020, age-adjusted hospitalization 
rates in the US are highest among 
non-Hispanic American Indian/
Alaska Natives and non-Hispanic 
blacks, followed by Hispanics/
Latins, with rates between four and 
five times that of non-Hispanic 
whites (CDC, 2020). Data also sug-
gest the homeless experience higher 
infection and hospitalization rates 
(Mosites et al., 2020). Furthermore, 
the resulting social isolation has led 
to increases of domestic violence, 
child abuse, and negative impacts to 
adolescents and older adults, as these 
groups are already at risk for depres-
sion or suicidal ideation (Galea et 
al., 2020). 
 
Prior to the COVID-19 pandemic, 
there was a shortage of qualified 
professionals to meet the mental 
health care needs in the United 
States—in particular, psychiatric ser-
vices—resulting in the need to re-
cruit foreign physicians to the US to 
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meet the needs of over 300 million persons, 
with 40% of the workforce practicing in ex-
clusive cash-only private practices, the second 
highest among medical specialties after der-
matologists (National Council for Behavioral 
Health, March 28, 2017). The U.S. Depart-
ment of Health and Human Services (2018) 
estimated that approximately 114 million 
Americans reside in mental health shortage 
areas. Nationally, about 60% of all counties, 
including 80% of all rural counties, do not 
have a psychiatrist and 40% of persons need-
ing mental health care services go untreated 
(The New American Economy Healthcare 
Report, 2017). Despite the passage of the 
Mental Health Parity and Addictions Equity 
Act of 2008, nearly half of the 60 million 
adults and youth living with mental illness in 
the US go without any treatment (National 
Alliance on Mental Illness, 2017). The net 
effect is that predominantly the affluent can 
obtain pharmacotherapy in a time efficient 
manner, whereas patients from underrepre-
sented sectors must wait weeks and months 
for appointment to receive needed medica-
tions. Additional threats to the practice of 
clinical psychology at the doctoral level in-
clude recent actions by the American Psycho-
logical Association’s (APA) Commission on 
Accreditation’s (CoA) approval of accrediting 
programs at the master’s level, potentially 
blurring the distinction between doctoral and 
master level practitioners. Case in point, in 
Texas, Licensed Professional Associates 
(LPAs) a group comprised by master level 
practitioners, threatened to bring litigation 
against the Texas Board of Psychology. To-
day, LPAs can practice independently and 
conduct psychological assessment and evalua-
tions without a licensed psychologist’s super-
vision. 
 
Most recently in August 2020, the APA 
Council of Representatives (COR) approved 
the application of the American Society for 

the Advancement of Pharmacotherapy, Division 
55, recognizing clinical psychopharmacology as a 
specialty area, following a review by the Commis-
sion for the Recognition of Specialties and Profi-
ciencies in Professional Psychology (CRSPPP). 
Therefore, clinical psychopharmacology is now 
an APA recognized specialty area. Given the soci-
etal need, threats to the field of clinical psycholo-
gy, and the recognition of clinical psychopharma-
cology as a specialty area, the BOD opines that 
clinical psychopharmacology represents an expan-
sion of practice for clinical and other health ser-
vice psychologists. Moreover, with the expansion 
of interstate rates afforded through the Psycholo-
gy Interjurisdictional Compact (PSYPACT) psy-
chologists can prescribe across state lines in par-
ticipating states. For example, in the state of Illi-
nois, by recently enacted state law, prescribing 
psychologists can prescribe using telehealth.  
 
Similarly, the AACP BOD opined that following 
the social unrest stemming from the murder of 
George Floyd and other African Americans, and 
particularly given the US historical antecedents of 
race, power, privilege, prejudice and oppression, 
the Board opined that the AACP should have a 
committee dedicated to diversity. Hence, the Di-
versity Committee has been so named to represent 
two distinct elements of diversity: individual 
(gender, age, LGBTQ+, disability, etc.) and cul-
tural diversity. The Diversity Committee will 
meet on a bimonthly basis and has the following 
aims: 
 
1.Attract and retain underrepresented demograph-
ic sectors within the AACP for membership; and 
2.Promote the development of multicultural com-
petencies, and competencies for individual diver-
sity within the Academy; and 
3.Incorporation of diversity research and looking 
at the science behind race, ethnicity, and individu-
al diversity. 
 
 
Given the mission of the Diversity Committee, it  



 

would be important to add advocating for the 
needs of unrepresented sectors who frequently ex-
perience health care disparities, thereby com-
pounding their difficulties to access mental health 
care services. In 2013, there were 45,580 actively 
practicing psychiatrists in the US to meet the 
needs of over 300 million persons, with at least 
40% of the workforce practicing in exclusive fee 
for service private practices, accounting for the 
second highest cash-only practice rate among 
medical specialties after dermatologists (National 
Council for Behavioral Health, March 28, 2017). 
Moreover, given the impacts of institutionalized 
racism that have been a central part of US history 
over the past several hundred years, it is of vital 
importance to add that as a profession, it behooves 
us to adopt the science-based model of race, and 
that to combat racism, the best approach is 
through education and advocacy. 
 
Attract and Retain Professionals from Un-
derrepresented Demographic Sectors 
 
Based on the AACP Membership Survey that was 
circulated in 2019, it was found that the associa-
tion is lacking membership based on gender, age, 
and racial/ethnic groups. For example, whereas 
females comprise 50.8% of the US population (US 
Census Bureau, 2019), and a 77.64% of students 
in HSP accredited doctoral programs (CoA, 2020), 
females only comprise 22.05% of membership in 
the AACP.  Similarly, our membership survey re-
vealed that we had more members among over the 
age of 65, then we had early career psychologists. 
Racial and ethnic underrepresented sectors includ-
ed African American, Asian, and Hispanic/Latin 
representation. Hispanics/Latins and African 
Americans and Asians account for approximately 
32% of the US population (US Census Bureau, 
2019). Asians account for 5.9% of the US popula-
tion, but only 0.79% of AACP members. Minori-
ties now comprise 39.9% of the US population 
(US Census Bureau, 2019). In contrast, racial/
ethnic groups in the AACP account for less than 
8% of academy members. Therefore, the AACP 
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BOD concludes that if we wish for our society to 
have access to health care services, then we must 
be culturally inclusive as an association and as ex-
emplified in our membership. 
 
Emphasis on Developing Multicultural and In-
dividual Diversity Competencies 
 
Multicultural and individual diversity competen-
cies seek to promote the successful application of 
multicultural and culture specific abilities in hu-
man interactions in three broad cultural domains: 
(a) awareness; (b) knowledge; and (c) skills. Spe-
cifically, multicultural awareness entails the objec-
tive perception of one’s behavior, and that of oth-
ers, within a cultural context of circumstances. Ex-
amples include: (a) having an accurate awareness 
of oneself as a cultural being, and an awareness of 
one’s own cultural values and biases; (b) being 
aware of how worldview and cultural backgrounds 
influence human interactions and may promote 
stereotypes; and (c) being aware of one’s limits of 
competency and expertise (i.e., knowing when to 
refer a patient or client of a different culture to a 
practitioner with greater expertise). 
 
Multicultural knowledge refers to acquiring factual 
information about specific cultures. Examples of 
multicultural knowledge competencies include: (a) 
being knowledgeable of one’s racial and cultural 
heritage; (b) acquiring culture-specific knowledge 
about the racial and cultural heritage of the social 
groups one is providing clinical services for; (c) 
understanding the impact of racism, discrimina-
tion, oppression, power, and privilege on various 
social groups; (d) knowledge of the legal and ethi-
cal aspects of multiculturalism (e.g.,  Title VII of 
the Civil Rights Act of 1964, Health Insurance 
Portability and Accountability Act of 1996 
[HIPAA], the APA Guidelines for Providers of 
Psychological Services to Ethnic, Linguistic, and 
Culturally Diverse Populations, among others); 
and (e) being knowledgeable about clinical re-
sources and guidelines pertaining to the treatment 
of mental disorders in diverse populations. As an 
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example, many practitioners are not aware 

that the DSM-5 is published in a variety of 

languages. Therefore, practitioners providing 

services to multicultural populations (or su-

pervising students providing services to such 

groups) should be familiar with available di-

agnostic, assessment, and treatment resources 

for these groups. Moreover, .it is incumbent 

for practitioners to learn and use the correct 

professional terminology (i.e., psychological 

jargon in a given language) when providing 

psychological services to non-English speak-

ers. 

  

Finally, multicultural skills refer to the suc-

cessful application of multicultural competen-

cies in human cross-cultural interactions. Spe-

cific multicultural skills entail: (a) seeking out 

educational, and life experiences to improve 

one’s understanding and effectiveness in fos-

tering positive interactions with persons of 

different cultural backgrounds; (b) actively 

seeking consultation from diverse groups 

served; (c) respecting the language preference 

of one’s client and ensuring that accurate 

translations occur as needed; (d) examining 

traditional psychological practices for their 

cultural appropriateness; (e) modeling behav-

ior that promotes the principles of tolerance, 

inclusion and pluralism: and (f) finding ways 

to engage in public advocacy to dismantle so-

cial obstacles as part of one’s professional 

responsibilities. 

  

Tie-In with Research 

  

We understand the importance of following 

the science to prevent the spread of infection 

as a result of the COVID-19 pandemic. Simi-

larly, with race and ethnicity, we should fol-

low the science. Hence professional psycholo-

gy would do well to adopt a science-based 

model of race, as opposed to a sociocultural mod-

el. The latter has generally prevailed in profes-

sional psychology. The weakness of the sociocul-

tural model include that it is an arbitrary and ar-

chaic model and that it is largely based on classi-

fying humans according to their phenotypical 

characteristics. As such, the sociocultural model 

was used to justify the existence of slavery based 

on these differences, and hence, the model is asso-

ciated with oppression, power, and privilege. 

Apart from promoting stereotypes, the sociocul-

tural model is historically inconsistent, uses the 

language of laypersons, and promotes high ex-

pressed emotion. In contrast, the science-based 

model of race is objective and verifiable. It focus-

es on genetic similarities, is historically accurate, 

and fosters the use of the language of science. Fi-

nally, a scientific model of race promotes reason-

ing and understanding. To facilitate this effort, the 

Diversity Committee will seek to disseminate 

high-quality, evidence-based research related to 

mental health care disparities, the causes of men-

tal illness, and effective approaches for treat-

ments. 

  

In closing, it is evident that the world is getting 

smaller and that the acquisition of multicultural 

competencies will become a key life skill in the 

21st Century. Therefore, the Diversity Committee 

will seek to provide the AACP with: (a) a body of 

recommended clinical resources and guidelines 

for providing psychopharmacology consultations 

and treatment to diverse populations; (b) dissemi-

nate this information among psychologists at the 

state and national level; and (c) place an emphasis 

on skills or competency development. 
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In order to make a couple of vital points, I 
am going to make some sweeping generali-
zations—so I apologize to all those great 
Americans who handled the return of their 
loved ones with patience, skill and care.  I 
also want to assure you that my observations 
are based on contact with a huge number of 
combat and trauma survivors including those 
from every war including and since the na-
tional ordeal that was World War II.  Here 
are the generalizations: 
 
1. After World War II, Americans wanted 
America to return to normalcy.  They want-
ed prosperity and life as good or better than 
it had been before the war.  Recall that, un-
like subsequent wars, virtually every Ameri-
can had been directly affected and involved 
in the war effort through loss of friends or 
loved ones, rationing, recycling, purchasing 
war bonds and performing voluntary service.  
It was not that the returning soldiers did not 
talk about their experiences, it was that when 
they began to talk, they got the very strong 
message from family and friends to “get 
back to normal.”  In public and private, oth-
ers did not want to hear about the realities of 
their heroic and often terrible ordeal.  All 
war is hell and America did not really want 
to hear about what it took to get the job 
done. 
 
2. During and after Viet Nam, the public dis-
liked the war and did not see its purpose.  
Those who fought the war were treated as if 
they had done something wrong and they 
were shunned, mistreated and sometimes 
vilified.  Again, the message from the public 

My uncle served in the famed 10th Mountain 
Division in World War II.  Growing up, I was 
aware that he had been wounded (a bullet or 
shrapnel had torn apart his right ear).  He was 
back in combat in a few weeks.  He told me only 
one story about his war experience and I now 
regret that I had not asked him to tell me more.  
His squad was clearing farmhouses near the end 
of the war.  This was very dangerous work.  
While on patrol, a sniper shot and killed one of 
two brothers serving on his team.  The squad cir-
cled around and captured the sniper, a young 
German boy of approximately 14 years of age.  
An officer took the boy behind a barn and shot 
him.  This was traumatic for my uncle and prob-
ably for every soldier present. 
 
When my uncle returned from the war, he reunit-
ed with his family (my mother was his only sib-
ling—just a year younger).  My uncle talked 
through the night as the family listened.  Howev-
er, my grandfather concluded that there was 
something mentally wrong with him, deceived 
him into seeing a psychiatrist, and the result was 
that my uncle was given a series of electrocon-
vulsive shock treatments. 
 
As an active-duty military psychologist, I treated 
many service members for their reactions to the 
traumatic and life altering events that so fre-
quently result from exposure to war.  Often, 
these warriors will remark that they don’t talk 
about these experiences or tell me that I am one 
of the few whom they have told.  I ask them 
why.  They tell me that others don’t understand.   
I asked one man, suffering from anxiety, flash-
backs, and nightmares whether he has discussed 
his experiences with his wife.  He said “no.”  I 
asked why.  He says, “she doesn’t understand.” 

A Contract Between Military and Civilian 
 

Bryce Lefever PhD. ABPP 
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help us to understand.  In this way, they can 
be fully appreciated. 
 
 
[The photograph below is of Dr. Lefever de-
ployed to Afghanistan in 2002.] 
 

 

 

 

 

was “I don’t want to hear about your experienc-
es.” 
3. In other wars, there are probably mixtures of 
these two messages, but they have too often been 
received as “I don’t want to hear about it—can 
you get back to a normal life, a normal marriage, 
and be a normal person?” 
 
Americans have willingly gone to war and expe-
rienced hardships, pain, death, physical and psy-
chological trauma, loss, and the guilt that comes 
with surviving.  In war, strengths and weakness-
es that make us human are exposed. And, in the 
midst of all of this, these humans have accom-
plished great things under terrible circumstances 
on our behalf and in defense of America and 
freedom.  These Americans will tell us that they 
are not heroes, but they are. 
 
Clearly, we don’t want them to suffer any more 
than necessary and we don’t want their suffering 
to last a lifetime—in silence no less.  But what 
can we do about it?  We can do a lot.  First, one 
of the largest and most unaccounted factors or 
causes of chronic trauma reactions or PTSD is 
that the warrior feels unappreciated for what he 
has endured and for what he has done.  The first 
remedy is for us to frequently show our apprecia-
tion by telling him that we will never let him for-
get how aware we are of his sacrifice. The sec-
ond remedy is similar.  It is to show warriors 
how much we care by making every effort to lis-
ten to them and to ask that they share with us 
their experiences. 
 
This is the contract between the receiving public 
and the returning warrior: “Please tell me what 
you did, and I will listen.  I will listen for as long 
as you want to talk and as many times as you 
want to tell me. You are a hero, and I cannot im-
agine what you have endured.  I will never stop 
listening to you and I will never cease in my ef-
fort to understand.” In this way, our brave Amer-
ican warriors can be accepted.  In this way, they 
can help us to understand.  In this way, they can 



Page 7 BULLETIN OF THE AMERICAN ACADEMY OF CLINICAL PSYCHOLOGY 

Clinical Training and Covid-19 
 

 
 

time to the institution. 
 
However, graduate training in clinical psy-
chology is governed by the American Psy-
chological Association (APA) Commission 
on Accreditation (CoA), which is recognized 
as the primary accrediting body in the Unit-
ed States by both the U.S. Department of 
Education and Council of Higher Education 
Accreditation. The Standards of Accredita-
tion (SoA) in Health Service Psychology 
provide specific guidelines that accredited 
clinical psychology programs are mandated 
to follow (APA, 2015). A doctoral education 
delivered substantially or completely online 
is not compatible with the SoA (see Imple-
menting Regulation C-11 D). Fortunately, 
the CoA announced permission for virtual 
teaching until July 1 (that timeline has now 
been extended). 
 
SoA Implementing Regulation (IR) C-10 D 
specifies the importance of ‘identifying’ the 
student, yet in the virtual world it is possible 
to remain anonymous or manipulate one’s 
identity.  It thus becomes important for in-
structors to ensure that students are complet-
ing their assessments and assignments on 
their own. While some programs may have 
used the virtual format in the past and have 
documented guidelines related to student 
privacy and identifying students in a virtual 
environment, other programs may have sud-
denly switched to this format based on the 

In March 2020, the federal government issued 
stay-at-home orders due to the COVID-19 pan-
demic. This once-in-a-century pandemic forced 
U.S. educational institutions to adhere to federal 
lockdown and shelter-place orders.  Higher edu-
cation institutions began to teach remotely, and 
many practicum and internship sites shut down. 
Not surprisingly, these severely affected stu-
dents’ ability to deliver face-to-face therapeutic 
services and to participate in in-vivo classroom 
activities, presenting major problems for the long
-term consequences of practical training in clini-
cal psychology.  In this brief paper we discuss 
some of the challenges of the COVID-19 pan-
demic on the practical training of students in 
clinical psychology programs in the United 
States, and the strategies that programs initiated 
to overcome them. 
 
Virtual Instruction 
 
Educators quickly found solutions to the chal-
lenge of providing students with continued edu-
cation as seamlessly as possible using technolo-
gy platforms such as Google Classroom, Zoom, 
and WebEx.  Some of these virtual and techno-
logical platforms were free and others had exten-
sive cost but appeared to be the most plausible 
solution to transitioning and offering classes via 
remote instruction. Didactic aspects of training 
have historically been widely and efficiently of-
fered virtually in higher education (Seaman et 
al., 2018); additionally, the online format of edu-
cation is convenient and reduces excessive travel 

Clinical Training in PsyD programs during the COVID-
19 pandemic: Challenges and Implications   

 
Priscilla Dass-Brailsford, EdD MPH*, Linda J. Baum, PhD, Michelle S. Schultz, 

PsyD, and 
Amy L. Young PsyD, MSEd, HSP 

 
                     *Corresponding Author: 1015 15th St. NW #400, Washington DC,  
                                          pbrailsford@thechicagoschool.edu  
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the test informally, just prior to the start of 
an assessment training practicum. 
 
Even though it is unlikely that one semester 
or evaluation period without direct observa-
tion would have a major impact on a stu-
dent’s clinical training, it is important that 
adjustments to the evaluation process of stu-
dent training are well documented. It is also 
imperative that academic programs offer 
sufficient and additional opportunities for 
the observation of student performance, so 
that training programs are confident of the 
clinical competence of their students.  
Socialization, peer interaction, and faculty 
role modeling that require face-to-face inter-
action are some areas compromised by virtu-
al teaching . Virtually mediated communica-
tion does not allow for nuances of non-
verbal communication or engagement in 
multiple conversations in a group context. 
To foster socialization under pandemic con-
ditions, some programs have organized vir-
tual opportunities for students, staff, and fac-
ulty to engage outside of the classroom. For 
example, programs have organized virtual 
cafes or coffee hours, happy hours, and drop
-in lounges conducted through video-
conferencing platforms, virtual work groups, 
and social discussions via video sharing on 
mediums such as flipgrid (e.g., sharing short 
videos on holiday traditions). These endeav-
ors have required the investment of time, 
resources, and planning. 
 
Tele-supervision 
 
Tele-supervision is another virtual learning 
opportunity that is constrained by the SoA 
(see IR C-13). Many training programs that 
did not have a tele-supervision policy prior 
to the pandemic, needed to quickly pivot to-
wards this format. Faculty had to be proac-
tive in documenting how student training 

demands of the pandemic. For the latter, it is 
critical to continuously document how the pro-
gram adhered to IR C-10 D. Examples include 
the security of technology systems used, as well 
as policies regarding their use such as requiring 
students to use their cameras during class lec-
tures and/or virtually administered exams. 
 
It was further critical to follow CoA guidelines 
which require the evaluation of trainees’ compe-
tence in each required profession-wide compe-
tency as an integral part of the curriculum. The 
assessment of many clinical competencies, eval-
uations are partly based direct observations 
(APA, 2015). Thus the direct observation of stu-
dent competencies became a complex issue since 
the restrictions of the COVID-19 pandemic com-
plicated the implementation. Moreover, some 
practicum sites switched to a fully virtual format 
within a short frame of time, which did not allow 
sufficient time to develop a structured frame-
work and policies for the direct observation of 
student trainees. 
 
A specific area of student training that was most 
affected by the observation imperative was psy-
chological assessment. In-person observation of 
student administration of several assessment 
tests (intelligence, personality, and other perfor-
mance-based tests) is required in graduate train-
ing; unfortunately, the pandemic conditions did 
not allow this to occur. In addition, students 
could not practice administration, due to pan-
demic social distancing regulations. To manage 
this challenge programs adopted a variety of 
strategies. Some chose to revise and restructure 
the academic curriculum so that assessment 
courses that required direct observation 
(primarily cognitive assessment) occurred later 
in the course sequence when pandemic re-
strictions were lifted and in-person administra-
tion became possible. Others chose to delay 
teaching practical elements of intelligence test 
administration and training, requiring students to 
demonstrate competency in the administration of 
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the COVID-19 pandemic will motivate some 
training sites to continue with this modality 
in non-pandemic times, given that research 
has demonstrated the benefits of tele-
supervision (Inman, Soheilian, & Luu., 
2019; Jordan & Shearer, 2019).  It is there-
fore important that student coursework fo-
cuses on telehealth models of service deliv-
ery in the future, especially for programs 
with training clinics. However, offering as-
sessment services in the virtual context re-
mains a major challenge. Some guidance 
regarding the adaptation of assessment into 
the virtual format was provided by the Soci-
ety of Personality Assessment with the cave-
at that not all assessments can be validly ad-
ministered virtually. 
 
Embracing the benefits of tele-health ap-
proaches to instruction will keep campus 
training clinics competitive with community 
agencies. It will give clients from more di-
verse backgrounds options to receive ser-
vices at campus clinics and play a role in 
dismantling stigma associated with receiving 
mental health services for many disenfran-
chised communities (Bell et al., 2020). 
 
Socioeconomic Status Considerations 
 
Access to technology has been essential to 
maintain academic performance and com-
munication when shelter-in-place orders 
were instituted. Students with financial hard-
ships may have been unable to purchase 
needed computer hardware or access internet 
connectivity, preventing them from fully en-
gaging with the educational process. In some 
cases, the whole family shared one comput-
er, which quickly evolved into family crises 
as well as a major educational stressor for 
doctoral students. 
 
Students with economic hardship may have  
 

experiences changed due to the pandemic. If this 
format continues in the future developing clear 
tele-supervision policies is important. Practicum 
site supervisors must be trained and have full 
awareness of the limitations that tele-health poli-
cies may have on student training experience so 
that they can make adaptations accordingly. The 
Health Insurance Portability and Accountability 
Act of 1996 (HIPAA) provides clear guidance on 
federal requirements for maintaining the security 
of client data (Luxton, et al., 2016).  Academic 
programs must ensure platforms are HIPPA-
compliant and take every step to maintain com-
pliance. 
 
Academic Programs with Training Clinics 
 
Programs with training clinics that offered as-
sessment and therapy services to clients from the 
community on their campus locations experi-
enced unique challenges. While some universi-
ties were closed, and unable to maintain service 
provision, others were able to pivot to a tele-
health model of service delivery. However, this 
required changes in virtual platform access 
which came with unplanned costs to academic 
programs. An example of a HIPAA-compliant 
platform used by campus clinics is LYSSN, a 
web-based platform that allows students to easily 
engage in telehealth services; speech-to-text 
transcription allows for the recording of client 
sessions and gathering of material that can be 
shared for supervision. LYSSN utilizes Artificial 
intelligence (AI)-enabled technology to recog-
nize skills and techniques from evidenced-based 
practices and produces data summaries that can 
be later reviewed in student supervision. Fortu-
nately, the stimulus bill referred to as the Coro-
navirus Aid Relief, and Economic Security 
(CARES) Act was passed in March 2020, which 
could be accessed to provide funding to offset 
some of these unpredictable expenses. 
 
Positive experiences with tele-supervision during  
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(clients do not have barriers to attending ses-
sions since they are already on site) and of-
fering students the opportunities to acquire a 
higher number of face-to-face training hours 
with patients with more serious mental 
health issues. Unfortunately, students with 
disabilities that include immunocompromise 
were unable to take advantage of these 
unique training opportunities. 
 
Internship 
 
The process of matching with a pre-doctoral 
internship in clinical psychology is the final 
stage of doctoral training in clinical psychol-
ogy and was similarly affected by the pan-
demic. The Association of Psychology Post-
doctoral and Internship Centers (APPIC) 
quickly made changes to the application pro-
cess in light of the pandemic. The applica-
tion for predoctoral internships transitioned 
to a virtual format, with video instructions 
and information about the APPIC Applica-
tion for Psychology Internships (AAPI) 
linked to an online discussion board. APPIC 
further recommended that internship inter-
views occur virtually, allowing for greater 
access to internship sites during a time when 
travel was restricted. 
 
Quarantine, stay-at-home orders, and site 
closures led to a decrease in experience 
hours for some students, which led to less 
competitive applications and compromised 
ability to match with an internship site. To 
add to these challenges, APPIC recently re-
ported that the greatest disparity in the stu-
dent to position ratio since 2015 occurred in 
March, 2021, with 364 more students apply-
ing for internship than available positions. 
This gap is likely the result of the inability 
of sites to operate at normal capacity be-
cause of the pandemic. It is unclear if this 
problem will persist into future internship 

experienced additional problems as well. Poor 
internet connectivity interfered with students’ 
ability to provide psychological services and ob-
tain the necessary clinical experience hours cru-
cial to training. Confidentiality and privacy are 
core tenets in clinical psychology programs. Stu-
dents are trained to maintain the confidentiality 
of their clients but they themselves also have a 
right to confidentiality. Using audio-video tech-
nology caused students to disclose private infor-
mation they typically would not report in educa-
tional and clinical settings (e.g., when using vir-
tual platforms such as Zoom, students may dis-
close their living conditions; living spaces may 
be not always be well-furnished, or clean, caus-
ing some students embarrassment). In small 
apartments, the bedroom and bathroom may be 
the only rooms with doors to offer some privacy. 
Neither is ideal for maintaining professionalism 
in a virtual setting. 
 
American with Disabilities Act (ADA) 
 
Accommodations for students with ADA con-
cerns increased dramatically during the pandem-
ic. Comorbid pre-existing conditions that classify 
such students as ‘high risk’ and other related 
stressors affected student education and training 
during the pandemic. Even during non-pandemic 
conditions, people with disabilities are chal-
lenged in attaining equity, despite strong advoca-
cy from the ADA (Pappas, 2020). Many clinical 
programs advocated for students who were im-
mune-compromised or had other health concerns 
to be given accommodations at training sites that 
required face-to-face service delivery; however, 
these adjustments to training must be clearly 
documented. While students are able to limit di-
rect exposure to the virus with tele-health, not all 
sites offered services in this format. Residential 
facilities, such as inpatient hospital settings and 
correctional facilities required students to contin-
ue to offer direct services to clients. These are 
also sites that offer good training opportunities in 
terms of constant and consistent caseloads 
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made this possible. This article identified some of 
the challenges and the changes made to adjust to 
pandemic conditions, with specific attention to 
clinical training which mandates face-to-face inter-
action among student trainees, clients and supervi-
sors.  The ripple effects of these adjustments to 
student clinical training during the COVID-19 pan-
demic will be felt for many years as programs 
slowly return to on-ground education and make 
decisions on which aspects of training will remain 
virtual, especially aspects which were found it to 
be effective during shelter-in-place conditions 
(Bell et al., 2020). For example, it is important, 
especially for programs with training clinics, to 
include training in telehealth models of service de-
livery in curricula. 
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interviews occur virtually, allowing for greater 
access to internship sites during a time when 
travel was restricted. 
 
Quarantine, stay-at-home orders, and site clo-
sures led to a decrease in experience hours for 
some students, which led to less competitive ap-
plications and compromised ability to match 
with an internship site. To add to these challeng-
es, APPIC recently reported that the greatest dis-
parity in the student to position ratio since 2015 
occurred in March, 2021, with 364 more students 
applying for internship than available positions. 
This gap is likely the result of the inability of 
sites to operate at normal capacity because of the 
pandemic. It is unclear if this problem will per-
sist into future internship match seasons. 
 
Licensure 
 
Licensure is an area in which complications can 
be anticipated in the future. Training depart-
ments must encourage students to have a strin-
gent record-keeping process. Because supervi-
sion often adopted a virtual format in March 
2020, and perhaps remained virtual, students 
need to keep detailed records about their supervi-
sory experiences, so that they can offer appropri-
ate explanations for adaptations made to training 
during the pandemic in the future when they seek 
licensure. To assist with this process, on Novem-
ber 3, 2020, the Association of State and Provin-
cial Psychology Boards (ASPPB) provided guid-
ance on logging changes in training experiences. 
An ASPPB COVID-19 workgroup released four 
forms, to track modifications made to education, 
practicum training, internship training, and post-
doctoral training.  
 
Conclusion 
 
The pandemic made virtual and remote educa-
tion the only safe, accessible and acceptable 
means of education for many students, and sev-
eral technology platforms (ZOOM, WebEx) 
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task involves multiple serial circuits that do not 
directly connect, these are in parallel. In that case, 
the different circuits project to one or more distant 
common areas (often called “hubs”) as the infor-
mation is combined and a response is formed. 
While serial circuit columns may be directly con-
solidated into memory via reentrant processes 
(Edelman & Gally, 2013), parallel circuits require 
the involvement of the hippocampus to become 
bound and consolidated into a complex memory 
involving all the circuits (Moss, 2016). Thus, if 
there is damage to the hippocampi, then the person 
can learn to improve performance with mirror 
drawing but lack the ability to verbally state they 
have ever done the task in the past. This is due to 
the parallel verbal interpreter circuitry not being 
bound in memory with the mirror drawing circuit-
ry. Obviously, this specific example is more rele-
vant to clinical and cognitive neuropsychologists, 
but it serves to demonstrate the result of what is 
behaviorally observed with circuits that do not di-
rectly connect. In that case if the verbal interpreter 
circuitry does not directly connect with other cir-
cuits, then there can be a lack of verbal awareness 
that those circuits are involved in ongoing cogni-
tive tasks. The lack of verbal awareness is typical-
ly called “unconscious” by our psychodynamic 
colleagues. 
 
There are many naturally occurring disconnected 

In two high-powered experiments, Orvell, Vick-
ers, Drake, Verduyn, Ayduk et al. (2021) con-
firmed that a subtle shift in language promotes 
emotion regulation. That involves “distanced self
-talk” which is silently referring to oneself using 
one’s own name and non-first person-singular 
pronouns. I have used this concept for years in 
clinical practice based on a brain theory, the Di-
mensional Systems Model (DSM; Moss, 2006), 
in which emotional processing primarily in-
volves the right cerebral cortex and the source of 
internal self-talk (i.e., the “verbal interpreter”) 
involves the left lateral inferior frontal cortex 
(i.e., in and around Broca’s area). The most com-
prehensive discussions of the DSM and the ap-
plied Clinical Biopsychological Model are in an 
open-access article (Moss, 2020a) and a more 
detailed book (Moss, 2020b). I wanted to briefly 
discuss how the Orvell et al. (2021) findings can 
be explained based on this theory and other im-
plications of the verbal interpreter concept relat-
ed to psychotherapy. 

The DSM posits that all cognitive functions in-
volve multiple circuits of cortical columns (i.e., 
the binary digits, or “bits”). There are serial cir-
cuits in which all columns are directly connected 
in-line and it is proposed that some cognitive 
tasks (e.g., mirror drawing) can be done by a sin-
gle circuit of columns from the point of sensory 
input to the behavioral response. If a cognitive 

With each newsletter we will strive to provide information developed in clinical practice from 

our members. These may be useful to the practicing clinicians in addressing issues they encoun-

ter and may provide avenues for future applied research studies by our member academicians 

and students.  
 

Clinical Implications of Internal Self-Talk: The Verbal Interpret-

er and the Unconscious 

Robert A. Moss, Ph.D., ABPP, ABN 

https://www.aimspress.com/article/doi/10.3934/Neuroscience.2020013
https://www.cambridgescholars.com/product/978-1-5275-5511-2
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.though the DSM posits that the right cortex 
is responsible for feelings. Accordingly, if 
the third person pronoun is used then it is an 
accurate statement because the verbal inter-
preter is not the source of the emotional re-
action. Consistent with the Orvell et al. 
(2021) findings, as I have patients say “he/
she feels” instead of “I feel” in session, they 
typically find it leads to more perceived 
peace based on this accurate statement. It 
acknowledges the right hemisphere’s pro-
cessing and allows the verbal interpreter to 
console and assume responsibility for deal-
ing with the situation leading to the emotion-
al response. I equate it with an adult (left 
cortex) looking out for the well-being of his/
her child (right cortex) in which the adult 
intervenes and either resolves the problem or 
removes the child from the problem. In ei-
ther case, it reduces the hurt for the child and 
makes the child (right cortex) feel more se-
cure in the relationship with the adult (left 
cortex). For many patients, this is facilitated 
by simply explaining that it is allowing the 
left cortex to protect the right, just as they as 
parents would intervene and protect their 
own children. 
 

Based on the foregoing discussion, I hope it 
is apparent why I recommend psychological 
treatment address both the right and left cor-
tices, as well as their congruence (i.e., verbal 
thinking and emotional thinking are 
aligned). As I summarize the Clinical Bi-
opsychological approach in an upcoming 
workshop as: 
 

We each have a brain. We each have two 
minds, as does everyone with whom we have 
a relationship. We verbally think and form 
verbal memories. We emotionally think and 
form emotional memories. Verbal and emo-
tional processing occurs independently, but 

cortical circuits with this being best demonstrat-
ed in hemispheric asymmetry of functions. I be-
gan using the term “interpreter” instead of saying 
“verbal-thinking” after reading a chapter by Gaz-
zaniga (2002) on consciousness. He defined the 
“interpreter” as a device or mechanism in the left 
cortex that seeks to explain why events occur. 
He discusses how split-brain research supports 
the fact that the interpreter can provide an erro-
neous explanation of the right hemisphere’s ac-
tions based on stimulus input provided only to 
the right cortex. In other words, the interpreter 
uses its own sphere of knowledge from the left 
cortex to provide the most logical explanation of 
actions controlled by the right cortex, despite it 
being factually wrong in many situations. 
 

I discussed evidence that the right posterior cere-
bral cortex preferentially handles non-detailed 
emotional stimulus input and processing, while 
the right frontal cortex controls emotional re-
sponses (Moss, 2020a, b). I proposed that there 
is a right “emotional interpreter” and interhe-
mispheric connections connect it with the left 
verbal interpreter to coordinate vocalized re-
sponses. The emotional interpreter provides the 
planning for the emotional communications of 
speech, such as volume, inflections, prosody, and 
single word emotional expressions (e.g., profani-
ty). However, there are no direct connections 
between the right posterior cortex and the left 
verbal interpreter. This means there can be com-
plex emotional sensory processing that occurs 
without verbal awareness. That right cortical 
sensory processing can activate subcortical areas 
(e.g., amygdala, hypothalamus) which result in 
physiological responses (e.g., increased muscle 
tension, panic symptoms) and the verbal inter-
preter may be unaware of why those responses 
have occurred. 
 

It is common that the verbal interpreter claims to 
have the emotional reactions (i.e., “I feel”), alt-

https://bookshelftocouch.com/courses/pain-management-the-clinical-biopsychological-approach/
https://bookshelftocouch.com/courses/pain-management-the-clinical-biopsychological-approach/
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each can influence the other internally, and by 
controlling the external world perceived by the 
brain. It is possible to use a brain model to guide 
assessment, conceptualization, and treatment 
with patients. 
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By Reason of Insanity: A Glimpse into the Lives and Minds of the 
Criminally Insane 

 

Richard R. Sternberg, Psy.D, ABPP (2020) IPBooks.net 
  
  

Click here for information available at the publisher's website 

https://journals.sagepub.com/doi/full/10.1177/0022167818763236
https://journals.sagepub.com/doi/full/10.1177/0022167818763236
https://ipbooks.net/product/by-reason-of-insanity-by-richard-sternberg/
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Purpose of the CEU Committee: The Committee’s goal is to encourage high 
quality lifelong learning opportunities for Clinical Psychologists and col-
leagues who are engaged in the delivery of professional psychological services. 
The Committee can facilitate learning by providing courses and access to semi-
nars that are supportive of state-of-the art approaches for diverse populations. 
By doing so, the Committee will be supporting ongoing improvements in clini-
cal modalities, so as to help our clients heal even more while adding to the sci-
ence of our psychology profession. 

 

Presently, the Academy has no continuing education modules or events 
planned. Our Continuing Education Committee continues to explore programs 
that meet membership needs. We are also developing a list of APA Approved 
Sponsors of Continuing Education programs that will offer our Members and 
Fellows discounts. 

 

IAt present, we are pleased to let you know that we have obtained a discount 
for CE programs offered through Professional Resource Press, Bookshelf to 
Couch, and TZK Seminars. You may access the programs as follows: 

 
 
 

Professional Resource Press 
 

The discount code to apply is:  AACP20 
 

Bookshelf to Couch 
 

The discount code to apply is:  AACP30 
 

TZK Seminars 
 

The discount code to apply is:  tzk20 
 
 

  

Professional Resource Press , Bookshelf to Couch, and TZK Seminars are approved by the American 

Psychological Association to sponsor continuing education for psychologists.  Professional Resource 

Press and TZK Seminars maintain responsibility for the programs and  content. 
  

https://www.prpress.com/
https://bookshelftocouch.com/
https://tzkseminars.com/Custom/TZKSeminars/TZKSeminarsDefault.aspx
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Membership Campaign 

 Please encourage your colleagues and students to join the American Academy of clinical psycholo-

gy. Presently, we are waving the 2021 membership your dues, as part of our membership campaign 

for this year. As you may know, we offer for levels of membership:  Fellow (for Fellows of the 

American Psychological Association and psychologists who are Board Certified through the Ameri-

can Academy of Clinical Psychology, Member, Emeritus Fellow (Fellows who are no longer earn-

ing income from professional services), and Student (graduate students in clinical psychology). 

  

APPLICATION 

(print clearly) 

  

Name ______________________________________________________ Degree___________ 

Address _____________________________________________________________________ 

Address______________________________________________________________________ 

City _________________________________________ State________ Zip________________ 

Telephone __________________________  email ____________________________________ 

Board Certified?  ____Yes   ____No 

Fellow of APA or Certified Specialist through ABPP?  ____Yes  ____No 

Licensed? ____Yes  ____No 

License Number and State ________________________________________________________ 

Name as you would prefer on certificate______________________________________________ 

Would you like to serve on an Academy Committee?  ____Yes  ____Not at this time 

Professional Membership Organizations:______________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

  

FEE WAIVED FOR MEMBERSHIP YEAR 2021. 

  

Please submit application to:  contact@aacpsy.org 

  

Please pass the application along to colleagues and students who may have been interest in  joining 

the Academy  
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Call for Submissions 
 

We encourage our membership to submit news about professional activities that you would like to 
share with membership, recent list of articles, books published by our membership, book reviews,  
as well as contribution to our new section, Insights and Procedures from Clinical Practice.  In this 
section, we will strive to provide information developed in clinical practice from our members.  
These may be useful to the practicing clinicians in addressing issues they encounter and may pro-
vide avenues for future applied research by our member academicians, practitioner, and students 
 
 
 
 
 
 

Please submit to Bob Moss, clinicalbiopsychology@gmail.com 
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