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I. Overview of NAAPTC



NAAPTC Internship’s History and Accreditation Status

The National Asian American Training Center’s Doctoral Internship in Clinical
Psychology is sponsored by RAMS, Inc., a freestanding, non-profit community mental
health agency under contract with San Francisco City and County.

The National Asian American Psychology Training Center began operating in 1979.
Started by RAMS, Inc. and originally funded by the National Institute of Mental
Health, it was the first (and now, the oldest) program in the USA to focus on the
development of expertise in working with Asian and Pacific Islander populations.

In 1980, our Doctoral Internship Program first received APA accreditation, which it
has consistently maintained. Most recently, the APA re-accreditation site visit occurred
in 2025; the internship has been re-accredited through 2035.

To verify the APA-accredited status of the NAAPTC Doctoral Internship, please check
APA’s website (https:/ /accreditation.apa.org/) or contact the APA Office of Program
Consultation and Accreditation (Address: 750 First Street, NE Washington, DC
20002-4242; Phone: 202-336-5979 or TDD/TYY: (202) 336-6123; Email:
apaaccred@apa.org).

RAMS Mission

“RAMS provides and advocates for mental health and wellness services that are
centered in clients, community and culture, with expertise in serving Asian and
Pacific Islander Americans.”

RAMS, Inc. (Richmond Area Multi-Services) is a private, non-profit mental health
agency that is committed to advocating for and providing community based,
culturally-competent, and consumer-guided comprehensive services, with an
emphasis on serving Asian & Pacific Islander Americans. Founded in San Francisco's
Richmond District in 1974 by the Richmond Asian Caucus and originally named
"Richmond Maxi-Center", our agency offers comprehensive services that aim to meet
the behavioral health, social, vocational, and educational needs of the diverse
community of the San Francisco Area with special focus on the Asian & Pacific
Islander American and Russian-speaking populations.

NAAPTC Doctoral Internship’s Training Goals
The overall goal of the NAAPTC Doctoral Internship Program is twofold:

(1) to train doctoral-level psychology interns to assume roles as scholar-practitioners, to
support them in their development of a professional identity as a psychologist, and to



facilitate individual professional growth and development of each intern, and

(2) to equip interns with the generalist clinical skills and competencies required for
successful postdoctoral training or entry-level professional work with a variety of
patient populations across the life span in a broad range of clinical and community
settings; particularly, to allow interns to develop special expertise in cultural
competence and clinical work with Asian American and other minority communities
in a public mental health settings and to enable building a repertoire of clinical
assessment and intervention skills applicable to a wide range of clients, including the
more disturbed and chronically troubled patient.

General Program Information

This full-time, yearlong, internship begins the first week of September and ends the
last week in August. The yearly stipend is $48,880. Additionally, interns are provided
with life insurance and full health coverage, including medical, visual, and dental
benefits. Spouses/domestic partners are eligible to purchase coverage through RAMS.
The training year includes 192 hours of PTO, 10 paid agency holidays, and two
“floating” personal holidays (subject to supervisor’s approval).

Non-Discrimination Statement

While our program emphasizes diversity training and gives preference to applicants
who have experience or demonstrated strong interest in working with minority clients
and/or who are bilingual, the National Asian American Psychology Training Center
and RAMS, Inc. are Equal Opportunity Employers and do not discriminate on the basis
of race, culture, religion, ethnicity, nationality, class, physical ability, age, gender,
gender identity, or sexual orientation.

NAAPTC Training Model and Philosophy

The NAAPTC Doctoral Internship in Clinical Psychology is an experience-based
training program that provides socialization into the profession of psychology and
development of generalist entry-level psychology practice skills: proficiency in
psychological assessment and conduct of psychotherapy (individual, family, group and
couples) across the life span with a variety of patient populations and in a broad
spectrum of clinical settings. The hallmark of our training program is the focus on
development of informed clinical sensitivity to diversity (particularly in regard to
Asian American and Russian-speaking minorities), and on building a repertoire of
assessment and intervention skills applicable to a wide range of clients, including more
disturbed and chronically troubled patients.

While receiving didactic and supervisory training, interns function as integral
members of the RAMS clinical staff. Our multi-lingual, multi-cultural, and
multi-disciplinary treatment team includes psychologists, psychiatrists, psychiatric
nurses, mental health peer specialists, clinical social workers, vocational counselors,
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and marriage and family therapists. Because of the rich diversity of the client
population and treatment team, interns have the opportunity to hone their clinical
skills and consolidate their professional identities as psychologists while developing
advanced sensitivity to issues of race, culture, ethnic identity, religion, class, disability,
gender, and sexual orientation.

The variety of clinical experiences offered through the RAMS Outpatient Community
Mental Health Clinic, and the three available clinical rotation sites (CAAP Counseling
and Pre-vocational Services, Division of Peer Based Services & CYF School-Based
Counseling, and Adult Residential Treatment Program) allows our program enough
flexibility to accommodate each intern’s specific learning needs. Interns have a chance
to practice their skills treating a wide spectrum of mental disorders with a broad range
of clients (with respect to age, marital status, ethnicity, etc.) in various clinical
modalities, and in an array of clinical and community settings, both online and
in-person. The formal training curriculum (didactic seminars, case conferences,
individual and group supervision) is designed to parallel and complement this intense
clinical exposure and to facilitate interns' growth as clinicians and psychologists.

Our internship’s training model is that of the Scholar/Practitioner, which underscores
preparation for scientifically informed professional psychology practice. Consistent
with this model, our internship emphasizes professional identity and clinical skills
development through provision of diverse types of direct patient care rooted in a
knowledge-based, theoretical foundation, empirical data, and informed sensitivity to
diversity issues. Interns’ learning from this intense experiential exposure is supported
by ongoing evaluation of the efficacy of their interventions and continued treatment
planning in meeting patients’ needs.

While we expect the doctoral programs to prepare students theoretically, our training
emphasizes the integration of theory with practice. The training blends experiential
and didactic methods of professional development and is bolstered by professional
reading. Direct clinical services in a variety of settings (e.g., the experiential) are
supported by didactic seminars (grounded in theory and empirical knowledge) that
aim to enhance academic education and to reduce pertinent clinical or cultural
limitations. We utilize supervision as a bridge between experiential and didactic
methods. While providing didactic instruction timed to interns” particular needs,
dilemmas, and concerns, both individual and group supervision provide a model of
clinical work that encourages interns to draw their own experiential conclusions. In
keeping with the scholar/practitioner model of training, following most seminar and
group supervision sessions, we distribute professional articles on clinical, ethical, and
professional development issues or on relevant matters of cultural, ethnic, religious, or
gender diversity that emerge during meetings. Sometimes readings on a particular



topic are assigned before a presentation to inform the group discussion.

Through integration of theoretical and clinical reading with discussion of case material
in seminars and supervision, interns learn to formulate their cases in accordance with
psychological models of development, theories of clinical dynamics, and accumulated
empirical data about diversity. They also learn to define assessment, diagnosis, and
treatment goals with reference to DSM-5-TR criteria and information regarding
documented treatment efficiency.

For completion of the program, we require three types of scholarly products that
integrate empirical material with the body of professional literature: an individual
Cultural Competency Project (an applied clinical study of clinically relevant cultural
phenomena); three formal clinical case presentations (with a comprehensive write-up
that includes both clinical and cultural formulations), and at least four integrated
assessment reports on a full test battery.

Given the dearth of research that systematically demonstrates the generalizability of
empirically supported practices for minority, immigrant and indigent populations, the
task of integration of the science of psychology with clinical practice is not an easy one.
To be attuned to diversity, we cannot simply build upon the existing literature, but
rather must practice informed skepticism and meet the challenges of attending to
complex social issues.

Spanish poet Miguel Unamuno aphoristically stated: “True science teaches, above all,
to doubt and to be ignorant.”" For an internship program specializing in clinical work
with disenfranchised and minority clients, it is particularly important to enable interns
to bring into their clinical practice not only the knowledge of psychological science but
also its scientific attitudes: rigorous attention to data, disciplined inquiry, and
hypothesis-based thinking that is open to change in the face of evidence. To quote
George Stricker,’the author of the “local clinical scientist” training model, “We owe it to
our patients to collect data systematically about what we do so that we can learn from
our experience and do better next time.”

Even though our program does not fully subscribe to the “local clinical scientist”
training model, we do share its ideal of a clinician who, in addition to drawing on
relevant literature, approaches the solution of a specific local problem with an
overarching sense of scientific discipline. We teach our interns to deal with each
individual treatment like it is as a unique mini-research project that occurs in the
context of the consultation room: to generate clinical hypotheses and to verify them by
empirical observations, to select interventions on the basis of case formulations, and to
support/ modify hypotheses based on the interventions” outcomes.

The theoretical orientation of the NAAPTC internship is psychodynamic, with
emphasis on Object Relations, Interpersonal, and Contemporary Relational



approaches. These approaches emphasize the therapist’s function as a participant
observer - someone who is readily available to clients” input (both verbal and
emotional, communicated by impact’) and who studies such input to understand
better not only the client’s psyche but also his/her own functioning in the “bi-personal
field”* of clinical work. The patient is viewed as a credible interpreter of the therapist's
experience in the clinical encounter; learning from patients without abandoning the
therapist’s own knowledge and experience-informed perspective is encouraged. This
approach allows interns to conduct every treatment as a disciplined co-participant
inquiry with the goal of meeting each client’s unique needs.

The supervisory function focuses on the clients” experience and the impact of clinical
interventions on that experience. Interns learn to evaluate the effectiveness of their
interventions by “tracking” clients’ reactions in the session, studying each case as it
progresses, and observing the improvement of clients” functioning both within the
therapy setting (e.g., treatment compliance, increased eye contact, ability to talk about
problems, insight) and outside of it (e.g., decrease in symptoms and liabilities, increase
in coping mechanisms, progress toward contracted treatment goals). We also foster
interns’ ability to study themselves with the same inquisitive scientific attitude and to
explore the impact of their own clinical and cultural biases, beliefs, and assumptions on
their work.

This attitude of informed curiosity and co-participant inquiry enables interns to go
beyond the unquestioned use of technique-based or empirically supported approaches,
and to develop strategies that are both rooted in the accumulated body of knowledge
and respectful of clients” cultural and individual diversity. We encourage interns to
carry such openness to learning from clients into their future work as
scholar-practitioners so that they can help advance the relevance of the theories and
practices of psychology to the needs of seriously mentally ill and minority patients in
the public sector.

NAAPTC Cultural Competency Training

The development of clinical sensitivity to diversity is a hallmark feature of the
NAAPTC internship. The NAAPTC understands diversity as all differences related to
culture, ethnicity, race, national origin, class, religion, gender, sexual orientation, and
physical condition. It is an aspect of clinical work and professional functioning that
permeates the internship’s learning environment.

'Miguel de Unamuno (2005): Unamuno: San Manuel Bueno, Martir. Bianco P, Sobejan A. (Eds), Focus
Publ/R. Pullins Co.

*Stricker, G., The Local Clinical Scientist, Evidence-based Practice, and Personality Assessment, 2006;
86(1): 4-9

*Casement, P. (1992) Learning from the Patient ,1992, Guilford Press

“Ferro, A. (1999) The Bi-Personal Field: Experiences in Child Analysis (The New Library of
Psychoanalysis), 1999, Routledge; Langs, R. (1979); Interventions in the Bipersonal Field. Contemporary
Psychoanalysis, 1979, Vol. 15, pp. 1-54.



Through exposure to a diverse client population, training cohort, and clinical staff,
interns are faced with their assumptions about various cultures. This creates an
opportunity and demand to address one's own cultural biases and limitations in
tolerating diversity. In this environment, the interns' cultural sensitivity is
demonstrated in the overall context of their professional responsibilities. Clinical
aspects of diversity are discussed in supervision, case conferences, and didactic
seminars on an ongoing basis. The Intern and Trainee Seminar also includes a focused
four-month-long Cultural Self-awareness Module. In addition, interns can utilize the
experience and expertise of diverse training cohorts and staff who are not core training
faculty. In this way, peers and staff act as cultural consultants to cases with particular
diversity issues, and supervisors often encourage interns to seek consultation on those
cases.

A structured part of the NAAPTC diversity training is the required Cultural
Competency Project, which is designed to provide structural scaffolding for, and to
facilitate the development of, clinical sensitivity to diversity. The project comprises a
clinical study that explores an intersection of clinical and cultural/social issues in light
of interns” own cultural biases and predilections. It must be of sufficient scope and
depth that two weekly hours allotted to this work over the course of nine months are
needed to complete it.

The Director of Training supervises interns” work on their projects during the weekly
hour-long Cultural Competency Project Meeting. It is conducted as a combined
psychodynamic group supervision/clinical seminar where interns discuss their work,
process various aspects of their internship experience, and help each other consider a
variety of clinical, systemic, and training phenomena through culturally-informed
lenses.

With help from their peers and supervisor, each intern identifies a specific cultural bias
that may be affecting his/her clinical work, and chooses a relevant aspect of
psychological functioning in the selected group’s culture on which to focus. As interns
plan their individual projects and consider how they want to test their biases, they
present their nascent ideas at the meeting and collaboratively ponder relevant clinical,
cultural, and professional examples.

Throughout the course of this work, exploration of cultural biases is informed and
shaped not only by feedback from the other members of the group, but also by cultural
aspects of the group process. Supervision is focused on enabling interns to draw their
own experiential conclusions. The Director of training helps interns reflect on their
functioning in diverse professional environments; facilitates discussion of cultural



issues present in their clinical work and in the group process; assigns readings to
bridge interns” own insights with the accumulated body of professional knowledge;
and helps find “cultural consultants.” As such, this forum provides a working model
for considering intersections between cultural and clinical issues.

Staff clinicians and therapists in the community are available to work formally as
mentors to interns as well as informally as sources of advice and support. In the
summer, interns present their Cultural Competency Projects to the entire staff at the
In-service Clinical Training. A written version of their presentation is added to the
training library as a resource for staff and future interns.

At the end of the training year, interns” attention starts to shift to the next
developmental stage: postdoctoral residency or entry in the professional workforce. To
parallel and support their professional development, this weekly training becomes the
Professional Issues Seminar. For the last two months of the year, the discussions and
assigned readings focus on a broad range of professional, legal, and ethical issues
relevant to psychologists” work as well as on exploration and evaluation of the learning
and growth interns have achieved over the course of the internship year.

Internship Training Goals and Target Competencies

1. Development and Consolidation of a Professional Identity

e Professionalism:
Professional identity, integrity, and adherence to professional

values; Professional deportment and accountability;
Nonintrusive concern for the welfare of others; Lifelong
learning, reflective practice, and continuing self-development

e Adherence to Professional Ethics, Legal Standards and Policy:
Knowledge of and adherence to ethical / professional standards

and guidelines; Knowledge of and adherence to laws, legal
regulations, and agency policies; Ethical and legal awareness
and decision making

e Communication and Interpersonal Skills:
Effective verbal, nonverbal, and written communication;

Effective interpersonal skills; Effective professional
relationships with a diverse range of individuals and groups
across settings and situations

e Cultural Humility and Competency with Diverse Populations:
Cultural self-awareness and working knowledge of self as



shaped by individual/ cultural diversity and context; Working
knowledge regarding diversity and understanding of others as
shaped by individual/cultural diversity and context; Interaction
of self and others as shaped by individual/cultural diversity and
context; Commitment to working with issues of diversity

® Research:
Utilization of scientifically derived knowledge in practice and

professional development; Application of scientific methods
for evaluating professional practices; Generating research that
contributes to the professional knowledge base and/or
evaluates the effectiveness of various professional activities.

2. Development and Enhancement of Clinical Skills

e Generalist Psychotherapy/ Intervention Skills and Knowledge Base:
Establishes and maintains effective relationships with patients

and caregivers; Independently applies theoretical concepts and
professional knowledge to organize and understand clinical
material; Develops evidence-based treatment plans that are
grounded in diagnosis and case conceptualization, set realistic
goals, and consider clients’ preferences; Collaborative approach
to treatment that maximizes learning from patients with the
goal of meeting each client’s unique needs; Conducts on-going
evaluations of intervention effectiveness; adapts intervention
methods and/or goals accordingly. Expertise in conducting
treatment with community mental health populations and
ability to adjust approach to the diversity characteristics, setting
and context.

e Generalist Psychological Assessment Skills and Knowledge Base:
Knowledge of Assessment Methods, Instruments and

Psychometrics; Selection of tests and construction of an
assessment battery; Diagnosis, conceptualization and
recommendations; Communication of assessment findings:
Understanding of the collaborative therapeutic model of
assessment; Understanding of assessment with diverse clients

e Supervision:
Understanding of role expectations, processes, and
procedures of supervision; Enhancing the learning and
professional functioning of others (proto-supervisory skills);



Peer-supervisory practices

e Consultation, Advocacy, and Interdisciplinary Skills:
Understanding of the role of a consultant in the context of

shared and distinctive contributions of other professions in a
multidisciplinary community mental health system of care.
Implementation of consultation and collaboration with other
professionals. Professional feedback and communication of
consultation findings to other
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II. Core Internship Training Activities
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Overview: Core Internship Training Activities
While many specific training experiences are tailored to assessment of interns’
competencies, these core internship training activities are required of all interns:

Orientation Program

Orientation to the NAAPTC Internship Program, RAMS Outpatient Clinic, External
Rotations, and the San Francisco Community Mental Health System. Three weeks in
the beginning of the year.

Clinical Work at the RAMS Outpatient Clinics (for detailed information, go to page
17) Individual, group, family, and dyadic psychotherapy with adult and child clients;
clinical case management; new client intakes; initial/ ongoing clinical assessment and
treatment plan development; comprehensive psychological assessment/ testing;
clinical documentation, charting, and billing; multidisciplinary team work. In an
average week this includes: 9 therapy hours; 1 hour of clinical intakes; 2 hours of
psychological testing; about 2 hours of non-direct casework and charting/paperwork
as needed.

Clinical Rotation Training (for detailed information, go to page 19)

8 hours per week of clinical services, supervision, teamwork, and didactic training at
two successive external clinical rotations chosen from three options that represent
different levels of mental health treatment, prevention and rehabilitation.

Clinical Supervision & Group Consultation/Seminars (all hours are per week; for
detailed information, go to page 30)

2 hours of individual supervision on outpatient therapy cases (1 hour with Director of
training/primary supervisor and 1 hour with a staff psychologist who serves as
delegated supervisor); 1 hour of group supervision with an external delegated
supervisor on outpatient therapy cases; 2 hours of assessment seminar/group
supervision and 1 hour of individual supervision on assessment cases with assessment
supervisor (plus the ongoing report writing support via phone/email as needed); 1
hour of Cultural Competency Project supervision with the Director of training (in the
summer, after interns complete their Cultural Competency Projects, this is replaced by
1 hour of Professional Issues Seminar with Director of training); 1 hour of group
supervision on rotation experiences, supplemented by ongoing, hands-on modeling
and mentorship at rotation sites (formats differ at different rotations); 1-2 hours of
weekly elective group consultation/seminar (required to enroll in at least one group).

Teamwork Meetings’
Monthly hour-long training group meeting (includes practicum trainees); monthly
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1.5-hour long inter-program Clinical Grand Rounds at the Outpatient Clinic; yearly
daylong “All RAMS Professional Retreat” with the RAMS CEO, Executive Leadership
Team, management and staff from all RAMS programs; and twice a month 1-hour long
meetings on Systemic Considerations and Clinical Documentation Training and
Consultation with the Outpatient Clinics” Quality Improvement Managers.

Didactic Seminars (for detailed information, go to page 41)

Weekly 1.5-hour-long Intern & Trainee Seminar (includes practicum trainees); Twice
monthly 1.5-hour-long RAMS Outpatient In-Service Clinical Training (includes
practicum trainees, postdoctoral fellows, and clinical staff); weekly 1-hour-long
Assessment Seminar; team meetings and in-service trainings at rotation sites (formats
vary). Additionally, interns must enroll at least one 1-hour-long weekly elective
seminars (Group Consultation/Seminar on Working with Children; Families and
Clinical Approach and Sociocultural Considerations in Working with the CMH Clients;
or Psychodynamic Conceptualization in Working with Severely Mentally Ill & Fragile
Patients) and attend All RAMS Training Series (format varies, from 1.5-hour-long to
half-day events).

Clinical Case Conferences (for detailed information, go to page 54)

Monthly 1.5-hour-long Adult Clinical Case Conference and monthly 1.5-hour-long
Child Clinical Case Conference at the Outpatient Clinic (includes practicum trainees,
postdoctoral fellows, and clinical staff from multiple programs); case conferences at
rotation sites (formats vary); weekly 1.5-hour-long Intern and Trainee Clinical Case
Conference (four months in the second part of the year).

Scholarly Projects and Presentation of Professional Work

To facilitate development of interns’ professional identity as psychologists as well as
research and professional presentation skills, for completion of the internship, the
program requires three types of scholarly products that integrate empirical clinical
material with the body of professional literature.

e one individual Cultural Competency Project, including a written treatise and an
in-service oral presentation to an audience of fellow interns, practicum trainees, and
clinical staff from multiple RAMS programs

e three formal clinical case presentations, including a comprehensive written case
formulation, an hour of detailed process notes, oral presentation, and group
discussion (one child or adult case is presented to an audience of peers at the Intern
and Trainee Case Conference; one adult and one child case are presented to an outside
expert discussant and a large audience of clinicians at the RAMS Adult and Child
Clinical Case Conferences, respectively).
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°Optional attendance of the monthly Adult Outpatient Team and Child, Youth, & Family Team meetings.

e At least four psychological assessment reports on a comprehensive battery of tests,
each to include: integrative case write-up, recommendations to the client and feedback
to referral source. Each intern is required to present two assessment cases in the
Assessment Seminar; they are also encouraged to present their assessment work at the
RAMS Clinical Grand Rounds and/or team meetings at their rotation sites.

Peer Supervision

Doctoral interns are expected to hone their proto-supervisory and consultation skills
by providing feedback, guidance, and advice to psychology practicum trainees and
masters-level interns. The Team Meetings and Intern and Trainee Clinical Case
Conference provides the formal settings for this practice. As the year progresses,
interns are expected to take on more leadership (under the guidance from the Director
of training) and, during the second half of the case conference series, they
independently facilitate one case conference session each.

Optional Training Activities
Interns may choose to engage in several optional activities:

e Under supervision, providing ongoing peer consultation to a para-professional
clinical staff or to a less experienced trainee.

e Delivering one didactic presentation to one of the RAMS programs’ clinical staff;
topic is determined by both interns’ interests and program training needs.

e Participating in outreach efforts raising mental health awareness in the communities
RAMS serves (health fairs, NAMI events, parenting classes, translation of
psychoeducational materials, etc.)

14



A. Interns’ Weekly Time Commitment Guidelines

Training and Supervision (about 16 hours per week)

2hrs | Individual clinical supervision with primary and secondary supervisors
2hrs | Group supervision on outpatient psychotherapy cases, including one elective
consultation group
2hrs | Rotation supervision: weekly 1 hr of formal group supervision, supplemented by
hands-on training, mentorship, and team meetings at rotation sites (with option for
intern at CAAP to receive 1 additional hour of supplemental individual supervision with
staff psychologist at CAAP)
3hrs | Assessment Seminar/Group Supervision and individual supervision on assessment cases
1hr Group supervision/seminar on Cultural Competency Project
3hrs | Didactic Seminars and Clinical Conferences at the Outpatient Clinic
1 hr Teamwork meetings, clinical grand rounds, clinical documentation training and consultation
2hrs | Dissertation support, Cultural Competency Project, and professional literature review time

Direct and Indirect Clinical Services (about 19 hours per week)

10 Outpatient clinical services (psychotherapy & new clinical intakes)
hrs
2hrs | Administration, scoring & interpretation of psychological tests (time for testing at
rotations subtracted)
5hrs [ Clinical Work at Rotation Sites (time for supervision, team meetings & lunch break
subtracted)
2hrs | Clinical charting, treatment plan development, and indirect case work

15




B. Doctoral Internship Weekly Training Schedule, 2025-26

Monday 11:30am-12pm Outpatient Cases: Group Supervision
Mandatory with Grace Yan, PsyD, Psychotherapist in Private Practice
RAMS open (In-person)
9am - 7pm
R 2-255pm Group Consultation/Seminar on Working with Children and
ecommended T ; T .
Families with Andrea Chan, PsyD, Psychotherapist in Private
Practice (In-person and virtual)
3-5pm
Mandatory Psychological Assessment Seminar and Group Supervision with
Mai Nguyen, PsyD, and Sahil Sharma, PsyD
(In-person and virtual)
Schedule .. g . .
varies Clinical work and/or individual supervision according to your own
schedule
Tuesday 10-11:50am Intern/Trainee Seminar and Case Conference
Mandatory with Shlomit Gorin, PsyD, Director of Training
RAMS open (In-person)
9am - 7pm
R 3'3:501”5‘ 4 Psychodynamic Conceptualization in Working with Severely
ccommende Mentally Il and Fragile Clients
with Mara Gerson, PsyD, Clinical Psychologist in Child, Youth, and
Family Program at RAMS, Inc.
Schedule Clinical work and/or individual supervision according to your own
varnes schedule
Wednesday 9am-12pm In-Service Clinical Training and Team Meetings (In-person)
Mandatory
RAMS 1st Wednesday 2nd Wednesday 3rd Wednesday 4th Wednesday
9a::1p_e;lpm of the month  of the month of the month of the month*

9:00-10:20 9:30-10:20 9:30-10:20 9:30-10:20
Clinical Grand AOP Training Group CYF
Rounds Documentation Meeting Documentation
Consultation Consultation
10:30-12:00 10:30-12:00 10:30-12:00 10:30-12:00
Adult Case In-Service In-Service Child Case
Conference Conference
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2-3pm Clinical Understanding and Sociocultural Considerations in
Recommended Working with Community Mental Health Clients
with Negar Azadbadi, PsyD, Clinical Psychologist in Adult
Outpatient Services at RAMS, Inc. (in-person)

3-4pm Cultural Competency Project Meeting/Professional
Mandatory Issues Seminar
with Shlomit Gorin, PsyD, Director of Training
(in-person)

Schedule varies Clinical work and/ or individual supervision according
to your own schedule

Thursday | Schedule varies Clinical Rotation Day
Mandatory (hybrid)
RAMS open
9am - 7pm
Friday 12-1pm Groups and Systems: Group Supervision on Rotation Experience
Mandatory with Katerina Tsapanidou, PsyD, Clinical Psychologist at Napa
RAMS open State Hospital (virtual)
9am -5
amoopm Schedule

Clinical work and/or individual supervision according to your own

varies
schedule

*During the months in which there are 5 Wednesdays, the 4th Wednesday will follow the
2nd and 3rd Wednesday schedule and the 5th Wednesday will follow the 4th Wednesday

schedule.

C. RAMS Outpatient Clinic Training

The RAMS Outpatient Clinic is a free-standing mental health facility contracted by the
City and County of San Francisco to provide community-oriented mental health services
to individuals and families throughout the lifespan. Clinical work with these clients
makes up the majority of doctoral interns supervised professional experience
throughout the year.

While receiving didactic and supervisory training, interns function as integral members
of the clinic’s diverse staff. Our multi-lingual, multi-cultural, and multi-disciplinary
treatment team includes psychologists, mental health peer specialists, marriage and
family therapists, clinical social workers, psychiatrists, and psychiatric nurses from an
exceedingly broad variety of cultural backgrounds. This provides an opportunity and
creates a demand to practice multidisciplinary collaboration in a diverse professional
environment.
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Adult cases are assigned through Adult Outpatient and Prevention Services;
child cases are assigned through Children, Youth and Family Services.
Combined, these two RAMS programs cover the full range of diagnostic groups
throughout the life span. Many of these patients suffer from severe and
persistent mental illnesses. The client population is extremely culturally diverse,
which affords interns rich exposure to clinical work with minority clients, in
particular, Asian Americans and Russian-speaking immigrants. Additionally,
because of the nature of the client population, interns learn counseling related to
trauma, mourning, and adaptation to major life changes.

Training Objectives/Competencies

Interns have the opportunity to hone their clinical skills while exercising
flexibility in using clinical theory and methodology to account for diversity
matters and to accommodate more disturbed and chronically troubled patients’
needs. Interns are expected to build a repertoire of culturally competent
psychotherapy and clinical case management skills applicable to a broad variety
of clients and situations across the life span. Interns are also expected to establish
proficiency in culturally informed clinical assessment, including the ability to
consider clients' strengths and liabilities through a cultural lens and to make the
evaluation data relevant to functional life skills and client’s own goals. Through
close collaboration with the treatment teams at the Outpatient Clinic and other
RAMS programs, as well as with a broad variety of San Francisco mental health,
social service, medical, and educational organizations, interns sharpen their
consultation and professional presentation skills and gain knowledge of
outpatient clinic-based treatment’s place and function in the overall system of
care. These experiences also afford interns close familiarity with the specific roles
psychologists play in the community settings and help them consolidate their
professional identities as psychologists.

Responsibilities and Caseload Requirements

At the Outpatient Clinic, doctoral interns are expected to provide about 14 hours
weekly of various clinical services, including initial clinical intakes;
administration of psychological assessments; individual, family, and dyadic
psychotherapy; case management; collateral work; consultation with other
providers; charting and billing.

Interns begin their training year with a small caseload of relatively stable
“transfer” psychotherapy cases (6 to 7 patients). As interns’ skills and confidence
grow, they build their assessment caseloads, and their therapy caseloads increase
in both size and complexity. Assignment of specific clinical duties is both
self-guided (by interns’ initial self-evaluations, learning plans, and caseload
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requests) and closely monitored (according to supervisors” evaluation of each
intern’s progress towards the program’s target competencies).

The Director of training screens intakes and client transfers to assign
psychotherapy cases that meet interns” learning needs, professional interests,
and skill sets. The assessment supervisor selects psychological testing cases from
a diverse pool of referrals and assigns them in accordance with their evaluations
of interns” competence and interests. In all areas of clinical experience, interns
perform services under explicit, hands-on mentorship; as skills solidify, they are
expected to function more autonomously and to become full-fledged team
members under supervision to assure competent clinical work and continued
learning.

D. External Clinical Rotations

To diversify interns’ clinical training experience and to provide comprehensive
exposure to the system of community-based mental health services, doctoral
interns are assigned to two clinical rotations. Each intern spends one day a week
at a rotation site delivering clinical services and receiving on-site training and
guidance, which is provided both individually and in treatment team
consultation (specific clinical duties and training/ supervision arrangements
vary depending on rotation).

The two rotations are selected from three options that represent different levels
of mental health treatment and prevention: Vocational Rehabilitation Support
Services, Residential Treatment, and School-Based Counseling and Professional
Development Support Services. All rotations provide intensive exposure to
teamwork in a diverse multidisciplinary setting located within, and
collaborating with, a non-mental-health institution (school systems; board and
care home; employers and social service agencies). Functioning as team
members at these settings allows interns to learn about the value and challenges
of cross-disciplinary and inter-organizational cooperation. It also fine-tunes and
consolidates interns” professional identities as clinical psychologists. At every
rotation, interns have the opportunity to engage in a combination of individual
assessment/evaluation and psychological intervention; group therapy and/or
milieu work; and case management, collateral treatment, and professional
consultation. Each rotation offers a unique set of clinical issues, treatment
approaches, and client populations, and sets specific expectations in regard to
interns’ clinical duties and performance.

Rotations are assigned according to both self-guidance and perceived “best fit.”
At the beginning of the year, interns do a “rotation tour”, which serves a dual
function: interns’ orientation to the rotation sites and a “job” interview. The
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Director of training, who accompanies interns on the tour, facilitates a discussion
between the interns and the site’s treatment team to differentiate the training
opportunities available at each rotation and to help clarify each intern’s training
needs and interests. Interns rank their rotation choices and specify how they
would like to sequence them. The Director of training, in consultation with the
rotation supervisors, strongly considers interns’ preferences when assigning
rotations.

Each intern will go through eight-hours-per-week rotations:

Intern A Intern B Intern C
September Vocational Residential Services:
through Rehablhtat{on Support RAMS Broderick Street ARF
February Services: P
rogram o
CAAP Counseling Division of
and Pre-Vocational Peer-Based Services
Services
March Residential Services: Vocational Rehabilitation
through RAMS Broderick Street Support Services:
August ARFProgram CAAP Counseling and
Pre-Vocational Services

External Rotations:

1. Broderick Street Adult Residential Program (BSARF) Rotation

Licensed by the California Department of Social Services - Community Care
Licensing Division, the Broderick Street Adult Residential Facility is a pioneering
program, which provides community-based, long-term home for 33 adults who
have serious, persistent mental illnesses and medical conditions requiring
monitoring. Many residents of this program are monolingual Asian Americans.
The program’s culturally competent services include room and board; basic care
and supervision; individual therapy; case management; crisis management;
medical support services; and therapeutic activity groups focused on symptom
management, interpersonal issues, wellness, and recovery. The Placement Team of
the San Francisco Department of Public Health oversees admission into BSARF;
referrals come from a variety of sites within the community system of care.

At this rotation, interns have the opportunity to build skills in clinical work with
complex cases in which psychological, medical, and situational factors are closely
intertwined. They learn to conduct psychological assessments of multiply
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diagnosed patients, develop assessment-based behavioral modification
recommendations for residents, and provide practical treatment consultations to
multidisciplinary treatment staff. Taking part in the program’s milieu treatment
and therapeutic community building efforts while having the opportunity to
design and facilitate a therapeutic activity group for the program’s residents
enables interns to form an in-depth understanding of treatment approaches
effective in working with this client population. Additionally, interns become
familiar with the array of integrated medical, behavioral health, and housing
services offered to residents and gain knowledge of the benefits and features of
residential care programs and their role in the overall system of care for clients
with dual and triple diagnoses.

R nsibiliti n 1 R iremen

e Conduct clinical work and staff consultation as a member of a
multidisciplinary residential treatment team, including participation in
clinical meetings, shift reports, case conferences, and treatment planning.

e Provide comprehensive psychological assessments of one or two patients
(depending on intern’s competency assessment) in the residential
environment. This includes administration, scoring, and interpretation of
psychological tests; interview with patients and team members; formulation
of a provisional diagnosis and recommendations (to be discussed with and
approved by the supervisor); writing of integrated assessment reports;
completion of required documentation; and presentation of results to
relevant care providers.

e Observe, design, and lead (or co-facilitate, depending on intern’s competency
assessment) a therapeutic activity group tailored to the behavioral health
needs of the program’s residents. As group leaders, interns will have
primary responsibility for all clinical and administrative duties typically
performed by clinicians leading groups, such as developing group
curriculum, reporting
significant events from the group to the treatment team, and documenting
services and client responses.

e Provide additional clinical services based on intern interests and
competencies, as assessed by the supervisory team. These services may
include individual consultation, additional group activities, participation in
milieu treatment, therapeutic community building efforts, and conducting a
training session for the facility staff, amongst others.

In all areas of supervised professional experience, interns will begin by shadowing
supervisors and other clinical service providers; will progress to performing
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services alongside them; and, as skills solidify, will ultimately provide these
services more autonomously (under supervision). Examples for how interns will
assume increasing autonomy are listed below:

e Interns shadow the facility staff in order to understand the program’s
structure, policies, procedures, and Medicare documentation requirements.
They progress to assisting with documentation of services. By the final
phase of the rotation, interns are expected to document services and
incidents independently with follow-up reviews conducted by their
supervisors and the program’s administration.

e Interns participate in initial engagement activities and introductions with the
client population during the first phase of the rotation. As interns become
familiar with the challenges, diagnoses, and goals of each client, they
collaborate with the program staff to identify appropriate milieu
interactions and interventions. By the final phase of the rotation training,
interns are expected to be able to meet independently with chronically and
severely mentally ill clients and to assume increased responsibility for
coordinating milieu and community enhancement in the form of client
outings, case management, interpersonal interactions, etc.

e As interns gain familiarity with the program and its approach to supporting
residents, they get a chance to learn about and observe therapy groups run
by staff members. About a month into the rotation, with their supervisor’s
help and input from the program’s administration, interns are expected to
design a group therapy activity in line with clients” needs and their own
interests/skill sets. In the final phase of training, interns are expected to lead
or co-facilitate a therapy group for residents, under supervision.

e During the initial training phase, with input from the program’s staff, interns
identify candidates for psychological assessment. They then proceed to
conduct comprehensive assessments with at least one client, under
supervision. In the course of these assessments, interns present preliminary
results at the weekly clinical meeting to address any difficulties with the
process and to receive initial feedback. After completing the assessment
process, interns present the findings, including recommendations for
treatment, to the clinical and medical staff.

Training Objectives/Competencies

e Identify and understand the psychological needs of individuals in residential
care who suffer from a combination of chronic and severe mental illnesses,
ongoing medical conditions, and history of substance abuse problems.

e Learn differential diagnosis in complex cases; recognize symptoms and
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functional impairments related to closely intertwined mental, physical, and
situational issues.

e Learn to develop assessment-based behavioral modification
recommendations suitable for residential treatment.

e Become skilled at applying clinical understanding within the residential care
milieu and practical treatment consultations to multidisciplinary treatment
staff.

e Gain skills at designing and conducting time-limited therapy group for clients
with severe mental illnesses in residential care.

e Understand the benefits and features of residential care programs and their
role in the overall system of care for clients with severe and persistent
mental illnesses.

Clinical Supervision and Training

Administrative oversight and on-site consultation are provided by Program
Director Chiao-Jung Huang, MA. Weekly off-sight clinical supervision is provided
by Rotation Supervisor Katerina Tsapanidou, PsyD, and Assessment Supervisor
Mai Nguyen, PsyD.

Schedule

Rotation placements are September through February and March through August.
Rotation day is Thursday, eight hours per week on average, including off-site
supervision.

Location and Phone

Address: 1421 Broderick Street, San Francisco, CA 94115.
Phone: 415-292-1760

2. CAAP Counseling & Pre-Vocational Services Clinical Rotation

Contracted by the San Francisco County Adult Assistance Programs (CAAP) as part of
welfare-to-work/vocational rehabilitation services for adults without dependents, the
CAAP Counseling and Pre-Vocational Services (PCS) of RAMS, Inc. is a mental health
program designed to help chronically under- and unemployed adults be assessed for
psychological barriers to employment, obtain access to a wide range of community
resources, and increase self-sufficiency. The program’s culturally diverse, multilingual,
and multidisciplinary staff provide a wide range of psychological services, including
brief assessment of work readiness; comprehensive behavioral health assessment;
crisis intervention; assessing for learning needs; psychiatric evaluation and medication
management; short-term (90-120 days) individual and group counseling; case
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management, including linkage to behavioral health and other community services;
and consultation and outreach. Interns have the opportunity to become proficient in
working with multiple diagnosed patients and build expertise at conducting
comprehensive, vocationally focused psychological assessments that target clients’
learning needs and provide specific recommendations aimed at supporting clients in
their vocational rehabilitation.

At this rotation, interns become proficient in assessment of multiple diagnosed
patients, build expertise in conducting comprehensive psychological assessments that
target clients’ learning needs, and hone their skills at time-limited group facilitation
and/or individual counseling. The most significant learning occurs through
embedment in the complex adult system of care (which includes welfare-to-work and
many other services) while working with clients who depend on this system for aid.
This experience compels interns to see beyond manifest mental illness and substance
abuse issues and to incorporate a systemic perspective into their conceptualization of
clients” psychological needs. Thus, interns have the opportunity to develop a
sophisticated understanding of functional deficits resulting from unemployment, lack
of education, poverty, homelessness, and trauma (personal and within clients’
communities), and learn to account for these issues in rapport building, assessment,
treatment, and discharge planning. Interns also gain knowledge of the complex
welfare-to-work organizational context, its place in the overall adult system of care,
and the intricacies of psychologists” work in a clinical program that has multiple
stakeholders, including non-clinical parties.

R nsibiliti n 1 R iremen

e Interns conduct comprehensive Learning Needs Assessment (LNA) for 1-2
patients with suspected history of learning/cognitive disabilities. The basic LNA
psychological test battery includes cognitive/intellectual functioning assessment
instruments, which could be supplemented with other tests as needed. Under
supervision, interns have primary responsibility for all of the duties that
typically fall to clinicians who perform such assessments: establish and maintain
patient rapport; administer and score the tests; interpret the results; write the
comprehensive assessment report; develop recommendations aimed at
supporting clients in their vocational rehabilitation; provide feedback to the
client; and present findings to the CAAP program.

e Conduct one of the empirically supported group treatments intended to address
barriers to employment (choice of a structured, harm reduction-based, substance
abuse treatment group or a soft skills for work counseling group). As group
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leaders, interns have primary responsibility (under supervision) for all duties
that would typically fall to clinicians who are leading groups: implementing the
group curriculum; managing all aspects of group facilitation; providing feedback
to the clinicians whose clients participated in the group; and clinical
documentation.

® There may also be opportunities for interns to provide short-term individual
therapy and case management with the focus on vocational rehabilitation and
support with navigating the social welfare system in order to access resources to
sustain basic needs. This includes working with the client and the client’s
treatment team to identify whether the client is able to return to work or needs
longer term social security disability support.

e Interns may provide a number of other clinical services at this rotation. The
particular menu of activities assigned to a given intern (e.g., additional
comprehensive LNA assessment, additional group treatment, conducting a
training session for staff, etc.) concords with the intern’s interests and the
supervisory team’s assessment of competency levels in each area.

In all areas of supervised professional experience, interns start with shadowing
supervisors/staff and performing services alongside them. As skills solidify, interns are
expected to provide these services more autonomously (under supervision). Examples
for how interns will assume increasing autonomy are listed below:

e Learning Needs Assessment: Interns initially practice their test administration
skills using video tutorials and mock test administration with supervisors. When
the supervisory team determines the requisite level of skills, a first LNA case is
assigned (with the level of complexity appraised to be commensurate with
interns” competency). The supervisors help interns choose psychological
tests appropriate for the referral question, intake data, and the client’s own
questions. Based on the results of the initial tests (such as the WAIS-IV, W]-IV
and WMS-1IV), supervisors guide interns through selection of additional
assessment instruments (such as the RVLT/HVLT, CPT, D-KEFS, MMP], etc.).
Interns’ scoring is reviewed, and training to shore up skills in this area is
provided as needed. Supervisors guide interns through integration of the test
findings with data from the clinical interview, behavioral observations, and
collateral data; help formulate conclusions and devise vocational
recommendations; and coach interns to conduct feedback meetings with clients.
A second LNA assessment client might be assigned as warranted by assessment
of an intern’s skills (expected for the second rotation, encouraged for the first).
Typically, with this second assessment, a more complex testing referral is chosen
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and interns go through the aforementioned stages of assessment with more
autonomy (commensurate with their assessed competence). By the end of the
rotation, interns are expected to be fully conversant with test administration and
scoring; building an appropriate LNA test battery; and integrating test results,
writing reports, and developing recommendations (under supervision).

Training Objectives/Competencies

e In the context of the welfare-to-work program, integrate a social and systemic
perspective alongside traditional forms of conceptualizing behavioral health
issues. Learn to account for the impact of multi-generational history of poverty,
discrimination and trauma; lack of access to education, medical, housing and
legal services; distrust of governmental agencies; and incarceration experience.

e Become proficient at establishing rapport with clients who are ambivalent and/or
mistrustful of the evaluation and treatment process due to multiple mental
health issues, substance abuse, trauma history, discrimination, poverty,
homelessness, and system dependency.

e Advance psychological assessment competencies, including proficiency at
administration, scoring, and interpretation of psychological tests; ability to
construct a focused Learning Needs Assessment test battery; and skill at writing
integrative assessment reports that provide assessment of clients” overall
functioning and specifically target their learning needs.

e Learn to develop assessment-based, practical, vocational recommendations that
can help clients develop better ways of coping, inform placement planning in the
welfare-to-work program, and/or support clients” application for disability
benefits.

e As a multidisciplinary treatment team member, develop skills at consultation
on patients’” assessments and treatments with other psychologists, social
workers, case managers, marriage and family counselors, peer counselors,
and psychiatric staff.

e Become well-versed at applying clinical understanding while collaborating with
non- clinical service providers (employment specialists, trainers, and case
managers from the DHS) on helping clients with their vocational goals, disability
benefits applications, and access to resources.

e Through discharge planning and case management, gain knowledge of a broad
range of community resources and support services available for client follow-up
care (mental health and substance abuse treatment; medical, vision, and dental
care access; housing programs; employment support agencies; advocacy for
tfederal disability benefits and legal aids).
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e Learn the structure and features of a complex welfare-to-work safety-net program
and understand its systemic impacts on clients” engagement and participation in
treatment.

Clinical Supervision and Training

Weekly off-sight group clinical supervision and oversight for all rotation activities is
provided by Katerina Tsapanidou, PsyD. Assessment supervisors Mai Nguyen, Psy.D.
and Sahil Sharma, Psy.D., oversee interns” work on integrated reports on full test
batteries. Supplemental on-site individual administrative supervision and oversight is
provided by Vivian Vong, LMFT. This supervision is aided by ongoing teamwork and
onsite consultations with behavioral health counselors, vocational rehabilitation
counselors, clinical supervisors, case managers, and psychiatrists on assigned cases and
general clinical issues.

Schedule

Two rotation placements are available: September through February, and March
through August. Rotation day is Thursday. Hours are 8:30 am - 5:00 pm.

Location and Phone

Address: 1235 Mission Street, 2nd Floor San Francisco, CA 94103 (CAAP Counseling
Center is accessible through the client lobby on the 2nd floor)
Phone: 415-558-1320

3. Professional Development Support Services

This external clinical rotation affords interns the opportunity to work and learn at
professional development, employee assistance- and employment-focused
programs. RAMS Division of Peer-based Services is a pioneering program that
trains and employs people with a lived experience of mental illness to support
others with similar challenges. Interns” experience at this program supports
building a wide repertoire of assessment, consultation, intervention, and teaching in
the professional development and employment support areas.

This program has culturally diverse multilingual staff who provide a wide range of
services and utilize an approach that is strengths-based, guided by principles of
wellness and recovery, and promotes a sense of empowerment, self-determination,
and hope.
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The Peer-based Services Division is a pioneering program that trains, places, and
employs people with a lived experience of mental illness to support others with
similar challenges. Its Peer Internship component offers paid internship and
on-the-job training to current or past consumers of behavioral health services,
family members of a consumer, and peer providers already working or volunteering
in the field, so they can learn to effectively utilize their lived experience to benefit
the wellness and recovery of others. The Peer Counseling & Outreach Services
component provides peer counseling, supportive case management, and resource
linkage to clients of San Francisco community behavioral health programs.
Examples of its services include assistance in securing stable housing; coordination
of health and behavioral health services; help with seeking benefits; linkage to
community resources, and support in maintaining overall wellness. The Peer
Wellness Center component serves adult community mental health clients by
offering them a safe place that utilizes empathy and peer support to help promote
and inspire recovery. The Center offers many peer-led activities, including
Peer-to-Peer Support Groups, Healthy Living Workshops, Creative Arts Expression,
Skills Building Classes, Community Social Events, and On-Site Recreational
Activities. Taken together, these program components provide peer counseling,
outreach, and education & training at about 30 sites throughout San Francisco.

Interns” experience at this rotation supports building a wide repertoire of
assessment, consultation, and intervention in the professional development and
employment assistance support areas. At the Peer Division Program interns have
the opportunity to become proficient in providing on-the-job support by running
workplace wellness support groups. This program affords interns a rich
opportunity to interact with colleagues from non-clinical mental health-related
fields (peer counselors, teachers, nurses, vocational specialists, etc.) and to hone
their inter-disciplinary consultation skills. The most significant learning occurs
through interns” engagement with the program’s ethos of empowerment. This
experience compels interns to see beyond manifest mental health and substance
abuse issues and to incorporate a systemic wellness and recovery perspective into
their conceptualization of clients” psychological needs and strengths. Additionally,
interns have the opportunity to develop a sophisticated understanding of the
complexity of vocational and employment support programs, their place in the
overall system of care, and the intricacies of psychologists” work in organizations
that have multiple stakeholders, including non-clinical parties.

Responsibilities and Workload Requirements

e Conduct a time-limited workplace wellness support group for peer counselor
staff (dependent on interns’ interest and aptitude as well as the program’s
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needs, a second group can be added). Under supervision, interns have
primary responsibility for all duties that typically fall to clinicians who lead
such groups: learning about the context of peer counselors” work as well as
staff’s and program’s needs and challenges; developing group curriculum
(in coordination with the program management), conducting the group, and
collaborating with the program supervising staff as necessary.

e Co-teach and facilitate four one-day long courses for the Peer Specialist
Mental Health Certificate Entry and Advanced program, which prepares
participants for peer provider roles through experiential trainings that touch
on core competencies for peer-based work. Under the guidance and
mentorship of the manager of the certificate program, interns learn to
develop, teach, and facilitate didactic and experiential courses on a variety
of mental and behavioral topics to peer counselors in-training, such as
vicarious trauma, mental health conditions from a strength based lens, and
self-care for mental health professionals.

In all areas of supervised professional experience, interns start with receiving
ample informational support and hands-on guidance from the programs’ staff and
clinical managers/supervisors. As interns demonstrate increasing understanding
of the programs and their skills solidity, they are expected to provide services more
autonomously (under supervision).

Examples of how interns will assume increasing autonomy are listed below.

e Time-Limited Workplace Wellness Support Group: In collaboration with the
program management and supervising team intern is to identify a topic for
a time-limited support group that is beneficial for the peer counseling staff.
With the supervisor’s help, they move to design, advertise, and run a
support group for staff peer counselors. At times, the topic for the support
group will have already been determined based on need and/or will be a
continuation of previous intern facilitated groups. Supervision of the group
switches to rotation supervisor, while the program manager remains
available for hands-on supportive guidance and consultation (this level of
competency is expected by the end of the rotation’s first month). During the
next stage, interns conduct weekly group sessions, under supervision. With
growing competence, interns assume more responsibilities in joint planning
of the curriculum and facilitation strategy. In the final phase of training, the
intern is expected to be responsible for independently facilitating the group,
with the group process and progress reviewed during rotation group
supervision.
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Training Objectives/ Competencies

e Become versed in applying a therapeutic supportive framework in a
work-based, non- clinical context. This includes understanding systemic
issues as they relate to workgroup relationships; maintaining professional
collaboration with program’s management while keeping appropriate
frame; and navigating the complexities of peer counselors being staff at the
program, yet service recipients in the group.

e Learn to integrate social and systemic perspectives alongside traditional
forms of clinical conceptualization and intervention. Develop skill at
applying systemic, social, and psychological understanding within the work
milieu.

e Build a repertoire of tools for conducting support groups in a work-based
setting, which includes creating a safe therapeutic space within a
non-clinical system; establishing group norms and addressing boundary
challenges; developing working alliance with individual members and the
group as a whole; and facilitating a group environment in which members
are able to process conflict, avoidance, and vulnerable emotions.

e Learn to develop, teach, and facilitate didactic and experiential courses on a
variety of mental and behavioral topics to peer counselors in-training, such
as vicarious trauma, mental health conditions from a strength based lens,
and self-care for mental health professionals.

Clinical Supervision and Training

Administrative oversight is provided by Associate Director, Peer Counseling &
Support Services of the Division of Peer-based Services Nicole Ng, MA. Weekly
off-site clinical supervision is provided by Rotation Supervisor Katerina
Tsapanidou, PsyD. Assessment supervisor Mai Nguyen, Psy.D. oversees interns’
work on psychological testing and integrated assessment reports. This supervision
is aided by ongoing teamwork and consultations with behavioral health
counselors, vocational rehabilitation counselors, and case managers at the
programs.

Schedule

Year-long placement: September through August; weekly on Thursdays, 8 hours
per week.

Location and Phone

Address: 1282 Market Street, San Francisco, CA, 94102
Phone: (415) 579-3021
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E. Clinical Supervision & Group Consultation/Seminars

Doctoral interns receive 3 weekly hours of individual, face-to-face or
teleconferencing supervision and 6-7 weekly hours of group
supervision/consultation/seminars. While mainly psychodynamic and systems in
approach, supervision takes many different formats:

Supervision of Qutpatient Psychotherapy Cases

e 1 hour of weekly individual supervision with the primary supervisor, who
holds overarching responsibility for interns” professional performance and
learning.

e 1 hour of weekly individual supervision with the delegated supervisor, who
assumes primary responsibility for approximately half of the intern’s
outpatient clinical cases.

e 1 hour of weekly group supervision with an external delegated supervisor.
Interns take turns presenting their clinical work to each other and the
supervisor, who provides theory-informed framework for the discussion,
helps integrate input from various participants, and offers feedback,
suggestions and modeling that target interns’ case formulation,
intervention, and proto-supervision skills.

Supervision of Rotation Clinical Work (different formats at different rotations)

¢ 1 hour of weekly group supervision with the rotation supervisor, who bears
primary responsibility for interns' rotation work and learning related to
groups and systems. The group format allows for modeling of group work
and practice of proto-supervision skills. This is supplemented by
mentorship, hands-on training, and additional supervision at rotations.
Assessment supervisor supervises assessments conducted at rotation sites.

e CAAP rotation: .5 hour of weekly supplemental on-site individual
administrative supervision with a licensed clinical staff at CAAP, who can
provide additional administrative supervision on the intern’s individual
and/or group counseling cases.

A men rvision

e 1 hour of weekly individual supervision with the assessment supervisor,
supplemented with ongoing assessment and report writing support via
phone/email as needed (15 minutes per week on average). Since interns
come to the program with different levels of testing proficiency, individual
meetings allow for supervisory instruction that is tailored to the unique
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learning needs of each intern, and for full attention to the specific issues
involved in their testing cases.

e 2 hours of weekly Psychological Assessment Seminar/Group Supervision
with the assessment supervisor. The group format allows interns the
opportunity to learn from each other and to practice their proto-supervisory
skills as they cooperate to review assessment data, score and interpret test
protocols; discuss diagnostic hypotheses, feedback and consultation
strategies; and ponder assessment-related clinical, cultural, and professional
dilemmas.

Supervision on the Intersection of Clinical, Cultural, and Professional Issues

While always emphasizing the interplay between all three frameworks, this weekly

supervision with the Director of training goes through two distinct stages:

e 1 hour of weekly Cultural Competency Project Meeting (October through
June). Under supervision, and towards development and implementation of
their required individual Cultural Competency Projects, interns help each
other consider a variety of clinical, teamwork, and training experiences, as
well as relevant systemic phenomena through culturally informed lenses.

¢ 1 hour of weekly Professional Issues Seminar (July-August). Under
supervision, interns process and critically evaluate their clinical, cultural,
and teamwork experiences within the framework of legal, ethical, and
professional standards.

Elective Consultation Groups/Seminars (each intern is required to select one of

these groups and can choose to attend both; these groups also include some
externs):

e 1 hour of weekly Consultation Group/Seminar on Working with Children &
Families: Interns take turns presenting their cases to each other and the
instructor, who facilitates group discussion, makes suggestions regarding
therapy techniques, and helps participants situate their work against the
background of psychological knowledge.

¢ 1 hour of weekly Consultation Group/Seminar on Clinical Understanding
and Sociocultural Considerations in Working with Community Mental
Health Clients: Interns read assigned articles, discuss their clinical and
sociocultural implications, and present clinical cases and professional
dilemmas to be considered within this explicitly defined theoretical
framework. The instructor facilitates group discussion and helps interns to
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articulate sociocultural dimensions of their work, to apply theoretical
concepts to case formulation and treatment planning, and to monitor the
outcomes of clinical interventions.

® 1 hour of weekly Consultation Group/Seminar on Psychodynamic
Conceptualization in Working with Severely Mentally Ill and Fragile
Patients: Interns and trainees will read assigned theoretical articles and
discuss clinical implications for their work with severely disturbed adults,
children, and families. The instructor facilitates group discussion and helps
participants to learn and apply a variety of psychoanalytic theoretical
concepts. Participants will also be supported to develop a structured
approach to studying psychoanalytic theory and conceptualizing cases, and
to build skills in distinguishing between and integrating various
psychoanalytic models.

Telesupervision

NAAPTC adheres to supervision policies set by the California Board of
Psychology: effective August 22, 2022, California Business and Professions Code
sections 2913 and 2914 were amended (Assembly Bill (AB) 2754) to allow any
supervision to be provided in real time, which is defined as through in-person or
synchronous audiovisual means, in compliance with federal and state laws related
to patient health.

Most individual and group supervision are in-person; some have remained virtual
or hybrid and at times, in-person supervisions may be temporarily moved virtually
(e.g., supervisor or intern has tested positive for covid or other airborne, infectious
diseases but well enough to meet). Supervisors using virtual supervision must use
HIPAA compliant synchronous audiovisual platforms (either Zoom or
RingCentral, issued by RAMS). Cameras for all users must be turned on during the
entirety of the meeting. All participants must also be in a private space to ensure
communication about client information will be kept confidential. At the onset of
supervision that is conducted virtually, a set of etiquettes or expectations will be
clearly communicated to all participants, which include items such as keeping
camera on throughout the meeting. These expectations will be upheld from the
onset of supervision in order to optimize all participants” capacities and sense of
safety to build and deepen relationships, foster trust, as well as contributing to a
holding and containing environment throughout the training year. Please see
below (Telesupervision: Best Practices”) on issues that are considered and
discussed at the onset of telesupervision.

Weekly individual supervision with the intern’s primary supervisor must be
in-person. They hold primary responsibility for the interns’ clinical cases and are

33



available for non-scheduled consultation during the interns” work hours. At the
outpatient clinic, there are also Officers of the Day who are available at all times the
clinic is open for crisis consultation, assessment, and interventions.

Dir rvation (“Liv rvision”
At least once per evaluation period (2x per year), interns are required to receive

direct observation either via in-person observation, live simultaneous audio-video
streaming, or audio or video recording.

Beginning of Supervision: Some Issues to Discuss

e What types of clients/issues/therapy modes you have worked with

e Whether you have any previous experience providing telehealth services

e Whether you have any preferred therapeutic approach

e What you see as your particular strengths in clinical work

e Any clients or issues you have had trouble working with

e What your expectations/goals for this training year are

e Under what conditions you generally learn best

e Any conditions you are aware of that tend to hinder your learning

e What your previous supervision experience was like

e What supervision methods and styles have worked well for you

e What you did not like about your previous supervision experiences

e Whether you had a chance to use supervision to confront any personal biases
that might affect your work as therapist and, if so, what it was like for you

e How you receive feedback, in particular, feedback that you might experience

as negative

® Your level of comfort at giving feedback to your supervisors and how it

worked in your previous supervision experiences

e How a supervisor can help you to give him/her candid feedback, including
feedback about things you find difficult or do not like

e What kind of procedures exist to make sure that you can provide such
feedback about supervision on an ongoing basis

e How client assignhments are to be made

® Your supervisor’s expectations from you as a supervisee (e.g., the format of
supervision, use of process notes, scope of issues to discuss, etc.)

e How to reach your supervisor outside of scheduled supervision sessions

e How planned leave time is taken and how to handle unexpected absences

e How your performance will be evaluated (criteria, frequency, format, etc.)

e How you feel about your first sessions with this supervisor

e What important issues have been left out and need to be discussed in the near
future
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CALIFORNIA BOARD OF PSYCHOLOGY
Best Practices: Supervised Professional Experience
Website: http:/ /www.psychology.ca.gov

First and foremost, all SPE should best be conducted pursuant to the best practices
and accepted standards that have been developed over time by the American
Psychological Association, the Association of Psychology Postdoctoral and
Internship Centers (APPIC), and the California Psychology Internship Council
(CAPIC).

Prior to the Commencement of SPE:

The following issues should be discussed between the supervisor and the trainee.
(A written agreement between supervisor and trainee could include these details
and more, as determined by the participants):

1. Specific expectations regarding time commitments
® The supervised work will begin (date) and will continue through (date)
e Expected number of hours the trainee is to work per week
e Number of hours of supervision during that period and on what schedule

2. How client assignments are to be made
3. Expected models or conventions of intervention
4. How reimbursement for services is to occur, including amounts
5. Space and other resources that are to be made available to the trainee
6. Details of arrangements for malpractice insurance
7. Goals of supervised experience
e Supervisor's
e Trainee's
8. The format of supervision (e.g., case notes; audio or videotape; live supervision,
etc.) and the supervisor's interactional style
9. Expected role of trainee in supervision sessions (e.g., Will the supervisor take a
teaching role? Will the supervisor address counter transference, etc.?)
10. Contingency plans in case of emergency
e How will trainee reach supervisor?
e Procedures to follow in responding to an emergency
11. Supervisor's preferences regarding record keeping
12. Performance evaluation
e Frequency
e Evaluation criteria
e Format of evaluation
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Best Supervision Practices Include:

1. Clear role induction at the outset (Expected roles and behaviors of both
supervisor and trainee)

2. Maintenance of clear professional boundaries (e.g., does not use the trainee as a
confidant or involve the trainee in conflicted dynamics within the setting)
3. Provision of clear feedback, both positive and negative, about the trainee's
performance
4. Most supervision theorists believe that some level of conflict is inevitable in
supervision as in any relationship. Therefore, the supervisor should:
e Discuss conflict when it occurs
e Take responsibility for his/her role in the conflict that arises
e Seek consultation if the conflict reaches an impasse (because supervision is a
hierarchical relationship, the ultimate responsibility for this resides with the
supervisor)
5. Respect for human diversity and individual differences that may exist between
the supervisor and trainee. The supervisor makes it clear to the trainee that
discussions of such differences are safe and appropriate.

Quality Supervision is NOT:
1. Placing the delivery of services above the trainee's professional needs

2. The supervisor using supervisory sessions as an opportunity to talk primarily
about his or her own cases or him/herself

Trainees Should Always Remember:

The supervisor may be liable for any of the trainee's actions during the supervised
experience. Therefore, it is the trainee's responsibility to keep the supervisor as
tully informed as possible about the trainee's work with clients and about their
client's responses. If the trainee is experiencing discomfort about any aspect of the
supervision experience, it is the trainee's responsibility to address the discomfort
directly with the supervisor.

Telesupervison: Best Practices
Source: Dariush Fathi PsyD
Onsite Behavioral Health Director, CHC Danbury

Telesupervision is defined as clinical supervision of psychological services through
a synchronous audio and video format where the supervisor is not in the same
physical facility as the trainee (CoA, C28, 2010). Literature indicates that
telesupervision is as satisfactory as in-person supervision (Inman, Soheilian, &
Luu, 2018, Wood et al., 2005, as cited by Bernhard & Camins, 2020) and that there
were comparable outcomes in satisfaction and self-efficacy (Reese et al., 2009)
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Goals for Telesupervision

e To as closely as possible emulate the standards and experience of in-person
supervision Acknowledge, embrace, and overcome the inherent differences and
challenges of telehealth supervision
e Provide as high quality of supervision experience as possible
e Increase access to supervision (especially in rural or

underserved areas)
e Promote safety and wellbeing of supervisors, trainees and patients

Telesupervision: Contextual Factors for the Supervisor

e Diminished context to view and access supervisee olnteractions in team

meetings Does the supervisee eat lunch or take breaks? o How does my

supervisee interact with others?

e Increased effort to assess for contextual factors for professional development

e Encouraged to build in additional time to interact with trainee aside from
supervision (Hausman et al., 2021)

e Elicit feedback from everyone who interacts with your supervisee

Contextual Factors for the Trainee

e Diminished context to view the supervisor “in action”
e Interactions in Team Meetings

e Interactions between peers

® Does my supervisor eat lunch?

e How does my supervisor interact with others?

e Supervisors are role models and leaders

e Vicarious learning is always occurring

Telesupervision Adaptations

e May need to develop more explicit written protocols on everything (eg. Dress
code, safety procedures, when to consult) (Hausman et al., 2021)

e May want to use agenda setting to ensure coverage of areas

e Use of asynchronous forms of communication to bolster the relationship

(Bernhard & Camins, 2020)

e Have to troubleshoot technology and set telehealth expectations (e.g.

confidentiality, telehealth presence space, background)

e Emphasis on verbalizing dynamics can improve relationship building

Assessing for Clinical Competency When Conducting Telesupervision

e Live viewing of video and phone sessions
® Recorded phone and video sessions
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e Clinical team interactions (elicit feedback from others)
e Review of clinical notes
e Discussion about client interactions and progress
e Structured evaluations of supervisees and supervisors (Reese et al., 2009)
e Supervisor needs to cultivate technical expertise
e Provide IT Tech Support to provide feedback, and train the supervisee
e Technology proficiency - model to the supervisee
e Phone vs Video
e The ins, outs, and features of Zoom
e Telepresence and telehealth setting
e Background
e Presence on camera (sound, video quality)
e Supervision becomes an opportunity to view and evaluate expectations
around:
e Clothing/ Attire
e Interaction style
e Communication effectiveness
e Writing skills
® Professionalism
e Technology Skills
e Ability to adapt
e Flexibility

Ethical Considerations

e Assessing telehealth competency

e Some supervisees or supervisors may not be good fit for telehealth
e Technological competence

e When technology fails, what is the supervisor or supervisee to do?
e Evaluations:

e Live, recorded video, recorded audio sessions?

e How will they be securely stored?

e Written communication about the supervisee be stored and used in

evaluations (chat histories, instant messages) and where?

e Crisis procedures and plans
o [s telesupervision a requirement or optional?

e If agency/employer/trainee needs change, or if the supervisee is

determined to not be a good fit for telesupervision, how will this be
addressed?

Ethical Considerations: Beginning Telesupervision

e Contact information: email, cell phone
e Discussion of evaluation process and criteria
e Who will the supervisor consult with in regards to the supervisee?
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e “Paper trail” of digital communications

e Clear policies and procedures (camera versus no camera)

e Backup plan with technology fails

e How crises will be managed

e Secondary and tertiary coverage

e If the supervisor or supervisee cannot be reached, what are the next steps?
e Ways for clients to contact supervisors (Belsak & Simonic, 2019)

Supervisee Goodness of Fit

e Traits difficult over telehealth: Difficulty with self-initiative (e.g.,
problem-solving technology difficulties, asking for what they need in
supervision, initiating/responding to contact with supervisor, “intense
learning needs”

e Traits beneficial over telehealth: Flexibility, ability to express needs, desire to
function more autonomously

e Prudent to screen trainees (and supervisors) to determine the goodness of fit

and readiness to engage in telesupervision, and whether they are tech savvy
(Jordon & Shearer, 2019)

Telesupervision Scenarios

e Common challenges
e Time Management
e Attire

e Telepresence

e Professionalism

e Home boundaries

E. Clinical Supervision & Group Consultation/Seminars

1. Group Supervision of Therapy Cases: Curriculum

This weekly yearlong training series (Mondays, 11:30 am - 12:30 pm) involves
NAAPTC doctoral interns only. NAAPTC Group Supervisor, Grace Yan, PsyD,
psychotherapist in private practice, is responsible for development and
implementation of its training curriculum in consultation with the Director of
training.

Group supervision focuses on presentation and discussion of clinical process in the
interns” active psychotherapy cases. Emphasis is placed on understanding the
unfolding of the clinical process between therapist and patient in each case. We
follow patients through the intake process, the initial clinical interviews, and
negotiation of treatment goals before focusing on the ongoing weekly
psychotherapy.
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Interns’ case presentations provide an opportunity to consider the constitutive
elements of an analytic process, as well as the ways diagnostic considerations affect
treatment plans. We pay close attention to transference and countertransference
data and use it to further elaborate our understanding of the patient’s
psychopathology. We keep in mind the ways that culture, language, and
socioeconomic factors play an important role in our work.

Development an nsolidation of a Professional Identi Psvchologi

Through case presentation and discussion, this group supervision targets
development and consolidation of a professional identity as a psychologist.

We incorporate continual self-assessment as we discuss and provide feedback on
strengths and weaknesses of each clinician and his/her interventions. This
supervision also models the importance of ongoing learning throughout the
clinician’s lifetime, and of learning from others. We discuss clinical concepts, focus
on ways to use theory, and provide a suggested reading list to accompany the
supervision. During the course of our work, we examine and discuss any legal and
ethical concerns as they arise in work with the clinic’s patients.

Another aspect of professional development this supervision covers is the practice
of presenting to colleagues. Participants learn how to give and receive feedback in a
productive way that promotes learning together.

Development and Enhancement of Clinical Practice Skills
As this group supervision focuses mainly on discussion and presentation of therapy

skills, it increases generalist psychotherapy skills. We take up the issue of diagnostic
assessment and how it impacts treatment planning and intervention.

We discuss treatment of trauma, psychosis, depression, and borderline patients in
particular. Because of the diverse population at RAMS, we also are mindful of the
impact of immigration, transgenerational trauma, and how culture and language
affect our work with clients. We also use process notes to help track outcomes of
interventions and to aid in keeping focus on measuring client progress in the
therapy.

2. Cultural Competency Project Meeting/Professional Issues Seminar: Curriculum

Director of Training, Shlomit Gorin, PsyD., is responsible for development and
implementation of this curriculum (Wednesdays, 3pm-4pm). This training series is
conducted as a combination psychodynamic group supervision/clinical seminar. Its
objective is to enable interns to develop proficiency at considering the interplay
between clinical, cultural, and professional aspects of their work. While always
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emphasizing the interplay between all three frameworks, this seminar goes through
two distinct stages:

e Cultural Competency Project Meeting (October-June): Provides group
supervision of interns” work on their individual Cultural Competency
Projects and offers scaffolding for interns” overall cultural competency
development. Specifically, it aims to advance interns” awareness of their
countertransferential tendencies with diverse populations and to allow for
optimal use of their own emotional reactions and behavioral responses to
clients of diverse backgrounds.

e Professional Issues Seminar (July-August): Designed to consolidate the
professional development gains achieved by interns during the internship
year. This section focuses on helping interns process and evaluate various
aspects of their clinical, cultural, training, and teamwork experiences within
the framework of legal, ethical, and professional standards relevant to their
work as psychologists.

Over the course of the Cultural Competency Project meetings’ first few months,
interns work on selecting topics for their individual project, which is a clinical study
exploring an intersection between clinical and cultural/social issues in light of one’s
own cultural biases, with the aim of facilitating development of clinical sensitivity to
diversity in an area of interest. It must be of sufficient scope and depth that two
weekly hours allotted to this work over the course of nine months are needed to
complete it.

To identify cultural biases that may be affecting their clinical work and professional
functioning, interns discuss and process various aspects of their internship
experience and help each other consider a variety of clinical, systemic, and training
phenomena through culturally-informed lenses. By January, with help from peers
and the supervisor, each intern is expected to choose a particular bias as a focus for
their study; to select what relevant aspects of psychological functioning in the
selected group’s culture they would like to explore; and to write, submit, and
present to the group a brief proposal for their future study. During the next stage, as
interns consider how they want to go about testing their biases, they present their
nascent ideas and collaboratively ponder relevant clinical, cultural, and professional
examples. In the summer, interns present their Cultural Competency Projects to the
entire staff at the In-Service Clinical Training and submit a written version of their
presentation, which is added to the training library as a resource for staff and future
interns.

Throughout the course of this seminar, interns” work on identifying and exploring
their cultural biases is informed and shaped by not only feedback from other group
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members, but also cultural aspects of the group process. Supervision focuses on
enabling interns to draw their own experiential conclusions about these matters. The
Director of training helps interns reflect on their functioning in diverse professional
environments; facilitates discussion of cultural issues present in their clinical work
and in the group process; assigns readings to bridge interns” own insights with the
accumulated body of professional knowledge; and helps find “cultural consultants”
for their projects. In these ways, this forum provides a working model for
considering intersections between cultural and clinical issues.

At the training year’s end, interns’ attention is starting to shift to the next
developmental stage: postdoctoral residency or entry in the professional workforce.
To parallel and support their professional development, this weekly training also
shifts its focus for the last two months and becomes a Professional Issues Seminar.
Interns explore and evaluate the learning and growth outcomes achieved during the
internship year, and ponder a broad range of professional, legal, and ethical issues
relevant to their work as psychologists.

See Appendix A for a list of projects cultural competency projects completed by former
interns
See Appendix B for Cultural Competency Project sample reading list

3. Elective Seminar: Working with Children and Families

This weekly yearlong training series (Mondays, 2:00 pm - 3:00 pm) includes
doctoral interns, postdoctoral fellows, and some psychology practicum trainees
(those who chose to attend this training on top of their contracted practicum time
and activities). Dr. Andrea Chan, PsyD., therapist in private practice, is
responsible (in collaboration with the Director of training) for development and
implementation of its training curriculum.

This elective training combines features of clinical seminar and group
supervision: It is designed to shore up limitations in doctoral-level education
pertinent to the area of child psychotherapy and to support development and
implementations of the treatments interns are conducting with children, youth
and families. The curriculum specifically targets the following competencies:
psychological intervention skills and knowledge base in regard to working with
children, youth and families; professional communication (particularly, skill at
presenting own work and discussing cases); development of proto-supervisory
skills (ability to develop relevant hypotheses and provide helpful feedback
regarding the dynamics of other clinician’s cases); and continuing
self-development (particularly, awareness of professional strengths and
weaknesses and ability to seek and receive feedback).
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The initial sessions are devoted to a group discussion of participants” previous
experiences with child therapy. This serves as an orientation to the training series,
while helping to clarify each intern’s competency level and thus allowing them to
tailor the curriculum to fit their professional development needs.

The next phase is run more like a clinical seminar. It provides an overview of
basic concepts and treatment approaches pertaining to clinical work with
children (including “best practice” approaches, essential therapy techniques, and
ways to monitor outcomes of treatment interventions, both within therapy and
outside of it). At this point, the instruction is largely didactic and utilizes
classroom discussions of assigned professional articles as well as examples from
participants’ nascent child-focused work at RAMS.

During the next stage, to parallel and support the development of interns” child
and family treatments, the training shifts to the group supervision mode.
Participants take turn presenting clinical cases to each other and the instructor
(with three consecutive sessions devoted to each case). Initially, most of the
supervisory input comes from the instructor, who helps participants to situate
their cases against the background of the lager psychological knowledge; guides
the process of clinical case formulation; models/ discusses therapy techniques;
and makes instructional suggestions regarding trainees” work. As interns grow in
both their professional confidence and competence, they become more actively
involved as peer consultants (under supervision). Interns and trainees exchange
their own ideas about each other's work; and the role of the instructor becomes
that a facilitator, who helps to integrate input from various participants; offers
instructional clinical suggestions when needed; and continues to provide role
modeling for supervision as well as ongoing feedback on the progression of
interns’ proto-supervisory skills.

At the end of the year, the focus of this training series shifts to the issues involved
in clinical termination with children and to the evaluation of outcomes, both of
the yearlong treatments interns have been conducting and of their own growth
and development as child therapists.

See Appendix C for Working with Children and Families sample reading list

4. Elective Seminar: Clinical Understanding and Sociocultural Considerations with
Community Mental Health Clients

This yearlong, weekly training series (Wednesdays, 2:00 pm - 3:00 pm) includes
doctoral interns, postdoctoral fellows, and psychology practicum trainees who
chose to attend this training on top of their contracted practicum time and



activities. Negar Azadbadi, PsyD, therapist in private practice is responsible (in
collaboration with Director of training) for the development and implementation of
its training curriculum.

This seminar lays the foundation for a theoretically, culturally, and systemically
informed framework that supports treatment development and implementation
with RAMS clients. It is designed to shore up the limitations in doctoral-level
education in the area of public-sector psychotherapy with severely mentally ill,
disenfranchised, and minority individuals. The training aims to build interns’
competencies in clinical intervention (in particular, case conceptualization,
treatment planning, and outcome tracking skills); competency with diverse
populations; professional ethics; proto-supervisory skills; and continual
professional development (in particular, interest in increasing knowledge and skill
through professional literature and group discussion).

During the first six months, instruction is mainly didactic; it reviews professional
readings to provide a shared understanding of psychodynamic concepts and
systemically informed approach to clinical work. The initial sessions serve as an
orientation to the seminar and offer a basic overview and discussion of
psychodynamic approaches and their suitability for culturally and systemically
informed work. This is followed by a series of discussions of assigned professional
articles. Interns are introduced to some germane psychodynamic “classics” as well
as a variety of contemporary object-relational writings that address clinical
phenomena, such as projective identification, prevalent in severely ill clients.
Reading assignments that specifically target relevant cultural and social
phenomena help interns to situate clinical issues in the context of the larger culture.
Group discussions focus on the clinical and cultural implications of the assigned
papers. To bridge professional knowledge with interns’ clinical work, participants
are encouraged to share clinical case vignettes. At the beginning, many interns find
this prospect rather intimidating but start to share more as they build confidence.

By mid-year, this class becomes more of a seminar. Interns and other participants
are encouraged to take lead in discussions and to select topics relevant to their
current clinical work, professional interests, and/or current sociopolitical events.
Participants also contribute their suggestions for appropriate professional readings.
Some recent examples of intern-requested topics are shared trauma in the
therapist-client couple and non-clinical writings on race by prominent thinkers of
color.

Throughout the seminar, discussions of the assigned theoretical and socio-cultural
reading materials are interspersed with clinical vignettes. In the beginning, the
instructor tends to make use of her own clinical experiences, while the participants
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are encouraged to bring up their own cases. Object-relational writings that
highlight clients” indirect and non-verbal communications help interns to learn
how to make sense of the clinician’s observations and subjective experiences and
use them as a source of information about the therapeutic process and the cultural
dynamics embedded in it.

The final part of the seminar focuses on theoretical conceptualization of issues
involved in termination and transfer of vulnerable, system-dependent clients,
presented from socially informed object-relations and attachment perspectives.
This includes object loss and internalization dynamics for healthier and more
disturbed clients as well as technical aspects of addressing termination and transfer
with fragile clients in light of contemporary relational approaches, attachment
theory and social justice approach.

As the year comes to an end, the seminar switches to processing interns’
expectations of a “successful treatment” and to helping them evaluate the real
outcomes of the yearlong treatments they have been conducting. See Appendix D
for a sample syllabus for the Sociocultural Considerations elective group.

5. Elective Seminar: Psychodynamic Conceptualization in Working with Severely
Mentally Ill & Fragile Patients

This yearlong, weekly training series (held in person at the clinic on Tuesdays from
3:00 to 3:50pm) includes practicum trainees and doctoral interns who chose to
attend this training on top of their contracted practicum time and activities. Staff
Therapist and former RAMS intern & trainee, Mara Gerson, Psy.D., is responsible, in
consultation with the Director of training, for development and implementation of
its training curriculum.

This seminar is designed to shore up the limitations in doctoral-level education in
the area of individual psychotherapy with severely mentally ill clients, and to lay
the foundation for a theoretically-informed framework that supports treatment
development and implementation. The training aims to build participants’
competencies in clinical intervention; collaborative case presentation and
conceptualization skills; and continual professional development (in particular,
interest in increasing knowledge and skill through relevant literature). People with
any level of prior exposure to psychoanalytic theory (including none or a lot) are
highly encouraged to join the group.

Those joining the group are highly encouraged to do the readings in advance of
meetings and come prepared with questions and/or ideas about relevant cases.
Readings will be capped at one article per week, with a preference for shorter
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articles whenever possible.

Topics covered in the seminar include:

- A brief survey of selected key ideas from “classical” psychoanalytic writers (e.g.,
Freud, Klein, Winnicott, Bion)

- Case conceptualization and treatment focused on serious mental illness,
complex/severe trauma, and personality disorders (with particular attention to
Object Relational approaches)

- Contemporary Relational and Intersubjective theories (to help us to better
understand how we show up as therapists and how this contributes to the therapy
relationship)

- Developmental approaches and working with children, adolescents, and families*
- Working cross-culturally from a psychoanalytic treatment model*

*Topics of child/family treatment and socio-cultural phenomena will be integrated
throughout the course, but are not targeted areas of emphasis due to the availability
of other electives on these topics.

Generally speaking, each meeting will begin with a didactic portion in which the
facilitator will briefly summarize that week’s reading, answer participants’
questions, and offer relevant clinical vignettes to illustrate theoretical concepts.
Following the didactic, the group will be encouraged to engage in discussion of the
reading. While we will not have enough time for case presentations, participants are
highly encouraged to bring in clinical vignettes that may be relevant to that week’s
reading, and will be supported to practice the art of presenting succinct case
vignettes.

During the fall months, instruction is heavily didactic and will focus on key
concepts from classic psychoanalytic literature. For example, we will learn about
ideas such as unconscious conflict, anxiety and defense, and levels of functioning to
help theorize our clients’ personality structure from classical Freudian and Object
Relational perspectives. This elective will by no means provide an exhaustive
review of psychoanalytic theoretical concepts, as we will only have time for one or
two papers from each classical author. However, the course is designed to support
participants with all levels of knowledge to learn or review the basics, build further
clarity and distinction between theoretical models, and develop a common language
to support discussion and collaborative conceptualization.

In the winter, we will move into a variety of papers written in the middle and
second half of the century (and some more contemporary ones) to help us hone in
on more particular dynamics that may pertain to our RAMS patients, particularly to
those with serious mental illness. We will learn about different presentations of
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psychopathology with an emphasis on personality development and relational
themes. Psychoanalytic literature on trauma will be a key feature of these readings.
Additionally, we will read literature on child and adolescent development that will
help us not only to intervene with younger clients but also to think about the
childhood experiences and development of adults.

As we move into the spring, we will read more contemporary literature, particularly
work from an Intersubjective lens. These readings will help us to consider how
countertransference (both our reactions to clients and our own personal dynamics)
contribute to therapeutic work. Towards the end of the training year, readings on
termination will be incorporated to help participants prepare for ending treatment
with their clients. There may also be time for special topics based on the groups’
interests and clinical concerns.

The seminar will emphasize therapeutic intervention as well as case
conceptualization. Psychodynamic writings highlight nonverbal communication as
a key aspect of the therapy process. Much discussion will focus on learning about
how these communications take place and how to respond to them. Object
Relational writings advance these ideas by discussing how the clinician’s subjective
experiences serve as a source of information about the therapeutic process.
Additionally, interpretation and behavioral interventions are not always the most
appropriate approaches for adults with serious mental illness or for children. We
will read papers that help us conceptualize interventions that go beyond talking or
interpretation (including joining the patient’s experience, playing, and

tolerating/ making meaning of silence).

F. Didactic Training

The training year starts with an intensive three-week-long Orientation Program.
After that, interns” didactic curriculum includes five training seminars per week
(supplemented by trainings at the clinical rotation sites). Two of these seminars are
for interns only (the 60-minute-long Cultural Competency Project
Meeting/Professional Issues Seminar and the 120-minute-long Assessment
Seminar/Group Supervision). At the other two seminars (the 90-minute-long Intern
& Trainee Seminar and the 80-minute-long In-Service Clinical Training), interns are
exposed to clinical and diversity issues in the context of a multidisciplinary
treatment team and training cohort. Interns can also choose one or both of the
elective 60-minute-long weekly consultation groups/seminars: Clinical
Understanding and Sociocultural Considerations in Working with Community
Mental Health Clients and Relational Work with Children & Families (open to
doctoral psychology interns, postdoctoral psychology fellows, and practicum



students).

Each seminar features a core training curriculum (sequenced to parallel and support
the interns’ learning process) and “targeted” presentations or discussions (designed
to address particular issues encountered in clinical work). This enables didactic
instruction that is grounded in psychological science and theory and meets the

intern group’s particular needs as they face the unique populations served at
RAMS.

The Orientation Program occurs during the first three weeks of the training year.
Interns do not generally see clients during this time. To welcome interns into the
RAMS community, the first day of the training year begins with an introductory
meeting with the internship training team, followed by interns’ participation in an
in-service adult case conference. This way, interns have the opportunity to meet
their supervisors and colleagues in an informal atmosphere, to get immediate and
direct exposure to the clinical culture at RAMS, and to start developing a support
system that will help them function as part of the treatment team.

This introduction is followed by a slate of didactic presentations and discussions
designed to 1) familiarize interns with the structure, functions, and essential
procedures of RAMS, Inc.; the San Francisco community mental health system; and
pertinent state and federal regulations; 2) introduce interns to RAMS’s treatment
philosophy and sensitize them to the rewards and challenges of working with
community mental health populations; 3) ensure a shared understanding of the
internship’s training goals and objectives, policies and procedures, and the structure
and sequencing of training activities.

Throughout the orientation, interns work closely with the Director of training, who
help to clarify each intern’s learning needs and interests and guides their selection
of clinical rotation sites and elective training experiences. At the end of the
orientation period, the Director of training schedule a formal meeting with interns
to answer their questions and to provide a detailed review of the internship
program. This is also when the yearlong conversation about professional issues
(such as stresses and self-care during the internship year as well as the rewards and
challenges of working with community mental health patients) begins.

By the end of the orientation, and to advance to the next stage of training and start
delivering professional services, interns must pass the Privacy/Confidentiality
Certification Test (on HIPAA regulations, SFDPH policies, and RAMS policies and
procedures relating to the protection of patient information) and Compliance
Certification Test (on compliance policies, procedures, and standards of SFDPH and
State and Federal laws and regulations). They also must become certified in using
the evidence-based, computerized assessment and treatment planning systems
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employed by all San Francisco community mental health organizations: ANSA
(Adults Needs and Strengths Assessment) and CANS (Child Assessment of Needs
and Strength). Additionally, interns are required to perform a self-evaluation (using
our standard Evaluation of Intern Clinical and Professional Development form),
which inform supervisors” preliminary understanding of each intern’s individual
professional growth needs and limitations. Interns” self-assessments serve as a
starting point for development of individual learning plans and help us tailor the
core training curriculum to the learning needs of the particular intern class.

The Intern & Trainee Seminar (yearlong, Tuesdays, 10:20 am -11:50 am) involves
doctoral interns and practicum trainees only. Director of Training, Shlomit Gorin,
PsyD, is responsible for the development and implementation of this seminar’s
training curriculum. She also serves as the seminar facilitator and main instructor.

The purpose of this weekly 90-minute seminar is to advance interns’ clinical and
cultural knowledge towards the program’s target competencies, to shore up any
relevant limitations in their doctoral-level education, and to support interns’
learning from clinical work and other experiential professional exposure. This
seminar also serves as a counterpart to the In-Service Clinical Training, which runs
in parallel to it: The seminar allows for close monitoring of interns” professional
development and for identification and processing of any difficulties learning the
didactic content provided at the In-Service Clinical Training. Additionally, having
practiced professional discussion within a large peer group, interns are better able to
actively engage in and take advantage of professional discussions, including those
that involve clinical staff and external discussants/presenters.

The Intern & Trainee Seminar is structured and timed to parallel and facilitate
interns' development of target training competencies and of the yearlong treatments
they conduct. Correspondingly, in the course of the training year the seminar goes
through several distinct stages.

For the first part of the year, this seminar is didactic. The initial sessions serve as an
orientation to the seminar; they offer a historical overview of treatments for the poor
and mentally ill, and an introduction to systemic dynamics present within
community mental health settings. This is followed by a series designed to lay the
foundation for culturally informed psychodynamic therapy with the poor,
minorities, and severely mentally ill in a community mental health center. At this
stage, instruction is delivered mainly as lectures and discussions of assigned
professional articles. To facilitate development of interns” ability to apply
psychological concepts to clinical work, these modes of training are supplemented
by illustrative analyses of interns” nascent work with their clients, as well as of
clinical and supervision vignettes provided by the instructor. In this way, in addition



to building the requisite knowledge base for the development of clinical
competence, the seminar targets interns” professional presentation competence, in
particular, their ability to demonstrate clinical acumen in a professional discussion
and to provide peer consultation.

The next series of trainings is designed to help interns increase their cultural
knowledge and to foster greater cultural self-awareness in clinical and systemic
contexts. At this stage, training is mainly experiential. It consists of individual
presentations and group discussions of cultural predilections that influence how
interns and trainees conceive of their work and their clients, and how they
experience themselves in the context of therapeutic relationships and the field.
Assigned professional articles provide the overarching theoretical framework for
these discussions.

Later in the training year, when interns and trainees develop more competence and
confidence as clinicians, the Intern & Trainee Seminar becomes a four-months-long
weekly Clinical Case Conference. Each intern and trainee is required to deliver one
formal clinical case presentation, which includes a comprehensive case write-up
(with both cultural and clinical formulations), professional literature references, and
case material. Interns serve as co-facilitators of the case conference (in a
peer-supervisor capacity). This affords them the opportunity to further advance
their professional presentation competency and to hone their developing
proto-supervision skills. The Director of training provides role modeling and
ongoing evaluative feedback on interns” performance as peer supervisors.

Toward the end of the training year, the focus of the seminar shifts again, this time
toward termination with clients and with the training program, evaluation of
treatment outcomes, and related professional development issues.

The In-Service Clinical Training (yearlong, Wednesdays, 9:00 am-10:20 am) involves
doctoral psychology interns, postdoctoral fellows, psychology practicum trainees,
interns from other mental health disciplines, and clinical staff from the RAMS
Outpatient Clinic. It is also open to clinicians and trainees from all other RAMS
programs, who have the option of attending this in-service training if the topic is
relevant to their clinical work and interests. Director of Outpatient Clinical Training,
Shlomit Gorin, PsyD, is responsible for the development and implementation of this
training series’ curriculum.

The didactic facet of the In-service Clinical Training® focuses on comprehensive
°This series also includes three year-long monthly clinical case conferences: Clinical Grand

Rounds; Adult Case Conference and Child Case Conference, described separately - see
“RAMS Case Conferences.”
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psycho-socio-biological treatments for complex mental disorders, as well as on
social and cultural factors that influence symptom manifestation and treatment
course. Since the program is psychodynamic, most presentations emphasize
contemporary psychoanalytic theories and psychodynamic treatment principles as
they apply to severe mental illness and to working with minorities.

In an attempt to create a training experience most suited to interns” and staff’s
learning needs, this seminar features a two-fold didactic curriculum. The core
curriculum, designed to reflect major issues of treatment planning and
implementation at RAMS, is largely unchanged year after year. It emphasizes
assessment and clinical interventions with the more disturbed/chronically troubled
client, and issues related to working with diverse populations. Presentations
supplementing the core curriculum are tailored to meet the current intern group’s
particular needs as it faces the unique populations served at RAMS.

This flexible curriculum allows the In-service Clinical Training to parallel and
support the development of yearlong treatments conducted by interns. In the
beginning of the training year, the training focuses on the “the basics”: the role and
function of the “therapy frame” and “treatment contract” in working with disturbed
patients. This is followed by a series of trainings on the levels of personality
organization (Autistic-Contiguous, Paranoid-Schizoid, and Depressive positions),
which provides a theoretical framework for case conceptualization and sets the
stage for in-depth discussions of intervention strategies designed for different levels
of personality organization.

Subsequent seminars feature a slate of speakers on specific clinical, multicultural,
and professional development issues related to comprehensive, multidisciplinary
treatment of community mental health clients. These topics include burnout
prevention and self-care strategies; stage-of-treatment-related dynamics; and
evidence-supported/“best practice” approaches to treatment of specific mental
health issues and to working with particular populations.

As part of the In-service Clinical Training series, interns are required to present at
least one adult and one child case to the entire clinic’s staff and to an invited
discussant (usually, a psychoanalyst or a psychodynamic therapist practicing in the
community). This is also the setting in which interns present their Cultural
Competency Projects. In this manner, they have the opportunity to conduct a
professional presentation to a group of colleagues with advanced experience and
training. This is our way of introducing doctoral interns to the role that
psychologists play in contributing to and advancing our understanding of the
human experience.
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1. Intern and Trainee Seminar: Curriculum

Director of Training, Shlomit Gorin, PsyD., is responsible for development and
implementation of the training curriculum for this seminar. She also serves as the
seminar main instructor (weekly, Tuesdays, 10:20 am -11:50 am).

October: Psychodynamic Therapy in the Community

This four-session series is designed to lay the foundation for culturally informed
psychodynamic therapy in a community mental health clinic with the poor,
minorities, and severely mentally ill. To bridge interns” insights with the existing
body of professional knowledge, readings are distributed after each training session.

The initial trainings review the history of madness as a social concept, facilitate
discussion of the stigma of mental illness, and help interns explore their first
reactions to their RAMS clients. Then, the major turning points in the history of
mental health treatment are reviewed, including the discovery of the “talking cure”
and the development of psychoanalysis, as well as the creation and evolution of the
US community mental health system. Interns are encouraged to ponder the
gradually and increasingly diverging paths of psychoanalysis and “therapy for the
people” in light of social, cultural, and psychological factors.

This serves as a foundation for an in-depth discussion of the socio-cultural factors
and parallel processes that affect working in a community clinic with the poor,
minorities, and severely mentally ill. Common clinical approaches to these
populations are considered in light of these factors; available evidence on the
efficacy and/ or effectiveness of various approaches is discussed. Professional
readings reviewed and/ or assigned include the evidence-support research on
psychodynamic psychotherapy (both the meta-analyses of therapy outcomes and
the available naturalistic studies of heterogeneous patient populations within
psychiatric settings). To build capacity for science-informed treatment planning and
to integrate empirical research into clinical judgment, special attention is paid to the
research exclusion criteria; patient populations” demographics; and types of
outcomes studied (symptom reduction vs. improved functioning in the community
vs. personality traits and mental capacities). This discussion also underscores the
specificity of therapeutic interventions/technique versus the relevance of common
curative factors/treatment alliance, and the importance of having the freedom to
think with patients about the technical interventions best suited to helping them.

Finally, interns are invited to “design” client-guided relational therapeutic
approaches that would be more respectful of differences and less affected by various
biases (societal, institutional, and therapist’s own). This part of the seminar
culminates with discussion of interpersonal/relational principles and techniques as



well as of the key role of clinicians” self-awareness and flexibility of
self-image/openness to “role responsiveness” in this type of treatment.

November: Building a Successful Culturally Competent Community Program

The objective of this 3-session module is to introduce interns to the field of program
development and evaluation, to review various approaches to this subject, and to
invite interns to generate their own ideas about elements and design for culturally
sensitive mental health programs. RAMS program Director or executive
management staff teach this module.

Issues of cultural competency in the development and evaluation of clinical
programs are presented and discussed with use of examples and demonstrations
from RAMS'’s ongoing program development effort, which aims to build culturally
competent holistic mental health programs based on traditional indigenous wellness
activities practiced in the Samoan, Filipino, Cambodian, Laotian, and Vietnamese
communities (Asian & Pacific Islander Mental Health Collaborative, a partnership
between RAMS and six San Francisco grass-root organizations serving these
communities; funded by the Mental Health Services Act - Prevention and Early
Intervention Population-Focused Programes).

December to April: Cultural Awareness Training

The objective of this 16-session module is to provide experiential exposure to
diversity and to foster interns” awareness of their own cultural biases and
countertransferential tendencies, towards development of the ability to optimally
use one’s own emotional reactions and behavioral responses to diverse clients.

For this facet of the seminar, we utilize parts of Growing Our Own, an
empirically-supported curriculum specifically designed to train clinicians on
providing culturally competent services to Asian American and Pacific Islander
consumers. Every member of the training group presents their reflections on how
their own cultural background(s) and experiences affect them as clinicians (for a
sample list of questions to be addressed, see Cultural Self-Awareness). Each
presentation is followed by a group discussion facilitated by the instructor and
informed by assigned readings. In a very diverse training cohort, such exposure to
other group members’ reflections allows for interns to face their assumptions about
various cultures. This creates an opportunity and demand to address one's own
biases and limitations in tolerating diversity, as well as to learn and appreciate
cultural and ethnic differences. It also provides interns with the possibility to utilize
the experience and expertise of their peers, and teaches them to competently utilize
others as cultural consultants to cases with particular diversity issues.
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April to July: Intern and Trainee Case Conference

This 15-session training series is described under “RAMS Case Conferences” and
“Case Conference Presentation Format.”

July to September: Clinical Issues in Termination

The objective of this three-session module is to support interns’ clinical learning
during termination of the treatments they have been conducting, and to help them
consolidate the competency gains achieved during the training year.

This segment focuses on the clinical dynamics of termination and on ways clients at
different levels of personality organization experience and deal with
losses/endings. Didactic instruction and group discussion of case examples is
supplemented by foundational and contemporary writings on the subject. We utilize
Glen Gabbard’s “best practices” paper on termination to help interns process their
expectations of a “successful treatment,” and to evaluate the real outcomes of the
yearlong treatments they have been conducting. Termination of the program and
interns’ self-appraisal of their own growth are also addressed in this setting.

See Appendix E for Intern and Trainee Seminar Sample Reading List

Intern & Trainee Seminar: Case Conference Presentation Format

I. Purpose: The formal clinical case presentation provides therapist-presenters an
opportunity to hone their professional presentation skills, to build confidence with
demonstration of their clinical acumen to a group of colleagues, and to receive
consultation from other participants along with supervision from the facilitator. It
also gives participants the opportunity to provide peer supervision, to develop and
practice their proto-supervisory skills, and to learn about therapeutic problems,
crises, impasses, conflicts, and approaches with clinical cases that are not their own.

Each participant presents one clinical case. Group members are welcome to offer
their observations and hypotheses about the case and the dynamics of the session.
Doctoral interns are expected to serve as co-facilitators alongside the Director of
training. As the case conference progresses, each doctoral intern is encouraged to
facilitate one case conference session independently (under supervision).
Examples of topics/questions within the context of the case presentation include:

e Diagnostic issues and considerations

o [ssues related to the therapeutic frame and boundaries

e Concerns about the "fit" between client and treatment approach

e Culture-specific clinical issues and treatment modifications

e Treatment dilemmas related to client's substance use

e Transference and countertransference illustrations and dilemmas

o [ssues related to interaction with other professionals involved with the case
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e Therapeutic crises or impasses and ways to resolve them
e Stage of treatment (e.g., beginning of treatment or termination) issues

II. Written Handout: A comprehensive case description (without any identifying
information) must be written and distributed to all group members a week prior to
the scheduled presentation day. The write-up should integrate multiple sources of
data (client’s perspective, collateral information, therapist’s perspective,

ANSA /CANS data, other measurements, etc.); provide evidence of clinical work
and thinking that are supported by professional literature/evidence research; and
cover the following areas:

Reason for Referral and Presenting Problem

Besides referral information, this part should include clients” subjective perception
of their problems and expressed goals for treatment (provide direct quotes if you
can). It should also reference the intake information (including the DSM-5-TR
Self-Rated Symptom Measure data when available); ANSA /CANS data; the goals
included in the Treatment Plan of Care; and your perception of client’s reasons for
being in treatment.

Description of the Client (physical, behavioral, and social)

Age, gender, culture, and primary language as well as level of comfort with the
language used in therapy; patient’s current situation, including SES, means of
support, living situation and significant others; MSE at the first visit (including
physical appearance, cognitive, behavioral, emotional presentation, and style of
interaction with therapist); and any observed variations in client’s behavior and
appearance during the course of treatment.

Brief Pertinent Life History”

Social/cultural/SES background; family of origin: composition and relationships
among family members; and family history of mental illness, substance use and
trauma. What is known of patient’s early developmental history, significant
relationships, and school experiences; relationship, education, work and leisure
pursuits throughout patient’s lifetime; relevant medical history (including
medications). If applicable, include immigration history, military service, substance
use/abuse, problems with the law/incarceration, and any other significant events.
Current family: composition, background, history, and relationships. Include any
pertinent cultural, class, and social factors that have affected patient’s development
and functioning.

" This biography will inevitably contain an amalgam of your patient’s view of her/his life,
accounts by others, and your attempts at reconstruction of her/his history. Make sure to
identify your perception vs. the patient’s.



Psychiatric and Other Treatment History of the Presenting Problem

Dates, lengths, and treatments modes; crises and hospitalization history, including
precipitating factors if known; medications prescribed and compliance history;
treatment termination history; patient’s perception of past treatments (include direct
quotes if you can).

DSM-5-TR Diagnosis (non-DSM diagnostic impressions can be added, if helpful)

Should include the “focus-of-treatment” diagnosis and any secondary diagnoses
and rule-outs. Reference ANSA/CANS, the DSM-5-TR Self-Rated Symptom
Measure data, and any psychological testing data when available.

Treatment Planning

Chosen modality and current goals for the treatment; rationale for choosing a
particular treatment approach and perceived “fit” between the approach and
patient’s issues. This part should integrate professional literature/evidence research
with the patient’s diagnosis and background, ANSA/CANS data, Treatment Plan of
Care goals, etc.

Brief Summary of Current Treatment

Course of treatment: establishment of the therapeutic relationship; emergence of
major themes and attempts to address them; and termination issues. Note treatment
crises and intrusion of outside factors, such as illness, divorce, or move to a new
place. For each phase, give examples of topics discussed; patterns of behavior and
ways of relating as manifested in and outside of therapy; salient
transference/countertransference issues.

Monitoring of Treatment Outcomes

Progress towards agreed-upon goals of treatment and any other signs of
improvement. This section should also cover how you monitor outcomes, both for
your interventions within each session and for the overall treatment.

Cultural Formulation (with implications for assessment and treatment)

Follow the DSM-5-TR Outline for Cultural Formulation (OCF)®: Cultural Identity of
the Individual; Cultural Conceptualization of Distress; Psychosocial Stressors and
Cultural Features of Vulnerability and Resilience; Cultural Features of the

¥ DSM-5-TR, American Psychiatric Association, 2020, pp. 861-863. Further elaboration of the
OCEF application is provided in the DSM-5-TR Cultural Formulation Interview (CFI), pp.
863-872 and Glossary of Cultural Concepts of Distress, pp.875-880.
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Relationship between the Individual and the Clinician; and Overall Cultural
Assessment.

Clinical Case Formulation (from any chosen theoretical orientation)

Hypotheses about how the patient has developed difficulties and what supports
maladaptive patterns. For example, you may develop a tentative workup of
longstanding personality style (ego-functioning, characteristic defenses, capacity for
and type of object relations, major conflicts, etc.) and its developmental antecedents.
Conversely, you may focus on cognitive patterns, schemas, and faulty information
processes regulating patient’s perception of self and others. Formulation should
draw on your observations of relational dynamics, and on hypotheses about the
origin of the transference/countertransference patterns in the patient-therapist
relationship. It should also incorporate cultural factors delineated above.

Current Clinical Concerns

Besides the list presented above, you may include anything that puzzles you about
the case or any treatment decisions with which you would like to receive help.

III. Process Notes: Typed process notes of a recent psychotherapy hour (as close to
verbatim as possible, PHI removed) are distributed to all participants on the day of
the presentation. The notes are presented to the group and discussed in detail (in
light of the case data, clinical and cultural formulation, and the issues the presenter
asks to address).

IV. Presentation: Presentations start with questions from the group about any
pertinent information that needs to be clarified in the write-up. Then the presenter
takes about 10 minutes to present the case, including any additional information
since the write-up was completed. The purpose is to help the group better
understand what it is like for the therapist to work with this particular client, rather
than merely to go over the written text. The group then asks questions and/or make
comments with the aim of enhancing the clinical and cultural formulations. Next,
the therapist presents process notes from a recent session. This is followed by a
group discussion that focuses on the presenter's stated concerns. In addition, the
facilitator may ask the conference to focus on a particular clinical, cultural, or
theoretical issue.

Intern and Trainee Seminar: Cultural Self-Awareness

Objective: To develop a level of self-awareness, including awareness of one” own
cultural biases and countertransferential tendencies, which permits optimal use of
one’s own emotional reactions and behavioral responses to diverse client
populations.
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The following questions are provided as a guideline only. You don’t have to answer
them in any particular order and may skip any of them or add anything you wish.

To help other group members relate to your cultural identity, please bring a
personal/family photograph or an object that represents something meaningful
about your culture.

Please be ready to tell the group about your experience of your own culture and
cultural differences.

1. Describe your ethnic/cultural/social identity.

2. What was the ethnic, cultural and social makeup of the place where you lived as a
child?

3. Describe who in your family influenced your sense of your cultural identity or
any significant childhood experiences that shaped it.

4. What was your first encounter with a culture different from your own?

5. What reactions towards other cultures have you observed - in yourself, in your
family, in other people?

6. So far, what has been the closest (or the most meaningful) encounter with a
different culture? How did it affect you?

7. How do people tend to react to you as a representative of your culture?

8. What characteristics of your native culture do you experience as essential parts of
yourself? 9. Is there anything about your native culture you experience as foreign to
you?

If you can think of an interesting/ difficult situation in your work related to your
cultural identity, please share it with the group.

1. Any situations involving a client’s reactions to cultural differences between you
and the client?

2. Any situations involving your reactions to cultural differences/similarities
between you and your client?

3. Any situations involving cultural differences/similarities between you and your
supervisor?

4. Any situations where you catch yourself judging one culture by standards of
another?

5. Any situations where you catch yourself “excusing” pathology to be “tolerant” of
another culture?

6. Any situations where you feel that there is a “culture clash” between a client’s
culture and conventional approaches to therapy?

7. Any situations where you feel that there is a “culture clash” between your culture
and conventional approaches to therapy/supervision?

8. Any situations where either your or your client’s language (fluency, accent, choice
of expressions, use of slang or jargon, etc.) was an issue?



Concept of Cultural Humility

Cultural Competence Cultural Humility
Goals e To build an understanding o To encourage personal reflection
of minority cultures to and growth around culture to
better and more increase service providers” awareness
appropriately provide
services
Values e Knowledge o Introspection
e Training o Co-learning
Shortcomings o Enforces the idea that e Challenging for professionals to
there can be 'competence' in grasp the idea of learning with and
a culture other than one's from clients.
own. e No end result, which those in
o Supports the myth that academia and medical fields can
cultures are monolithic. struggle with.
® Based upon academic
knowledge rather than
lived experience.
® Believes professionals can
be "certified" in culture.
Strengths o Allows for people to e Encourages lifelong learning with no
strive to obtain a goal. end goal but rather an appreciation of
e Promotes skill building. the journey of growth and
understanding.
e Puts professionals and clients in a
mutually beneficial relationship and
attempts to diminish damaging power
dynamics.

Tervalon, Melanie (1998). "Cultural Humility versus Cultural Competence: A Critical Distinction in
Defining Physician Training Outcomes in Multicultural Education". Journal of Health Care for the Poor
and Undeserved 9 (2): 117-125.
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2. In-Service Clinical Training: Curriculum

Director of Outpatient Clinic Training, Shlomit Gorin, PsyD., is responsible for development and
implementation of this curriculum (second and third Wednesdays, 10:30 am-12:00 pm)

September to mid November: Clinical Work with the Community Mental Health
Populations This section, along with the intensive Orientation Training Program
introduces interns to some of the most central issues of working with severely disturbed
clients. Staff clinicians” attend these trainings as well; their questions, comments and
clinical examples help orient the new doctoral interns to the RAMS client population.
The topics include:

e Clinical, ethical, and legal considerations in dealing with mental health crisis;

® Role, function, and features of “therapy frame” and “treatment contract” in
working with the disturbed patients in the outpatient context;

e Concepts of Autistic-contiguous, Paranoid-schizoid and Depressive Positions
as a framework for case conceptualization and informed choice of
intervention strategies specifically designed for different levels of personality
organization;

e Dual Diagnosis and Substance Abuse Issues

e Multidisciplinary approach to treating adult and child community mental
health clients, including collaboration with psychiatrists around medication
issues

e Clinical case management and mental health consultation: practical aspects and
theoretical conceptualization of the dynamics involved.

December: Technical Aspects of Clinical Work with the Severely Disturbed Clients This
section presents a further elaboration of the “positions” framework that was introduced
earlier in the year. Fitting the more advanced stage of the treatments interns are
conducting, this training series focuses on the implementation of this approach for
effective treatment planning and ongoing clinical work. The topics include:

e Choosing intervention strategies appropriate for different levels of personality
organization and monitoring the outcomes of intervention;

e Intervention strategies designed for working with clients” deficit areas and
technical aspects of working with active and passive aggression and
resistance.

January: Outpatient Clinical Work with Children and Adolescents

At RAMS, most new child clients are referred and start receiving services following
public schools” parent-teacher conferences (held in the late winter). Consequently, we
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offer a child-focus training series around this time. The topics include:

e Review of normative developmental issues at different ages

e Collaborating with families on child’s treatment

e Play therapy and ways of understanding and engaging in the realm of
“make-belief”

e Issues involved in working with adolescents, including understanding of their
use of computer games and utilizing it in therapy

February: Contemporary Relational Approach to Working with Severely Traumatised
and Fragile Clients

e Introduction of the concept of “nonintrusive therapist”
@ Technical issues in working with past traumas as they resurface in the
relationship

March: Introduction to Clinical Work with Minority Clients

This section is designed to provide the basic framework for conceptualization of the
issues involved in working with mentally ill clients of diverse backgrounds as well as for
considering the role of interns” own culture in clinical encounters. The topics include:

e DSM-5-TR Cultural Formulation Interview & Outline for Cultural Formulation;
their implementation for assessment & treatment;

e Clinical implications of cultural and language interplay in client-therapist
dynamics

April: Clinical Work with Immigrant Clients

This section addresses a specific subset of minority populations served by RAMS and
provides a further elaboration on ways to consider relevant cultural phenomena in
clinical work. Given that many of RAMS staff, interns, and trainees are immigrants
themselves (or come from immigrant families), this series also aims to promote thinking
about the role of therapist’s own culture in clinical encounters. The topics include:

e Psychological dynamics of immigration, including clinically relevant aspects

e Immigration and psychosis

e Diagnostic and treatment considerations in treating mentally ill immigrant
clients

e Immigrant therapist/immigrant client dynamics, including the issues brought
up by working in one’s native language in the diaspora

61



May: Therapist’s Self Care & Systemic Issues/Considerations

This two-session presentation series is part of the professional development section,
which is designed and timed to parallel the unfolding of the interns’ training year. In the
second quarter of the year, interns already carry a full workload and may start to feel the
impact of the stresses involved in working with the severely disturbed and traumatized
clients. This two-part training aims to provide a framework for better understanding of
the processes involved and to strengthen interns’ self-care skills. The topics include:

e Concepts of Stress, Compassion Fatigue, Burnout, Systemic Overwhelm, and
Vicarious Traumatization, including ways of identifying signs and symptomes.
e “Best practice” strategies for self-care and burnout prevention

June: Clinical Dynamics of Termination

This two-session section is presented as interns’ clinical cases are entering into
termination phase. The topics include:

e Dynamics of object loss and internalization for healthier and more disturbed
clients, including technical aspects of addressing termination and transfer with
fragile clients

e [ssues in termination with children of different ages, including technical aspects ®
Therapists’ reactions to termination and managing them

July: Doctoral Interns Present Their Cultural Competency Projects

Development of cultural competency and of clinical sensitivity to diversity is a hallmark
of the NAAPTC internship. To this end, each intern is required to complete a Cultural
Competency Project, which is an applied clinical study that explores his/her cultural
biases and attains new knowledge about a targeted area where clinical and/or
professional and cultural/social matters intersect. This requirement is designed to help
interns fine tune their use of self as a clinical instrument, and to advance their sensitivity
to diversity in an intern-selected area of interest. At the end of the internship year,
interns present their projects to the entire staff and training group.

August: Good Enough Endings

Also part of the professional development section, this final training session addresses
both treatments and training outcomes from a psychodynamic perspective. The
in-service didactic curriculum is supplemented by training on clinical and cultural issues
provided at the monthly Adult and Child In-service Clinical Case Conferences, including
discussions of “best practice” approaches to treating specific mental health issues and to
clinical work with particular populations. The curriculum is further augmented by the
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Clinical Grand Rounds discussions. Examples of topics include use of interpreters in
mental health treatment; integration of psychological assessment findings into treatment
planning and patient advocacy; issues of differential diagnoses with geriatric patients;
dynamics of working with terminally ill children; coordination of care between
individual and couple therapists; collaboration between psychotherapists and mental
health peer counselors; effects of community violence on clients and clinicians; impact of
social media on clinical work with adolescents, etc.

G. Psychological Assessment Training

Psychological assessment training is an integral part of the NAAPTC internship. It aims
to enable interns to develop empirically- and theoretically- informed, consumer-driven,
entry-level psychological assessment skills applicable to a wide range of clients,
treatment settings, and referral questions.

The seminar curriculum is based on contemporary research on and theoretical learning
from concepts and practices related to psychological testing and cognitive neuroscience,
with an emphasis on cross-cultural assessment and collaborative/therapeutic
assessment. The training consists of an intensive Orientation Program, followed by
weekly 2-hour Assessment Seminar/Group Supervision and 1 hour individual
supervision on assessment cases, supplemented as-needed with phone and email
consultation on testing and report writing. Every intern is required to complete at least
four comprehensive testing batteries during the training year. The core curriculum is
supplemented with clinical, didactic, and academic training covering a wide range of
topics and issues that arise as students deal with their assigned assessment cases.

Each of the four comprehensive assessments comprises clarification of the referral
questions; collection of pertinent background and historical information; administration,
scoring, and interpretation of the assessment measures; interpretation and integration of
all assessment data in light of the referral questions and the client’s own assessment
goals; writing of a client feedback letter and an integrated assessment report that
includes a culturally informed clinical case formulation, full DSM-5-TR diagnosis, and
treatment recommendations; and providing feedback to the client and consultation to the
referral source. The comprehensive testing batteries are based on a combination of the
following: cognitive tests and basic neuropsychological screening measures, such as the
WAIS-IV, WISC-V, WJ-IV, WMS-1V, CVLT-2, ROCF, and D-KEFS (selected subtests);
personality and emotional functioning tests, such as the Rorschach (R-PAS scoring),
MMPI-2RE, HTP, RISB, AAP, and TAT; and self-report measures. Typically, specific
referral questions result in supplementation of these assessment instruments by other
measures, such as the Beery VMI, CPT-3, ABAS-III, WRAML-2, RBANS-2, Colored
Progressive Matrices, CTT, BASC-3.
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Psychological testing cases are assigned by the assessment supervisor, who selects them
from a pool of assessment referrals that come from multiple RAMS programs. Relatively
straightforward assessment referrals are chosen as the first two assignments, with more
complex testing cases being assigned as an intern’s developing competence warrants.
Given the diversity of the populations served and the services offered by RAMS, interns
have latitude in selecting their testing cases. They have the opportunity to test adults and
children with a variety of issues in living, mental health diagnoses, cultural
backgrounds, and primary languages, and to provide consultation on assessment and
treatment plan development within a number of different treatment settings (e.g.,
outpatient clinic, prevocational counseling program, and residential care home for
individuals who are struggling with both mental and medical illness).

Interns are expected to build a repertoire of testing skills applicable to a broad range of
clients, including patients with severe and persistent mental illnesses; to establish
entry-level proficiency of culturally informed comprehensive psychological assessment
and clinical evaluation in a variety of treatment settings; to develop the ability to
consider clients' strengths and liabilities through a cultural lens; and to make assessment
data relevant to referral questions, functional life skills, and clients” own goals.

Psychological Assessment Training: Curriculum

Assessment Supervisor Dr. Mai Nguyen, Psy.D. is responsible for the development and
implementation of this yearlong training series in consultation with the Assessment
Supervisor Sahil Sharma, PsyD and Director of training. Mondays, 3pm - 5pm.

Part I: Intensive Assessment Orientation Series (Sept-Oct, 1-2 times weekly, 33 hours )

The purpose of this segment is to introduce interns to the assessment training
curriculum; to shore up any relevant limitations in their doctoral-level education in the
area of psychological assessment; to enable competent administration and scoring of
cognitive and achievement measures; and to lay the foundation for development of the
required assessment competencies.

During orientation, each intern follows a mock testing case that utilizes challenging
situations interns often face in clinical practice. Interns act out mock assessment sessions
and offer peer-supervisory feedback to each other during group debriefing, while
Assessment Supervisor provides modeling and instruction. The role-play of
semi-structured interview, test administration, scoring, and feedback sessions affords
preliminary information of the intern’s baseline skill level in assessment. If problem
areas are observed, additional supervision and self-study homework is provided.

e Introduction to theory and practice of Collaborative/Therapeutic Assessment,
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including consultation with referral sources, collaborative work to develop
assessment questions, initial interview & assessment process.

o Finn, S. E. (2007). In Our Clients” Shoes: Theory and Techniques of Therapeutic
Assessment. Mahwah, NJ: Earlbaum.

o Finn, S. E. (1998). Teaching Therapeutic Assessment in a required graduate course.
In Handler, L., & Hilsenroth, M. (Eds.), Teaching and learning personality assessment
(pp. 359-373). Mahwah, NJ: Erlbaum. Reprinted in Finn, S. E. (2007). In our clients’
shoes: Theory and techniques of Therapeutic Assessment (pp. 211-229). Mahwah, NJ:
Erlbaum.

o Haydel, M. E., Mercer, B. L., & Rosenblatt, E. (2011). Training assessors in
Therapeutic Assessment. Journal of Personality Assessment, 93, 16-22.

e Basic Test Psychometrics

e Ethical and Legal Issues in Assessment

o Application of ethical and legal concepts to professional activities

o Professional standards (Standards for Educational and Psychological Testing, The
Ethical Code of Conduct of the American Psychological Association)

o HIPPA and its implications for psychological assessment

o Multicultural Assessment and Ethical Practice

® Review and practice of administration of semi-structured interviews, cognitive and
achievement tests: MSE, MOCA, WAIS-1V, WJ-IV, WMS-IV, WRAT-5 selected subtests
of the D-KEFS, CVLT-3, Rey-O Complex Figure Test, CPT-3 and self-report measures.
This includes interns taking turns to role-play administration of a semi-structured
interview and at least several subtests of each test, with Assessment Supervisor
providing remedial instruction and rating interns’ performance on the Checklist
Mock Administration form.

e Review and practice of test scoring procedures: To obtain scoring competency,
interns are given a homework assignment to score mock tests; Assessment Supervisor
provides remedial instruction to the group and individually.

e Application of scientific knowledge to clinical practice: Review of relevant theories
and contemporary research on psychological assessment and methods and common
pitfalls of test interpretation.

e Integration of assessment findings into comprehensive written reports, including
targeting reports to the referral questions and the nature of treatment setting, and
presentation of assessment information to non-psychologists.

e Consumer-driven feedback to clients & families and referral sources. This includes
role-play of feedback sessions and remedial instruction on the principles of
Collaborative/ Therapeutic Assessment.

Part II: Psychological Assessment Seminar, Group Supervision, and Individual

Supervision (October - August)

After interns have mastered basic administration and scoring of cognitive and

achievement measures during the orientation, the first testing cases are assigned. Interns
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then attend the weekly assessment seminar, begin individual and group assessment
supervision for supervision on their developing assessments.

This training is structured and sequenced to support development of interns” assessment
competencies by building upon interns” previous learning and evolving experience. The
tirst two testing cases focus on cognitive and achievement-related referral questions; the
next two batteries feature more complex referral questions; for the last two reports,
interns have the opportunity to assess children, adolescents, and clients whose native
language is other than English. The assessment Supervisor works closely with the
interns to ensure that the foundational skills are established before more advanced
training experience is introduced. As competencies progress, interns assume more
responsibility in choosing appropriate tests and interpreting results; the supervision
focus shifts to fostering their ability to recognize when consultation is needed. Training is
bolstered by didactic instruction and scholarly reading assignments.

Psychological Assessment Seminar (weekly with Mai Nguyen, PsyD and Sahil
Sharma, Psyd)

The Fall/Winter Assessment Seminar aims to support the development of requisite
competencies for cognitive and achievement assessment; to provide foundational
knowledge of the biological underpinning of assessment; to lay the groundwork for
personality assessment competency; and to start building a culturally competent
approach to assessment.

e Group Training on administration, scoring, and interpretation of personality
measures: Rorschach with R-PAS scoring, MMPI-2RF, MMPI-3,PAI, HTP, RISB, AAP,
and TAT. This includes interns’ taking turns to role-play administration of personality
measures, with Assessment Supervisor providing remedial instruction and rating
interns” performance on the Checklist Mock Administration form.

e Group instruction and assignments on Assessment of Non-Native English
Speakers. This involves an examination of instruments, procedures, and issues
relevant to ethical and effective cross-cultural assessment.

e Group instruction on General Principles of Neuropsychology, including basic
information needed to understand biological variables essential for testing.

The Spring/Summer Assessment Seminar focuses on comprehensive assessment and
special areas of assessment. The purpose of this segment is integration of prior graduate
training, clinical research, didactic learning, and practical application towards
development of target assessment competencies. Interns are assigned testing cases of
more complex nature. Their work is supervised both individually and as in group
supervision by the assessment supervisors. The assessment seminar includes instruction
on the following topics:
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e Cognitive Assessment

® Learning & Memory

e Executive Functioning

e Emotional Functioning and Personality Assessment

® Developmental Assessment

e Assessment of Specific Populations

e Additional tests for more complex batteries: Beery-VMI, CAT, ABAS-II, WCST,
WRAML-3, RBANS Update, Coloured Progressive Matrices, CTT, & BASC-3.

Assessment Group Supervision (1- hour weekly with Sahil Sharma, PsyD)

In the course of the Group Supervision, interns are required to present at least three
testing cases to their peers and Assessment Supervisor. They are also encouraged to
present a testing case to a wider group of colleagues at either the Clinical Grand Rounds
or at a Rotation Site Team Meeting. To augment the experiential aspect of training by
interns’ learning from cases other than their own, a case presentation format is utilized;
by the end of the internship year, interns are exposed to over 20 assessment cases.

See Appendix F for Assessment Seminar bibliography

H. Clinical Case Conferences

The RAMS Outpatient Clinic has three ongoing case conferences, each with a different
focus and audience.

The Clinical Grand Rounds (yearlong, monthly, 9:00 am -10:20 am on first Wednesdays
of the month) is a cross-program clinical forum allowing staff, interns, and trainees from
several RAMS programs to gather and take part in a free-flowing conversation on a
pre-selected clinical topic relevant to their work. Clinical cases and vignettes presented
to illustrate the topic under consideration usually focus on a client or family receiving
clinical services from multiple programs or providers. The Director of the Child, Youth
and Family (CYF) Services, Adult Outpatient Program (AOP), and training moderate the
conversation.

The Adult Clinical Case Conference (yearlong, monthly, 10:30 am -12:00 pm on first
Wednesdays of the month) is part of the In-Service Clinical Training and involves
doctoral interns, postdoctoral fellows, practicum trainees, and the Adult Outpatient
Program staff. The Director of the AOP and training oversee this conference.

The Child Clinical Case Conference (yearlong, monthly, 10:30 am - 12:00 pm, on last
Wednesdays of the month) is also part of the In-Service Training and includes interns,
postdoctoral fellows, and externs, along with the outpatient and school-based staff from
Children, Youth & Family Services. The Director of CYF and training oversee this forum.

Both Child and Adult Case Conferences involve an external discussant who provides an
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in-depth analysis of the clinical case and moderates the discussion. Typically, the
discussants represent a psychodynamic approach to therapy. However, depending on
the nature of the case and requests of the presenter, other arrangements can be made.
RAMS clinicians take turns presenting their cases. Each doctoral intern is required to
present at least one adult and one child case in this format.

Participation alongside staff and supervisors in these trainings affords interns the
opportunity to hone their clinical skills and to build professional presentation
competency. Usually, at the beginning of the year, interns prefer to mainly listen to their
more experienced colleagues. Later, as they develop more confidence, interns feel free to
ask questions, make comments, and participate in discussions. By mid-year, interns
become ready to face the initially intimidating prospect of presenting their clinical work
to an outside expert in front of a large professional audience. The experience of having
presented their clinical work alongside the clinic’s staff bolsters interns” professional
confidence and helps them assume co-facilitator roles in the smaller and more intimate
Intern and Trainee Case Conference.

The Intern and Trainee Clinical Case Conference (second half of the training yearg,
weekly, 10:20 am -11:50 am, Tuesdays) involves practicum trainees and doctoral interns
only. This conference is overseen by the Director of Training.

Each participant is expected to deliver one formal case presentation. This includes a
comprehensive clinical case write-up (clinical work with a client of their own choice,
described from a knowledge-based perspective grounded in theory, empirical data, and
informed sensitivity to diversity), an hour of process notes from a recent therapy session,
and an oral presentation of a case to the peer group.

In addition to offering another opportunity for honing clinical and case presentation
skills, the Intern and Trainee Clinical Case Conference also affords doctoral interns a
venue for trying their hand at peer supervision with less experienced colleagues
(psychology practicum students and interns in counseling and social work). In this
forum, doctoral interns serve as co-facilitators alongside the Director of training, who
provides role modeling and ongoing instructive/evaluative feedback on their
supervisory performance. Towards the end of the training year, each intern has a chance
to facilitate one session of this case conference independently (under supervision).
’During the first semester, the Intern and Trainee Seminar is run as a didactic clinical training and

a seminar on cultural self-awareness in clinical settings (described separately, see “Intern and
Trainee Seminar”).
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ITI. Due Process, Policies, and Procedures
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A. Intern Evaluation: Criteria, Procedure, and Program Completion Requirements

Internship goals Training Objectives as Related to Areas of Competency
Development and Professionalism
Consolidation of a
Professional Identity Adherence to Professional Ethics, Legal Standards and
Policy

Communication and Interpersonal Skills

Cultural Humility and Competency with Diverse
Populations

Development and Application of Scientific Methods and Research

Enhancement of Clinical
Skills and Knowledge Generalist Psychological Assessment Skills and Knowledge

Base Base
Generalist Psychological Intervention Skills and Knowledge
Base
Development and Basic Supervision Skills and Knowledge
Enhancement of
Supervision Skills Basic Consultation, Advocacy, & Interdisciplinary Skills and
Knowledge

In preparation for entry-level psychological work or post-doctoral training, NAAPTC
interns are expected to achieve and demonstrate entry-level proficiency in the following
chief areas of professional competency:

Interns’ progress through the program is evaluated in light of these training goals and
objectives, which are further delineated as specific sets of competency indicators in our
Evaluation of Clinical and Professional Development Form. Interns” own learning goals
(developed in collaboration with their supervisors and recorded in their Individual
Learning Plans) provide an additional framework for intern evaluation.

During the training year, intern performance is monitored continuously and on
multiple levels, including clinical supervision, participation in didactic trainings and
case conferences, evaluation of work projects, and administrative supervision. Feedback
from all supervisors, staff, and administrators is considered in the evaluation process,
which comprises the following:

e Self-Evaluation & Individual Learning Plans. At the beginning of the year, interns
are expected to review the Evaluation of Professional and Clinical Development Form
and asked to consider their relative strengths and weaknesses in regard to the
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required professional competencies by conducting a self-evaluation. This serves as a
starting point for a discussion of interns” professional and clinical development goals
with their supervisors, which should result in development of Individual Learning
Plans for each intern (about two months into the year).

e Supervisors’ Meetings. Regular supervisors’ meetings are an essential part of the
on-going assessment and feedback process. Interns’ individual supervisors meet
regularly as part of the monthly Training Program Clinical Supervisors’ Meeting as
well as the Psychology Training Committee to discuss intern evaluations at the
beginning, at midpoint and in the end of the internship year; more meetings may be
called as needed. The purpose of these meetings is to provide supervisors with peer
support and consultation and give them an opportunity to clarify their impressions
of each intern’s strengths and problem areas. Only information directly pertinent to
the success of interns’ training is shared. The Director of training serves as an
intermediary between the Psychology Training Committee and the rest of the
internship supervisors, which ensures that all supervisors can share and receive
information on each intern’s learning needs. Once we define strengths and areas
needing further attention, we can track progress in these areas as a group.

® On-Going Evaluation and Feedback. Evaluation is an on-going process. All
supervisors continuously monitor the quality of an intern’s work as presented in
supervision and/or through their own observations of interns” performance at
trainings, in teamwork, etc. Interns should expect and request regular supervisors’
feedback regarding their progress towards the internship training goals as well as
their own individual learning goals.

e Evaluation of Interns’ Projects. All work projects (formal clinical case
presentations, assessment reports, and cultural competency project) are evaluated
with the use of project-specific evaluation forms. Acceptance of each project is
required for a positive program evaluation.

e Formal Written Evaluations. Besides on-going supervisory evaluation and
feedback, interns receive at least two formal written evaluations per year from their
primary & delegated individual supervisors, assessment supervisor, main group
supervisor, and current rotation supervisor. The Evaluation of Clinical and
Professional Development, in addition to the numerical rating, provides written
assessment of the extent to which interns are meeting program requirements and
performance expectations; guidance regarding steps to remediate all problems (if
remediable); and substantive feedback on the extent to which corrective actions taken
are or are not successful in addressing the issues of concern. Supervisors’ ratings in
each area of competency and for overall performance, as well as their narrative
feedback (including on interns’ progress towards their own goals) are discussed
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individually with each intern who then signs the form. For every intern, the director
of training combines supervisors” evaluations into a program evaluation,
accompanied by a narrative summary. Before these evaluations are sent to interns’
schools, they are reviewed with each intern individually and interns’ reactions are

sought.

Interns’ performance on every of the competency indicators can be rated as one of the

following;:
Not at Somewhat Moderately Mostly Very
all/Slightly 0 1 2 3 4
Early practicum Practicum level, Early Internship End-of-the Licensed
level or lower, below level; meets internship & psychologist/
significantly expectation expectations transition to independent
below s for a during first half postdoctoral practice level;
expectations for doctoral of the year to training level; above
a doctoral intern intern midyear meets expectations for a
expectations at doctoral intern
the end of the
internship year

To be considered in good standing with the program and to graduate, intern must
receive a positive Program Evaluation for each of the target competency areas: at
midpoint, all competency areas need to be rated at least at "2" (or a decimal number
rounded to “2”); in final evaluation, all competency areas need to be rated at least at "3"
(or a decimal number rounded to “3”).

If any staff, supervisor or administrator becomes aware that an intern demonstrates
marked difficulty in achieving or adhering to specific training objectives or has
committed a professional or program policy violation, the Director of training are
informed. In the event of an ascertained professional violation or demonstrated
difficulty in achieving satisfactory progress towards the required competencies, the
Intern Progress and Performance Remediation Procedure is followed, which typically
includes a Performance Improvement Plan and a series of formal evaluations.

Program Completion Requirements. For successful completion of and graduation
from the internship program, interns need:

e to be in attendance for a minimum of 1792 hours over a twelve month period;
e to obtain required supervised professional experience at the RAMS Outpatient
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Clinic and two successive one-day-per-week clinical rotations;

e to submit satisfactory Assessment Reports on at least four test batteries;

e to successfully complete at least three formal Clinical Case Presentations;

e to successfully complete, present, and submit a treatise for a Cultural
Competency Project;

e to finish all charting and paperwork required for termination or transfer of their
clinical cases;

e to receive a positive final program evaluation.

RAMS provides leaves of absence to eligible employees (which include NAAPTC
Doctoral Interns) under the federal Family and Medical Leave Act and the California
Family Rights Act as well as any other applicable state law regarding medical leaves.
Whenever consistent with applicable law, RAMS will designate eligible leave as coming
under both the federal Family and Medical Leave Act and the California Family Rights
Act and/or any other applicable state law.

Doctoral Interns are entitled to 192 hours of PTO, ten paid agency holidays, and two
“floating” personal holidays (subject to supervisor’s approval). There is no separate
sick leave - any time to be taken off for any reason is considered leave time. Should an
intern, due to an illness or another medically verified reason, need to take leave
beyond the allowed amount of leave time, the internship will be extended to allow
any missed training to be made up (to be completed in no more than 24 months from
the original internship starting day, without additional compensation).

Intern Records

NAAPTC routinely keeps on file interns’ performance records/evaluations and of the
interns” evaluations of all aspects of the training program and of all clinical supervisors.
Each intern has a separate internship file, kept in a secure location at NAAPTC, which
contains their performance records/evaluations. Evaluations of the training program
and clinical supervisors are kept in the RAMS’ Google Drive (intern names are not
attached to the evaluations). If any formal complaints/grievances are filed by an intern,
the records are stored in a secure location in RAMS" Human Resources department
(please see section IIIC: NAAPTC Internship Complaint & Grievance Procedure for
details).

All time off will be subtracted from the hours you accumulate towards licensure.
Additionally, except for some unusual circumstances, no vacation is allowed during
termination time - the last three months of the training year. Please note and plan
accordingly.
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B. NAAPTC Intern Progress Remediation Poli nd Pr I

There is no expectation that the internship year will be without challenges. It is not
uncommon for psychologists in training to have specific deficits of knowledge, skills, or
competencies and/or to exhibit some circumscribed conduct problems. Thus, periods of
remediation may be expected from time to time. The NAAPTC Doctoral Internship in
Clinical Psychology has a proactive approach to remediation, so that interns have every
opportunity to meet competency thresholds.

This document establishes guidelines for the management of unprofessional conduct or
of significant knowledge, skills, or competencies deficits. These policies provide due
process protection to assure that decisions about interns are not arbitrary or made for
personal reasons.

For appeal procedures that permit any intern to challenge program decisions, please
consult the NAAPTC Internship Grievance Procedure document.

Concerns of sufficient magnitude to warrant formal remedial action include but are not
limited to:

e Conduct that hampers the intern's professional performance;

e Incompetence and/ or inability to perform required psychological services in the
program’s clinical settings;

e Violations of the ethical standards for psychologists and/or national, state and local
laws that govern clinical practice, or essential program regulations;

e Failing to achieve minimum thresholds for the required clinical and professional
competencies.

The latter can be evidenced by receiving a negative formal Program Evaluation: at
midpoint, ratings below “2” (or a decimal number rounded to “2”) in any of the target
competency areas and/or one or more ratings of “1” on any of the competency
indicators; in final evaluation, ratings below “3” (or a decimal number rounded to “3”)
in any of the target competency areas and/or one or more ratings of “1” on any of the
competency indicators.

Additionally, at any point in the training year, if a supervisor believes that a
demonstrated difficulty in one or more aspects of functioning requires prompt and
specific efforts at remediation, an evaluation form must be filled out immediately, prior
to any evaluation deadline. This evaluation will be the basis for development of a
remedial training plan.

For minor issues, which mainly concern difficulties with learning and/or incomplete
adherence to the internship program procedures, a remedial plan may be written as an
attachment to the NAAPTC Evaluation of Clinical Development Form. For any major
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issues, such as those that have detrimental effect on interns professional functioning
and/or involve violations of RAMS, SF CBHS, state and/ or federal regulations, a RAMS
Employee Performance Deficiency Notice and Improvement Plan will be written and
followed.

The specific steps to be followed if a remediation procedure is initiated are outlined
below:

Step 1: Interns” performance is monitored continuously and on multiple levels, including
clinical supervision, participation in didactic trainings & case conferences, and
administrative supervision. If an intern demonstrates marked difficulty in achieving or
adhering to specific training objectives or has committed a program policy or professional
violation, the Director of training should be notified. At this step, a formal Evaluation of
Clinical and Professional Development must be conducted to identify areas requiring
improvement and a specific written remedial plan should be made that provides guidance
regarding steps to remediate all problems. This may include writing a RAMS Employee
Performance Deficiency Notice and Improvement Plan.

Step 2: When initial remedial efforts made by the supervisor do not result in satisfactory
progress, another formal evaluation should be conducted, the extent to which corrective
actions are or are not successful in addressing the issues of concern documented, and the
problem be presented to the Director of training for review. At this point, the Psychology
Training Committee (Director of training, assessment supervisor, and all individual
internship supervisors) will be made aware of the problem and provide input for the
additional remedial instruction. A specific RAMS Employee Performance Deficiency
Notice and Improvement Plan must be written at this point. The training director at the
appropriate graduate institution will be contacted about the remedial training, and will be
included in all decisions regarding the intern thereafter.

Step 3: In the event that an intern has not made sufficient progress in performance, the
Psychology Training Committee may recommend placing the intern on probation for a
period not less than one month or greater than three months. Again, a specific written plan
for remedial instruction needs to be developed and intern’s success or lack thereof in
addressing the issues of concern documented.

Step 4: If satisfactory progress has been made by the end of the probationary period, the
Psychology Training Committee may recommend that the intern return to his/her regular
status. If performance has not sufficiently improved, but the intern is making progress, an
extension of the probationary period may be recommended. If there is no progress, there
may be a recommendation to terminate the intern from the program.
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Step 5: Formal actions (probation or dismissal) must receive a majority vote by the
Psychology Training Committee and the approval of the RAMS Chief Operating Officer.
Prior to any vote on formal actions, the intern is afforded the opportunity to present his or
her case before the Committee or the evaluating persons involved.

In Case of Violations Warranting Immediate Response the Agency Reserves the Right to
Initiate Administrative Action as Outlined in the RAMS Personnel Policy Manual.

C. NAAPTC Internship Complaint & Grievance Procedure

Should any intern believe that they have a complaint and/or grievance against the
program and/or against any individuals associated with the program, it is their
responsibility to discuss the matter with the immediate supervisor, Director of training, a
member of the Executive Management, or to Human Resources. Below are various steps
an intern can take to voice their concerns, as appropriate based on the subject of the
complaint and/or grievance.

1. If this is a complaint regarding the training program, its staff, its participants, or its
operations and workplace, oral discussion with the immediate supervisor may be had. If
the issue cannot be resolved by the immediate supervisor, oral discussion with the
Director of training may be had. If the intern is not satisfied with the recommendations
developed during this meeting, the intern should provide a written statement of the
complaint to the Director of training within one week. The Director of training will
respond in writing with further suggestions or information within ten working days of
receipt of the written complaint statement.

2A. Should the intern have a complaint with either or both of the Director of training, they
will arrange a meeting for oral discussion of the matter with the RAMS chief operating
officer. If the intern is not satisfied with the recommendations developed during this
meeting, they should provide a written statement of the complaint to the chief operating
officer within one week. The chief operating officer will respond in writing with further
suggestions or information within ten working days of receipt of the written grievance
statement.

2B. Should the intern have a complaint with any member of the RAMS executive
management, they will arrange a meeting for oral discussion of the matter with RAMS
Human Resources. If the intern is not satisfied with the recommendations developed
during this meeting, they should provide a written statement of the complaint to RAMS
Human Resources within one week. RAMS Human Resources will respond in writing
with further suggestions or information within ten working days of receipt of the written
grievance statement.
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2C. Should the intern have a complaint with the RAMS president and CEO, they will
arrange for a meeting with the president of the board of Director / their designated
representative for oral discussion of the matter with the board member. Should the intern
not be satisfied with the recommendation developed during this meeting, they should
provide a written statement of the complaint to the Board Member within one week. The
Board Member will respond in writing with further suggestions or information within ten
working days of receipt of the written complaint statement.

3. Should the intern have a concern regarding the training program or RAMS, its policies,
and/ or its protocols, the intern may file a formal written grievance with the Director of
training. The Director of training will respond in writing with further suggestions or
information within ten working days of receipt of the written grievance statement.
Depending on the subject matter of the grievance, the grievance may be responded to by
the Chief Operating Officer, Human Resources, or the RAMS President & CEO.

3A. If the intern believes that the grievance has not been redressed to her or his
satisfaction, they must inform the Director of training in writing and may request a
consultation conference between the Director of training, the intern and a graduate faculty
liaison from the intern's academic program. If requested, such a conference should occur
within ten working days of the request. The purpose of the conference is to air the
grievance as related to the intern's training experience and to develop adequate redress if
deemed appropriate by the faculty liaison and the Director of training. The intern is also
informed that at any time during this process, s/he may contact the APA Ethics
Committee if the grievance pertains to ethical standards of practices and/or if Step 2 is not
satisfactory.

To ensure confidentiality, the program stores the original hard-copy grievance/complaint
related documents in a marked file in a secure location (a locked file cabinet in the HR
Department, separate from the employee/program files of either the complainant or the
party against whom the complaint was filed) and/or electronic documents in a
confidential HR drive folder that is separate from personnel records. For accountability
purposes, the program also keeps a de-identified log of complaints/grievances that
provides a record of the following: the filing date; the nature of complaint/ grievance;
program response/actions taken to address the issue(s); the degree of problem resolution
according to the person who filed the grievance/complaint; and the program level at
which the grievance/ complaints had been addressed.
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D. NAAPTC Doctoral Internship Exit Procedures

This is intended to be a reminder of the matters that need to be taken care of before you leave

[J All Charting & Paperwork - up-to-date, co-signed by supervisor

[J PURQC Authorization Form - for all relevant clients, signed by the PURQC committee

[J CANS, PSC-35, & Diagnostic Update - updated and current (including those that are due
before October 15th) *Optional to update Adult Assessments, if relevant.

[J All Client Consent forms - updated and current, documented in Avatar notes, including those
that are due before October 15th

[J Transfer Forms - filled out for all clients, co-signed, and placed in a “Transfer” folder on the
secure drive (file name: “your name-AOP TRANSFER-client’s initials”; same for CYF)

[J Coverage During Transfer - information essential for coverage given to supervisors responsible
for your cases

[J Evaluations of Internship Training Experience - submitted online.

[J Evaluations of All Seminars and Didactic Presentations - submitted online.

[J Evaluations for All Supervisors - submitted online.

[J Four Psychological Assessment Reports - accepted by the assessment supervisor, debriefing
and feedback completed. Copy of each report and data given to the assessment supervisor.

[J Cultural Competency Project - write-up completed and approved by the co-director of training

[J BOP Weekly Logs of Activities - filled out for every week of the year, signed by both individual
supervisors and assessment supervisor, a complete set is put in your file.

[J Board of Psychology Verification of Experience form - filled out, signed by the co-director of
training, placed in a sealed & signed envelope and given to you to mail to the CA BOP at the
time of licensing application; one copy left for your internship file.

[J Board of Psychology Supervision Agreement - the original is placed in a sealed & signed
envelope (along with the VOE Form) and given to you to mail to the CA BOP at the time of
licensing application; one copy is left for your internship file.

[J Any RAMS books you have borrowed returned to the co-directors of training

[J Return of the keys to the front office

[J Return of electronic equipment (laptop, cellphone) to the IT

[J Cleaning out of desk and organizing the surrounding area

[J HR Exit/ Termination Checklist, including the forwarding address and your decision regarding
COBRA, filled out and given to the HR and front office

[J Certificate of Internship Completion - received!

Intern’s Name:

Mailing Address:

Telephone:

Email:
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IV. Professional and

Clinical Development Evaluation
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A. Doctoral Intern Individual Learning Plan

Training Year: Name of Intern:

Personal Learning Goals for the Training Year:

a. Assessment (e.g., intake, initial assessment in therapy, comprehensive psychological assessment)

b. Psychotherapy (e.g., case conceptualization, therapeutic interventions, case management, use of self)

c. Supervision and Consultation (peer supervision, case conference facilitation, consultation to colleagues,
other professionals, and caregivers)
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d. Cultural Sensitivity in Clinical Work and Professional Interactions

e. Goals related to Socialization into the Profession (including professional deportment, self-awareness and
development; ethical, legal and professional standards;_professional communication and presentation of
clinical acumen & professional work; research, professional literature, and scientific approach)

f. Types of Clients/Approaches/ Professional Situations You Would Like to Get Experience With
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g. Other Personal Learning Goals and Professional Interests

Signed: Signed:
Intern Co-Director of Training
Date: Date:

82



B. Evaluation of Intern’s Clinical and Professional Development

INTERN’S NAME:
SUPERVISOR:
TRAINING YEAR:

PURPOSE OF REVIEW: Initial Review Mid-placement

Final

Other (please specify)

PLEASE RATE INTERN'S DEVELOPMENT IN EACH COMPETENCY AREA USING THE FOLLOWING SCALE:

Not at All/ Slightly

At this point, intern
does not demonstrate
professional
competency in this
area even with close
supervision

Somewhat

Intern demonstrates
nascent professional
competency
in this area; close
supervision and
monitoring are
required

Moderately

Demonstrates
moderate
professional
competency;
supervision is
integral to
maintaining
competent
performance

Mostly

Demonstrates
professional
competency fairly
consistently,
requires little
supervision to
maintain competent
performance

Very

Consistently
performs at the full
professional

competency level,
with little or no

supervision, using
consultation as
appropriate

Approximate Level:
Early practicum or
lower, significantly
below expectations
for a doctoral intern

Unsatisfactory

atan int in th
internship year

Indicates serious
difficulties in
particular aspects of
functioning, which
require prompt and
specific efforts at
remediation, including
additional training and
supervision

Immediate formal
remediation plan
is required;
incompatible with
successful graduation

Approximate Level:
Practicum,
below expectations
for a doctoral intern

Acceptable only
at the start of the
internship year

At later points,
indicates noticeable
difficulties in
developing specific
competencies, which
are expected to
resolve given time
and additional
guidance

Later in the year,
requires formal
remediation plan;
incompatible with
successful

graduation

Approximate Level:
Early Internship,
first half of the year
to midyear

Satisfactory
competency
development in the
first half of the
internship year

In the second half
of the internship
year, indicates
development that is

below full
expectations;
requires monitoring,
guidance and

additional support

Final rating of “2”
(or rounded to “27)
for a _whole
competency area is
incompatible with
graduation

Approximate Level:
End-of-the
internship,

transition to
postdoctoral level

Fully adequate
competency
velopment at th

end of the yvear

At midpoint,
indicates_above
expectations
performance and
competency
development

Approximate Level:
Licensed
psychologist,
independent practice
Far above of what
can be expected

at the internship
level

This rating
is exceptional
and, therefore,
very rarely given
at any point of the
internship year
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N/A  Please choose this category if you have not had the opportunity to observe a behavior in question

Please note that, at the end of each section, you will also be asked to provide a narrative evaluation of
the intern’s current level of professional competency development and suggested strategies for
improvement.

1. Professionalism: Demonstrates attitudes and behaviors across clinical contexts that
reflect the values and attitudes of psychology and meet standards for professional practice
in the community mental health setting.

1A. Professional identity, integrity, and adherence to professional values:

Displays consolidation of professional identity as a psychologist. Across settings and situations,
holds self accountable for adherence to professional values and takes independent action to
prevent/correct any lapses. Independently monitors, recognizes, and resolves situations that
challenge professional values and integrity; seeks consultation as needed.

o | 1 | 2 | 38 | 4 | wno |

1B. Professional deportment and accountability:

Consistently and independently accepts personal responsibility and conducts self in a
professional manner. Professional dress and presentation; flexibly shifts demeanor to meet
requirements of professional situations. Clinical documentation meets standards. Punctual, able
to organize activities adequately and meets deadlines without prompting or reminders. Holds self
accountable for external review of quality service provision. Utilizes leave time responsibly and
exercises due self-care; stressors have only mild impact on professional practice. Seeks
consultation as needed.

0 | 1 2 3 4 | N/O

1C. Nonintrusive concern for the welfare of others:

Consistently provides responsible and compassionate patient care, including to clients who
express hostility and/or behaviors and attitudes inconsistent with personal values. Collegiality,
tact, and courtesy with staff, outside caregivers, and other trainees. Shows deliberate awareness
of his/her impact on others in professional settings. Verbal and nonverbal communications
convey sensitivity to individual experience, including respect for beliefs different from own.

0 | 1 | 2 | 3 | 4 | N/O

1D. Lifelong learning, reflective practice, and continuing self-development:

Independently engages in self-reflection; accurately recognizes professional and personal
strengths and weaknesses. Pursues opportunities to grow and has specific development goals.
Demonstrates ongoing effort to increase level of knowledge and skill through professional
literature, training and apprenticeship; seeks out additional learning resources. Open to learning
from experience and mistakes. Actively invites suggestions and feedback from staff, peers, and
supervisors; receptive to feedback without relinquishing authority over cases. Self-monitors
functioning within area of competence; seeks consultation when needed.

0 1 2 3 4 N/O |

1. OVERALL COMPETENCY RATING
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Comments: Please provide a brief summary of your overall impression of this intern’s
current level of competence. In your narrative, please be sure to list and address the
following:

Any special strengths/ talents/competencies of this intern.
Any growing edges/competency areas that need improvement.

Any goals and strategies for achieving improvements, which are deemed as necessary for
the intern.

2. Adherence to Professional Ethics, Legal Standards and Policy: Demonstrates solid
knowledge and appropriate application of ethical guidelines, laws, and regulations
regarding professional activities with individuals, groups, and organizations in a community
mental health setting.

2A. Knowledge of and adherence to ethical / professional standards and guidelines:

|Consistently demonstrates excellent knowledge of the APA Ethical Principles and Code of Conduct,
in particular, those that are most germane to professional work in a community mental health
|setting (e.g., dual roles, professional boundaries, limits to confidentiality, informed consent, etc.).
Independently integrates an understanding of relevant ethical standards with all competencies;
Jseeks consultation regarding complex ethical dilemmas.

0 | 1 | 2 | 3 | 4 | N/O |

2B. Knowledge of and adherence to laws, legal regulations, and agency policies:

Demonstrates solid knowledge of RAMS’ policies and procedures, San Francisco City and County
regulations, and the relevant state and federal laws that pertain to practice of psychology,
particularly, in a community mental health setting. Independently integrates an understanding of
Jcommonly encountered legal standards, policies, and procedures with all competencies (e.g.,
HIPAA, documentation requirements, mandatory reporting, 5150, etc.). Seeks consultation as
needed.

0 | 1 | 2 | 3 | 4 | N/O

2C. Ethical and Legal Awareness and Decision Making:

Spontaneously recognizes professional situations that require heightened ethical / legal scrutiny
and addresses them proactively; independently identifies relevant ethical / legal standards and
applies ethical decision-making processes to resolve the dilemmas. Takes appropriate steps when
others behave unprofessionally or unlawfully. Judgment is reliable about when consultation is
needed.

o | 1 | 2 | 3 | 4 | w0 |

2. OVERALL COMPETENCY RATING:
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2. Adherence to Professional Ethics, Legal Standards and Policy: Demonstrates solid
knowledge and appropriate application of ethical guidelines, laws, and regulations
regarding professional activities with individuals, groups, and organizations in a community
mental health setting.

2A. Knowledge of and adherence to ethical / professional standards and guidelines:

Comments: Please provide a brief summary of your overall impression of this intern’s
current level of competence. In your narrative, please be sure to list and address the

following:

Any special strengths/ talents/competencies of this intern.

Any growing edges/competency areas that need improvement.

Any goals and strategies for achieving improvements, which are deemed as necessary for th
intern.

3. Communication and Interpersonal Skills: Demonstrates the ability to communicate
effectively and interact appropriately in individual and group contexts in a community
mental health setting.

3A. Effective verbal, nonverbal, and written communication:

Expresses thoughts in a clear, informative, articulate, engaging, and efficient manner. Professional
writing is coherent, concise, demonstrates the clarity of purpose, and free of professional jargon.
|[Competently presents his/her own work to peers, staff, and other professionals. Adept at
nonverbal and indirect verbal communications (both understanding and and using). Accurate
perception of other people’s sensibilities; can adjust communication style to context and situation.
Self-monitors; seeks guidance appropriately.

o I 1 I 2 I 3 I 4 I No |

3B. Effective interpersonal skills:

Demonstrates advanced interpersonal skills, effective boundary management, strong emotional
intelligence, and high affect tolerance in professional relationships, contexts and settings. Manages
Jand facilitates exploration of affectively difficult issues and challenging communication skillfully;
has ability to disagree with others while conveying respect for them. Demonstrates reflectivity
regarding own communications and relationships; utilizes reflection to learn and facilitate change.
Seeks consultation when appropriate.

0 | 1 | 2 | 3 | 4 | N/O |

3C. Effective professional relationships with a diverse range of individuals and groups across
|settings and situations:

Develops and consistently maintains effective professional relationships in the diverse
multidisciplinary and multicultural community mental health environment. This includes RAMS
(clinicians, psychiatric staff, peer counselors, office staff, supervisors and managers); other
organizations involved in clients’ care (e.g. school teachers, hospital & residential staff); caregivers,
and those receiving professional services. Self-monitors and seeks consultation when appropriate.
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2. Adherence to Professional Ethics, Legal Standards and Policy: Demonstrates solid
knowledge and appropriate application of ethical guidelines, laws, and regulations
regarding professional activities with individuals, groups, and organizations in a community
mental health setting.

2A. Knowledge of and adherence to ethical / professional standards and guidelines:

0 | 1 | 2 | 3 | 4 | NoO |

3. OVERALL COMPETENCY RATING:

Comments: Please provide a brief summary of your overall impression of this intern’s
current level of competence. In your narrative, please be sure to list and address the
following:

Any special strengths/ talents/competencies of this intern.
Any growing edges/competency areas that need improvement.

Any goals and strategies for achieving improvements, which are deemed as necessary for th
intern.

4. Cultural Humility and Competency with Diverse Populations: Demonstrates and
independently applies appropriate sensitivity, knowledge, and skills to work effectively witl
|diverse individuals, groups, and communities who embody a variety of cultural
backgrounds and personal characteristics.

4A. Cultural self-awareness and working knowledge of self as shaped by individual/ cultural
[diversity and context:

I]Semonstrates a nuanced awareness of how his/her own personal/cultural history, attitudes, and
iases affect the way he/she experiences others and interacts with them. Practices ongoing
self-examination in professional situations to learn more about own cultural predilections and
demonstrates openness to change. Independently uses knowledge of self as a cultural being to
[monitor and improve effectiveness in all professional activities; seeks consultation when

appropriate.

0 | 1 | 2 | 3 | 4 | N/ |

4B. Working knowledge regarding diversity and understanding of others as shaped by
jindividual/cultural diversity and context:

nowledgeable about multiple dimensions of diversity; seeks out additional information as

eeded. Independently applies awareness of the role of culture and knowledge regarding diversity
in all professional activities, including modifying treatment, assessment, consultation, etc.

arameters to take into account diversity issues. Self-monitors and seeks consultation when
appropriate.

o | 1 | 2 |1 3 | 4 | nw~no |

4C. Interaction of self and others as shaped by individual/cultural diversity and context:
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andles it in professional interactions. Adapts professional repertoire of skills and behaviors in a

anner that is sensitive to the needs of diverse others. Effective with a wide range of clients and
situations, including individuals whose group membership, demographic characteristics, or
worldviews create conflict with their own. Self-monitors and seeks consultation when
appropriate.

0 1 2 3 4 No |

E‘emonstra‘ces facility at addressing and exploring cultural dynamics in clinical cases; effectively

4D. Commitment to working with issues of diversity:

Aware of and genuinely cares about diversity issues in all professional activities. Seeks to deepen
nderstanding of culture and advance skills with diverse populations. Demonstrates strong

interest in providing clinical services to minority clients. Interested in increasing utility of
sychological approaches to the needs of diverse populations and in improving training for mental
ealth professionals from diverse backgrounds.

0 | 1 | 2 | 3 | 4 | N/O

4. OVERALL COMPETENCY RATING:

Comments: Please provide a brief summary of your overall impression of this intern’s
current level of competence. In your narrative, please be sure to list and address the
following:

Any special strengths/ talents/competencies of this intern.
Any growing edges/competency areas that need improvement.

Any goals and strategies for achieving improvements, which are deemed as necessary for
the intern.

|5. Research: Demonstrates appropriate knowledge, skills, and attitudes to critically
evaluate the research and theoretical literature and independently make use of scientific
methods and findings to inform clinical practice and decision-making in all professional
roles.

A. Utilization of scientifically derived knowledge in practice and professional
evelopment.

Seeks out and independently utilizes scientifically-derived knowledge to aid in professional
practice and development. Critically evaluates existing theoretical and research literature; closely
familiar with evidence-based research and best practices data, including empirical bases of
assessment & intervention, and data on diverse populations. Accurately applies theoretical
models, best practices and research data across the areas of professional practice. Seeks
consultation as needed.

) [ 1 [ 2 [ 3 [ a4 ] N/O |

IS B. Application of scientific methods for evaluating professional practices.

Applies scientific methods to inform decision-making and evaluate outcomes across all areas of
professional practice. Independently creates data-substantiated case conceptualizations; utilizes
hypothesis-based format for assessment and interventions; consistently tracks outcomes with
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clients and uses findings to alter strategies as indicated. Utilizes research and best practices
findings to enhance own understanding of multiculturalism and its intersection with treatment;
Cultural Competency Project demonstrates competent use of research methodology.

0 1 2 3 4 N/O

C. Generating research that contributes to the professional knowledge base and/or
valuates the effectiveness of various professional activities.

[Demonstrates skills as a community mental health psychologist to effectively generate and
disseminate knowledge (e.g., contributes psychological knowledge at seminars, case conferences,
orand rounds, and team meetings). Cultural Competency Project demonstrates learning about a

targeted area where clinical and cultural matters intersect and contributes to the learning of
pthers.

0 | 1 | 2 | 3 | 4 | N/O

[5- OVERALL COMPETENCY RATING:

Comments: Please provide a brief summary of your overall impression of this intern’s

current level of competence. In your narrative, please be sure to list and address the
following:

Any special strengths/ talents/competencies of this intern.
Any growing edges/competency areas that need improvement.

Any goals and strategies for achieving improvements, which are deemed as necessary for
the intern.

. Intervention: Demonstrates appropriate knowledge, skills, and attitudes in the
lanning, implementation, and evaluation of interventions that are evidence-based and
romote the health and well-being of clients in the community mental health setting.

|6 A. Establishes and maintains effective relationships with patients and caregivers.

If)stablishes relationships with clients with ease and confidence; can adjust rapport building style
o accommodate a wide range of clients and situations. Understands the issues of frame;
structures therapeutic relationship so that there is both a maximum clarity of purpose and
appropriate flexibility. Can form clear therapeutic contract with most clients and uses it to
support their engagement in therapy. Able to establish the optimal therapeutic distance with
severely disturbed patients and to deal with attacks on frame therapeutically.

0 1 | 2 | 3 4 | N/O |

B. Independently applies theoretical concepts and professional knowledge to organize
nd understand clinical material:

Thoughtful hypothesis-based gathering and effective utilization of all available sources of

Flformation about clients, including clinical records, patient narratives, other

roviders/caregivers, and observations. Skilled use of countertransferential data and own
inferences about deeper meanings of client's overt behaviors and manifest communications.
Accurately assess the acuity, severity, and complexity of client’s concerns. Considers presenting

roblems in the larger life context including stages of development, cultural and situational
Fariables. Able to independently identify central clinical issues and to conceptualize cases
informed by theory, research, clinical data, biological, developmental, and socio-cultural
considerations.

o 1 2 3 4 N/O
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E C. Develops evidence-based treatment plans that are grounded in diagnosis and case
onceptualization, set realistic goals, and consider clients’ preferences

Iflffectively collaborates with clients on development of specific treatment plans and can use
reatments goals as a “therapeutic contract” to facilitate clients’ engagement in treatment.
Successfully integrates empirical findings, clinical judgment, and client preferences to come up
with treatment strategies that are supported by professional literature and appropriate for the
client’s presenting issues, diagnosis, developmental stage, level of functioning, and diversity
characteristics. Able to pace treatment according to client's ability to deal with novelty and
change, as shown by choice of suitable intervention techniques/interpretation styles, and by
[timing of their implementation.

0 | 1 | 2 | 3 | 4 | N/O

D. Collaborative approach to treatment that maximizes learning from patients with the
oal of meeting each client’s unique needs.

Thoughtful about client’s effects on oneself and own impact on clients and strives to accurately
Junderstand interactions from client’s perspective. Utilizes hypothesis-based interventions and
consistently tracks their outcomes with clients. Able to handle a wide rage of affect in oneself
and the client constructively; has accurate empathic responses and can use them to inform

interventions. Demonstrates understanding of derivative communications and communication by
impacts; facility at functioning as participant observer; effective use of self; consistent practice of

internal supervision; and the ability to use patient as a consultant.

0 1 2 3 4 N/O

E. Conducts on-going evaluations of intervention effectiveness; adapts intervention
ethods and/or goals accordingly.

[Independently evaluates treatment progress and modifies planning as indicated, even in the
absence of established outcome measures. Consistently evaluates the effectiveness of
interventions by “tracking” clients’ reactions in the session and studying each case as it

rogresses, evaluating improvement of clients’ functioning both within the therapy setting (e.g.,

etter treatment compliance, increased eye contact, progressive communication regarding the
argeted liabilities, improved insight) and outside of therapy (e.g., decrease in symptoms and
iabilities, increase in coping mechanisms, progress toward treatment goals). Can adapt
interventions effectively. Seeks consultation when necessary.

0 I 1 I 2 I 3 | 4 | N/O |

F. Expertise in conducting treatment with community mental health populations and
bility to adjust approach to the diversity characteristics, setting and context.

ffective clinical skills with a wide range of culturally and diagnostically diverse clients,
including the severely and chronically mentally ill; adjusts interventions accordingly. Skilled at
implementation of comprehensive approach to mental illness, including collaboration with
reatment team members, case management, and consultation provided on patients’ care to
others. Good judgment in unexpected or difficult situations (display of aggressive behavior,
suicidality, danger to others, etc.). Effective crisis intervention enabling to maintain
Jpatient/other safety and contain the crisis within the therapeutic context while following all
applicable regulations and assuring own safety. Consults as needed.

0 | 1 | 2 | 3 | 4 | N/O |

90



|6. OVERALL COMPETENCY RATING:

Comments: Please provide a brief summary of your overall impression of this intern’s
current level of competence. In your narrative, please be sure to list and address the
following:

Any special strengths/ talents/competencies of this intern.

Any growing edges/competency areas that need improvement.

Any goals and strategies for achieving improvements, which are deemed as necessary for
the intern.

7. Assessment: Demonstrates knowledge, skills, and attitudes to conduct
evidence-based psychological assessment to inform patient care in the community mental
health context.

7A. Knowledge of Assessment Methods, Instruments and Psychometrics:

Understands basic psychometrics, including normative data utilization and advantages and
limitations of actuarial approach. Independently and accurately administers, scores and
interprets commonly used measures; maintains standardized administration procedures and
accurate scoring consistently. Conducts a well-focused, thorough and efficient clinical
interview and perform thorough mental status examinations that generate useful data towards
diagnosis and battery construction. Seeks consultation as needed.

0 1 | 2 | 3 | 4] WO | |

7B. Selection of tests and construction of an assessment battery:

Utilizes multiple data sources; independently selects assessment methods and instruments that
are supported by the current empirical literature, appropriate to characteristics of the service
recipient, and capable of addressing the specific referral questions. Selection of measures for a
testing battery shows flexible approach that is guided by hypotheses, observations, and data.
Seeks consultation as needed to guide battery construction.

0 | 1 | 2 | 3 | 4 | N/O

7C. Diagnosis, conceptualization and recommendations:

Integrates multiple test data and interprets accurately utilizing a hypothesis-based format. Able
to utilize the interaction process as a diagnostic tool. Accurately conceptualizes the multiple
dimensions of the case based on the results of assessment, including client strengths and
psychopathology. Diagnoses accurately using DSM-V-TR criteria consistent with history,
interview, and test data. Seeks consultation as needed.

| o [ 1 | 2 |3 [ 4 ]|  no

7D. Communication of assessment findings:

Reports are well organized and communicate an integrated understanding of the person that is
targeted to the referral questions. Reports accurately reflect data and note the limitations of
assessment measures when appropriate. The language is free of professional jargon, clear, and
concise, so the report can provide useful debriefing to clients and feedback/consultation to
referral sources. Verbal debriefing to clients communicates assessment results in a lucid and
sensitive manner. Seeks consultation as needed.

| o [ 1 | 2 | 3 [ a4 | nwo |
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7E. Understanding of the collaborative therapeutic model of assessment

Skilled at establishing rapport, including with challenging and resistant clients. Shows solid
understanding and competent implementation of the collaborative therapeutic model of
assessment (S. Finn). Builds alliance around assessment process to facilitate clients’
engagement in the testing process and to promote their self-understanding. Seeks consultation
as needed.

0 | 1 2 3 4 | N/O

7F. Understanding of assessment with diverse clients

Aware of different types of data interpretation and, therefore, the assets and limitations of
specific assessment measures based on patients’ age, race, culture, educational level,

etc. Aware of ways to compensate for such limitations, including the use of more culturally
sensitive instruments and appropriate norms, when available. Independently selects and
implements means of evaluation in ways that are responsive to diverse individuals and context.
Seeks consultation as needed.

0 1 2 3 4 | N/O

7. OVERALL COMPETENCY RATING:

Comments: Please provide a brief summary of your overall impression of this intern’s
current level of competence. In your narrative, please be sure to list and address the
following:

Any special strengths/ talents/competencies of this intern.

Any growing edges/competency areas that need improvement.

Any goals and strategies for achieving improvements, which are deemed as necessary for
the intern.

. Supervision: Demonstrates appropriate knowledge, skills, and attitudes for
instruction, mentorship, and peer-supervision with trainees and other professionals
(proto-supervisory skills).

A. Role expectations, processes, and procedures of supervision

[Understands the roles and expectations of supervisor and supervisee, including supervisor’s
ethical and legal responsibility for supervisee’s conduct and for clients under supervisee’s care.
[Demonstrates knowledge of supervision models, best practices, and stages of professional
development, reflecting on the process of supervision and their own role as a supervisee.

0 | 1 | 2 | 3 | 4 | N/O |

B. Enhancing the learning and professional functioning of others (proto-supervisory
kills):
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Able to develop relevant and useful hypotheses regarding the dynamics and formulations of other
clinician’s cases; actively practices proto-supervisory skills during seminars. Feedback to others
is clear, direct, constructive, and demonstrates accurate perception of other people’s sensibilities,
including cultural and contextual factors. Can self-monitor and adjust style. Feedback is
informed by professional literature and utilizes multiple sources of clinical data, including own
and others’ reactions; helps to make sense of reactions in service of client care. Works to hone
proto-supervisory skills by seeking input from instructors and peers about the quality of
feedback.

0 | 1 | 2 | 3 | 4 | NO |

|8 C. Peer-supervisory practices:

[Effective mentors and provides peer supervision to less advanced trainees. Actively and usefully
co-facilitates the Intern and Trainee Case Conference; adjusts style to developmental, cultural,
and contextual factors. Skillfully conducts one session of the case conference on his/her own.
Seeks input, and utilizes feedback to improve outcomes.

o [ 1 | 2 | 3 | 4 | nwno |

[8. Overall Competency Rating:

Comments: Please provide a brief summary of your overall impression of this intern’s
current level of competence. In your narrative, please be sure to list and address the
following:

Any special strengths/ talents/competencies of this intern.

Any growing edges/competency areas that need improvement.

Any goals and strategies for achieving improvements, which are deemed as necessary for
the intern.

. Consultation, Advocacy, and Interdisciplinary Skills: Demonstrates knowledge,
skills, and attitudes regarding interprofessional/ interdisciplinary collaboration,
consultation, and patient advocacy to address a problem, seek or share knowledge, or
increase effectiveness in professional activities.

A. Understanding the role of a consultant in the context of shared and distinctive
ontributions of other professions in multidisciplinary community mental health system of
are.

[Understands the tasks and roles of a consultant in various domains (e.g., mental health,
educational, advocacy, etc.); sensitively matches professional role function to situation and
context. Demonstrates knowledge and respect for the multiple and differing worldviews, roles,
Jorofessional standards, and contributions of other professions across various contexts in the
community mental health system. Self-monitors and seeks guidance when needed.

0 | 1 | 2 | 3 | 4 | N/O |

|9 B. Implementation of consultation and collaboration with other professionals.

hows consistently efficient collaboration with treatment team, other professionals, schools,
ospitals, board-and-care homes, families and caregivers on patients’ treatment. Competently
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engages individuals from a variety of professional and cultural backgrounds in the context of
consultation. Clarifies and refines questions; selects appropriate and contextually sensitive
[means of data gathering; analyzes information necessary to provide consultation, and formulates
Appropriate, personalized recommendations. Asks for guidance as needed.

) [ 1 [ 2 [ 3 [ 4 I N/O |

|9 C. Professional feedback and communication of consultation findings to others.

rovides clear and constructive feedback/consultation to colleagues, other professionals, and

amily/community members in a way that increases their understanding of clients’ mental health

eeds and ability to meet them. Feedback is succinct, tactful, coherent, guided by relevant
literature and clinical expertise, and culturally/contextually sensitive. Proficient at tailoring
clinical information to non-psychologists to serve the best interests of patients. Self-monitors
and seeks guidance when needed.

0 I 1 I 2 I 3 I 4 [ N/O |

Overall Competency Rating:

Comments: Please provide a brief summary of your overall impression of this intern’s
current level of competence. In your narrative, please be sure to list and address the
following:

Any special strengths/ talents/competencies of this intern.

Any growing edges/competency areas that need improvement.

Any goals and strategies for achieving improvements, which are deemed as necessary for
the intern.

Global Performance and Development Evaluation

Considering all aspects of performance, how would you rate this intern?
0 | 1 | 2 | 3 | 4

My supervisor has discussed the above feedback with me, and I am aware of the
content of this evaluation.

Psychology Intern Date Clinical Supervisor Date
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C. Cultural Competency Project Evaluation Form

Intern:

Date:

Evaluator :

Please rate the intern's presentation by assigning a grade on a scale of 1 to 5 for each category:

Rating 5 4 3 2 1
Scale Superior: Very Competent: Competent & Marginal: Unsatisfactory:
Satisfactory:
Area of significantly above above adequately meets below significantly
Competenc expectations for an expectations for expectations  for expectations for an below
P y intern at this level an intern at this an intern at this intern at this level Expectations for
level level an intern at this
level
CULTURAL COMPETENCY PROJECT PROPOSAL:
1 Written proposal is
submitted by the
deadline
2 Chosen topic is of

sufficient personal
& professional
significance, relevant to
current work and
addresses intern’s
culturally-based
assumptions

3 Proposal considers
both cultural and clinical
aspects of the topic

4 Proposed methodology
is sound & suitable for
the topic

5 Proposal is
comprehensive,
well-written and

professionally presented

CONTENT OF THE CULTURAL COMPETENCY PROJECT:
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Cultural and clinical
aspects are explored in
sufficient depth, with
good knowledge &
understanding of all
pertinent information

Intern explores his/her
own cultural make-up
and assumptions in an
open and non
defensive manner

Project demonstrates
appropriate balance of
experiential self
exploration and
scholarly inquiry
methods

Intern uses
professional literature
and/or research
references and
applies them
appropriately

Cultural Competency
Project demonstrates
new learning about a
targeted area where
clinical and cultural
matters intersect

1"

Written treatise is
coherent, well-written,
professionally
presented, and covers all
pertinent areas
while being succinct

CULTURAL COMPETENCY PROJECT

PRESENTATION

Pertinent information
was presented in
sufficient detail, yet in a
clear, well structured,
and succinct way

Intern presented
material in a poised,
confident and
engaging manner

Intern used allotted
time wisely with
appropriate emphasis
on of cultural biases
examined

Intern stimulated
discussion and was




open to learning from it

16 Intern gave concise,
comprehensive, and tactful
answers to questions

17 Intern was able to speak
from the position of
authority and to make
teaching points for the
audience

18 Intern used presentation
techniques that helped the
audience engage with the
material
(PowerPaint, video, audio,
artwork, group discussion,
etc.)

Please provide narrative comments to elaborate on:

any goals & strategies for achieving improvements
in the intern’s professional presentation skills:

any special strengths/ talents/competencies
demonstrated in the presentation of the project

The above feedback was discussed with me, and | am aware of the content of this evaluation.

Psychology Intern Date

Supervisor Date
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Intern:

D. Clinical Case Presentation Evaluation Form

Date:

Case Conference:

Evaluator :

Please rate the intern's presentation by assigning a grade on a scale of 1 to 5 for each category:

Rating 5 4 3 2 1
Scale Superior: Very Competent: Competent & Marginal: Unsatisfactory:
Satisfactory:
above adequately meets
Area of significantly expectations for expgctations fqr below significantly
Competenc above a0 il s an intern at this = onst below
P y expectations for level level Xpectations for Expectations for
an intemn at this an intern at this an intemn at this
level level level
CULTURAL COMPETENCY PROJECT PROPOSAL:

Written proposal is
submitted by the
deadline

Chosen topic is of
sufficient personal
& professional
significance, relevant to
current work and
addresses intern’s
culturally-based
assumptions

Proposal considers
both cultural and clinical
aspects of the topic

Proposed methodology
is sound & suitable for
the topic
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Proposal is
comprehensive,
well-written and

professionally presented

CONTENT OF TH

E CULTURAL COMPETENCY PROJECT:

Cultural and clinical
aspects are explored in
sufficient depth, with
good knowledge &
understanding of all
pertinent information

Intern explores his/her
own cultural make-up
and assumptions in an
open and non
defensive manner

Project demonstrates
appropriate balance of
experiential self
exploration and
scholarly inquiry
methods

Intern uses
professional literature
and/or research
references and
applies them
appropriately

Cultural Competency
Project demonstrates
new learning about a
targeted area where
clinical and cultural
matters intersect

1

Written treatise is
coherent, well-written,
professionally

presented, and covers all

pertinent areas
while being succinct

CULTURAL COM

PETENCY PROJECT

PRESENTATION

Pertinent information
was presented in

sufficient detail, yet in a

clear, well structured,
and succinct way

Intern presented
material in a poised,
confident and
engaging manner
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14 Intern used allotted
time wisely with
appropriate emphasis
on of cultural biases
examined

15 Intern stimulated
discussion and was
open to learning from it

16 Intern gave concise,
comprehensive, and tactful
answers to questions

17 Intern was able to speak
from the position of
authority and to make
teaching points for the
audience

18 Intern used presentation
techniques that helped the
audience engage with the
material
(PowerPaint, video, audio,
artwork, group discussion,
etc.)

Please provide narrative comments to elaborate on:

any goals & strategies for achieving improvements
in the intern’s professional presentation skills:

any special strengths/ talents/competencies
demonstrated in the presentation of the project

The above feedback was discussed with me, and | am aware of the content of this evaluation.

Psychology Intern Date

Supervisor Date
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V. RAMS and NAAPTC Professional
Conduct: Selected Policies
and Procedures
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V. RAMS and NAAPTC Professional Conduct: Selected Policies and Procedures

A. Outpatient Clinic Office Policies

Office Hours: Monday to Thursday, 9:00 AM to 7:00 PM; Friday, 9:00 AM to 5:00 PM.

Remote Work: Interns and trainees will utilize a hybrid model to work with their
clients, and the decision to see a client virtually or in-person will be based on a number
of factors and guidelines provided by the clinic. Interns and trainees are expected to
consult with their supervisors about this decision. If a client is to be seen in-person, then
health and safety protocols must be followed.

Last-Hour Appointments: Whether you are working remotely or from the clinic, all
clinical work must be performed during the clinic’s hours of operation. Additionally,
interns and trainees should not schedule clients for the last business hour. This ensures
that assistance from a staff clinician is available in the case of emergency and that no
one will have to work after closing time. Any exceptions to this rule should always be
pre-approved by your supervisor who would agree to take responsibility for handling
possible crises after hours.

Dangerous Behavior: Any threats, assaults or dangerous behavior towards you, other
RAMS clients and/ or staff & trainees (even very mild) on the part of your client are to
be immediately reported to the OD, your supervisor, and the relevant clinical director.

Clinical Concerns: Any immediate clinical concerns (client is suicidal, homicidal,
disoriented, needs medication refill right away, etc.) need to be reported to the
Outpatient Clinic’s Officer of the Day (OD). OD schedules are distributed / posted
weekly. Always know who is on duty. In case of a clinical emergency, call that person
promptly. Also call the front office and ask for their help in reaching the OD.

Supervisor Availability: In addition to weekly supervision appointments, your
individual supervisor is expected to be reachable by some means of remote
communication 100% of the time you do clinical work. Please note that this availability
does not imply an immediate response, and, unlike the OD system, is not meant to
provide coverage for clinical emergencies.

Opening & Closing: At present, the clinic’s physical site is open for in-person
appointments during normal business hours. The front office staff are responsible for
opening and locking the building. When seeing clients at the clinic, trainees and interns
must come after opening and leave before the last staff member.

Keys and Locks: Each intern/trainee is given a key that opens doors to multiple areas
of the outpatient clinic. When at the clinic, always keep all outside doors and doors
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between patient and staff areas locked. Each time you exit the clinic or the Training
Center, please make sure the door locks behind you. Do not leave any valuables out in
the open or at the clinic overnight. Lost keys must be reported immediately to Kristina
Bang, Angela Tang, and Shlomit Gorin.

RAMS Laptops and Server Access: At the start of the year, trainees and interns will be
issued password-protected RAMS laptops to be used for remote work, electronic clinical
charting in the Avatar system, and access to the RAMS secure remote storage server.
Please handle them with care. Any damage and losses must be reported immediately to
Mike Dang, Angela Tang, and Shlomit Gorin.

Administrative and Technical Assistance: For Avatar-related issues, please contact the
Avatar Help Desk at (415) 255-3788 or at Avatarhelp@sfdph.org. For any electronic
equipment issues, software malfunctioning, or problems with access to the secure
server, please contact RAMS IT Help Desk at helpdesk@ramsinc.org.

COVID-19 Protocols for Clinic-based Appointments

Maintaining Safety at the Clinic:

1. Consider wearing a mask when meeting with clients and when in common areas
where clients are present.

2. Practice thorough and frequent hand washing.

3. Keep the windows open in the treatment and staff rooms at all times, if
applicable. Note: Please wear warm clothing and advise your clients to do so
since the windows will be kept open at all times.

4. Keep the air purifiers at the lowest level during sessions in the treatment rooms
and at all times in the staff rooms.

5. In between sessions, turn the air purifier to the maximum level.

6. The treatment rooms are scheduled to have a 10-minute air circulation time after
a 50-minute session. Please keep this schedule so that there will be no delay for
the next appointment.

Important Things to Remember:

e Practice frequent and thorough hand washing throughout the day.
e Wipe computers, desks, etc. before use.

If you've been exposed, feeling sick, and/or have tested positive for COVID:

e Contact your individual supervisor and co-directors of training to inform them
and for guidance

e RAMS follows SFDPH testing and isolation protocols:
https:/ / stf.gov/youve-had-close-contact-or-positive-test
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B. Essential Guidelines for Doctoral Interns

Weekly Schedule: By the end of the orientation, you will need to fill out the Weekly
Work Schedule posted in the Training Program’s Google Drive Folder. Please promptly
update the front office and all your supervisors about any work schedule changes.

Time-Off: You need to get your supervisors’ pre-approval for vacation (a month ahead
of time is recommended). Time-Off Request is submitted via the ADP electronic system
to be approved by the director of training. It is your responsibility to secure coverage for
your clients and intake hour.

Last-Minute Absence: If an illness or emergency causes you to cancel sessions and/or
miss seminars, you must inform: (1) your clients, (2) the front office, (3) your
supervisor(s), (4) co-directors of training, and, (5) if a class is missed, its instructor. This
includes missing the whole day(s) as well as a part of a day. Even when you are out,
you are still responsible for your intake hour and will either need to find someone to
cover it or arrange for coverage with the intake coordinator (Kristina Bang). When back
to work, do not forget to retroactively reflect your leave time on your Time Card
(submitted via ADP).

Communication: Set up your voicemail so your greeting informs clients of your
position at RAMS and your weekly work schedule. When you are on a leave, you need
to create a different greeting specifying the dates of your leave and the name/phone of
the clinician who is covering for you (the system is capable of storing multiple
versions). On the days you are scheduled to work at RAMS, you must check your
voicemail frequently. You also need to check your RAMS email at least daily throughout
the week. We have an expectation that both voicemails and emails will be replied to
within a business day.

Working under Supervision: Even though for teaching purposes your supervisor may
choose to focus on a specific case for a period of time, all your clinical work and
charting are to be monitored and reviewed by an appropriate supervisor on a regular
basis. Please note that trainees and interns are not supposed to change modality or
frequency of treatment without consulting their supervisors. Each individual supervisor
is responsible for clinical cases under his/her supervision, but the ultimate
responsibility for all of your clinical work rests with your Primary Supervisor.
California Board of Psychology regulations mandate that besides providing one hour of
direct face-to-face (or, presently, two-way video conference based) supervision every
week, Primary Supervisors monitor the supervision performance of all delegated
supervisors and must be available 100% of the time trainee is accruing SPE. Feel free to
contact your Primary Supervisor with any work- or training-related questions or
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concerns at any time; they can always be reached via text or email during the hours you
work at RAMS. Please note that for clinical emergencies you must use the RAMS OD
system; after the OD addresses the urgent matter in question, you may consult your
supervisor as needed.

Supervision Documentation: Per California Board of Psychology regulations, prior to
the

rendering of services by a doctoral intern, clients are to be informed that the intern is
unlicensed and functioning under the direction and supervision of a licensed
psychologist who shall have full access to the treatment records in order to perform
supervision responsibilities. At the commencement of services, a Working under
Supervision Letter needs to be provided to all clients; please document having done so
in an Avatar progress note. Additionally, the California Board of Psychology requires a
California Board of Psychology Supervision Agreement to be completed prior to
commencement of supervision and any supervised professional experience (SPE).
Lastly, all Doctoral Psychology Interns must maintain a Weekly SPE Log, which is to be
reviewed and signed by primary and delegated individual supervisors on a regular
basis (at least, monthly). Please use the SPE Log Form posted on the Training Programs’
Google Drive.

C. Essential Guidelines for Handling PHI

Electronic Communication: No Protected Health Information (PHI) can be sent in an
email outside of RAMS, posted on a website, or social media. This includes
email/online communication requested by a client/client’s caregiver or by another
professional working with your client outside of RAMS. The only possible exception to
this rule is your supervisor’s specific request to send PHI in a password-protected file;
even in this case, only RAMS email addresses can be used (no personal email).

Client Emails: Prior to communicating with clients via email, please have client sign (or
receive and document verbal consent if only seeing client via telehealth) the RAMS
Form: Request for Authorization to Use Alternative Communication. Advise your
clients against discussing with you via email any diagnosis or treatment-related issues;
use email communication for scheduling purposes only. If an email exchange occurs,
record its content in Avatar and delete the e-mails promptly.

Exchanging Voicemails: Your RAMS voicemail is secure and password-protected, but
your client’s/client’s caregiver’s may not be. Always make sure that the voicemail is
secure before you leave a message.
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Faxing PHI: When faxing documents containing PHI, always use RAMS cover sheets,
make sure the recipient fax machine is secure (located in a restricted environment), and
call ahead to ensure that the intended recipient will pick up the fax.

Storage of Electronic PHI: No PHI can be stored on computer hard drives or on Google
Drive. The training group Google Drive folder is reserved for policies, memos,
announcements, etc.; nothing related to individual clients can be placed there, even if all
identifying information is removed. To store electronic PHI (e.g., an SSI letters, caseload
lists, etc.), use the Virtual File Cabinet in the RAMS Online Storage - you will be
assigned a username and password (contact IT for support).

Handling of Video-recorded Therapy Sessions: Refer to the Live Supervision Policy on
the Google Drive.

Handling of Confidential Records: All physical PHI documents must be kept at one of
the designated secure locations and never left unattended. When working in the clinic
and with paper charts, file every chart as soon as you are done with it - others may
need to access the chart. NEVER leave any PHI on/in your desk overnight. While
working remotely, use your RAMS laptop in a private location only and close both the
server and AVATAR even if you need to step away from the computer for a short time.
Never call clients or conduct a session from a public space.

Transporting PHI Documents Outside of RAMS: No PHI documents can be taken
from the clinic. The only exception is for transporting documents or electronic
equipment (e.g. RAMS laptop) with prior supervisor’s approval, between RAMS sites.
During transportation, exercise extra caution: keep documents / equipment with you at
all times and never leave them exposed and/or unattended.

Releases of Confidential Information: In addition to your client’s signing an
information release request (or giving an explicit verbal informed consent documented
in Avatar), all releases of PHI information must be pre-approved by your supervisor.
Additionally, all court-related requests for release of information need to be reported to
Director of Operations Angela Tang, LCSW, or Priscilla Kyu, Quality Improvement
Manager, and pre-approved by them.

Uses of Client Information for Training Purposes: Any clinical notes that are not part
of clients’ charts, including process notes and video- or audio-records of sessions, are to
be stored in the RAMS Online Storage (electronic version) or in a RAMS chart room
(physical version). When preparing for a case presentation, only thoroughly
de-identified information can be distributed to group members/case discussants. After
the case been discussed with the supervisor and/or presented, these case notes must be
destroyed.
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Disposal of Confidential Information: All documents containing PHI to be discarded
must be shredded; electronic devices must be wiped clean by the IT department.

D. NAAPTC Policy and Procedures for Maintenance of Assessment-Related
Confidential Materials

All assessment information (testing protocols with raw data, information from outside
sources, scoring sheets, reports, etc.) must be stored and maintained according to
RAMS, Inc. and SF Department of Public Health protocols for handling confidential
information.

All Test Protocols: Pseudonyms (client#1) should replace the client’s name and all
identifying information that can be traced back to the client should be omitted (e.g.,
DOB, address, name of birth city, names of family members or primary care physicians;
the previous schooling, employer, etc.) Age can be listed on the protocol.

For In-Person Assessments: No materials containing confidential assessment
information of any kind are to be taken outside of RAMS for any reason. They need to
be kept in the assessment-specific locked file cabinet (in one of the chart rooms) except
for when intern is actively working with them (scoring, analyzing) at their desk in the
Training Center (or, during the SIP period, on the RAMS secure storage drive on the
password-protected laptop used in a secure location).

For Telehealth Assessments: All confidential information should be stored on the
RAMS secure storage drive. De-identified testing protocols should be stored in a secure
location. When transporting test protocols to Outpatient Clinic, do not leave records
unattended (in a car, etc.) at any point.

Assessment Activities Conducted Off-Site

In order to protect client confidentiality and to comply with RAMS, SFDPH and HIPAA
regulations, all interns and trainees and required to observe the following assessment
procedures:

e For assessments conducted at RAMS programs other than the Outpatient Clinic
(e.g., Broderick Residential Program) original protocols and other confidential
information can be taken off-site only for transportation to the RAMS Outpatient
Clinic. Original protocols and confidential information cannot be left unattended
(in the car, etc.) at any point during transport.

e In all other situations, such as report writing off-site, only de-identified copies of
assessment records can be utilized.

107



e Copies of raw material must have no identifiable information (e.g., a copy of a
client's HTP drawing without any identifying information, a copy of a protocol
with the client’s name removed).

e Pseudonyms (client#1) should replace the client’s name and all identifying
information that can be traced back to the client should be omitted (e.g., DOB, BIS
number, address, name of birth city, names of family members or primary care
physicians; previous schooling, employer, etc.) Age can be listed on the protocol.

e When sent to the assessment supervisor for review, electronic reports must be
password protected.

E. Selected Relevant Personnel Policies

1.5 Equal Opportunity

RAMS is an equal opportunity employer and is committed to providing a work
environment that is free of discrimination and harassment. We do not discriminate
against applicants or employees with respect to any terms or conditions of employment
on account of race, color, national origin & ancestry, age, religion or creed (including
religious dress and grooming practices), physical or mental disability (actual or
perceived) including HIV & AIDS status, medical condition including cancer and
genetic characteristics, marital status, citizenship, military service &/or veteran status,
sex or gender, sexual orientation, gender identity (including transgender/agender
identities), gender expression, transitioning status, childbirth &/or breastfeeding and
medical conditions related to pregnancy or childbirth or breastfeeding, registered
domestic partner status, weight, height or any other characteristic protected by state or
federal law or local ordinance.

RAMS also prohibits discrimination based on the perception that anyone has any of
those characteristics or is associated with a person who has or is perceived as having
any of those characteristics.This commitment applies to all persons involved in the
operations of RAMS (including employees, interns, trainees, students, and volunteers),
and prohibits unlawful discrimination by any employee of RAMS, including
supervisors and co-workers.

4.1 Employment Categories: NAAPTC Doctoral Interns in Clinical Psychology

NAAPTC Doctoral Interns in Clinical Psychology are temporary employees employed
full-time by RAMS for the American Psychological Association (“APA”) accredited
National Asian American Psychological Training Center (“NAAPTC”). NAAPTC
Doctoral Interns are considered temporary employees with a term of employment
limited to one year beginning the first week of September and ending the last week in
August, provided, however, that their employment may be terminated before then,
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either by the employee or by RAMS, in accordance with RAMS’ “at-will” employment
policy (discussed above).

As such, NAAPTC Doctoral Interns are covered by the same policies & procedures and
enjoy the same rights (i.e. equal opportunity, non-discrimination/harassment
/retaliation, reasonable accommodation of disabilities, grievance, whistleblower, etc.) as
regular RAMS employees, as well as policies and procedures specific to the NAAPTC
program. NAAPTC Doctoral Interns are eligible for the same RAMS’ health insurance
coverage and leave benefit package available to full-time employees in their first year of
employment, as well as a stipend amount which is in accordance to state and local
minimum wage requirements. However, as NAAPTC Doctoral Interns, they can utilize
Paid Time Off up-front without waiting for accrual.

NAAPTC Doctoral Interns also must follow all requirements, regulations, and policies
(for example, work/training expectations, intern evaluations, performance remediation,
and grievance procedures) specific to the NAAPTC program, and may be subject to
RAMS disciplinary procedures in the event their conduct violates RAMS Code of
Conduct.

5.1.3.2. Leave Usage for NAAPTC Doctoral Interns in Clinical Psychology

NAAPTC Doctoral Interns in Clinical Psychology are awarded the same level of PTO as
a full- time employee in their first year of employment, which is 192 hours per
12-month period.

Due to the temporary nature of their one-year employment, NAAPTC Doctoral Interns
are not required to accrue PTO prior to usage and are instead eligible to schedule leave
& use their allotted PTO in advance of accrual, upon request and with the express
approval of the co-director of training.

This policy does not supersede policies regarding Family & Medical Leave, Pregnancy
Disability Leave, or other special leave circumstances as prescribed by law.

Please consult the RAMS Personnel Policy Manual for the full list of RAMS policies.
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VI. Evaluation Forms for Supervisors,
Courses, and Training Experience
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VI. Evaluation Forms for Supervisors, Courses, and Training Experience

A. Course Evaluation Form*

Course Name: Instructor:

Training Year:

1. The instructor/facilitator is knowledgeable on the subject.

[] strongly disagree [] Disagree [ Agree [J strongly agree [J Not Applicable

2. The material was presented clearly and engagingly.

[J Strongly disagree [ ] Disagree [ Agree [] Strongly agree  [] Not Applicable

3. Assigned readings were relevant to the topic and discussion.

[] strongly disagree [] Disagree [] Agree (] strongly agree [J Not Applicable

4. The instructor/facilitator explained the thinking behind the statements.

[] strongly disagree [ ] Disagree [] Agree [J strongly agree [J Not Applicable

5. Theory was well integrated with case vignettes and clinical examples.

[] strongly disagree [] Disagree [ Agree [J strongly agree [J Not Applicable

6. Relevant sociocultural issues were attended to in a helpful way.

O Strongly disagree O Disagree O Agree O Strongly agree [J Not Applicable

7. What aspects of this course did you find most helpful?

8. Do you have any suggestions for improvement for the instructor and the course?

*The evaluation forms are all online. This is a sample of a few of the questions on the form.
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B. Supervisor Evaluation Form*

Supervisor Name: Training Year:

Type of Supervision (Individual, group, etc):

1. Clearly define the nature and expectations of the supervisory relationship and maintain an
appropriate focus in supervision sessions.

[J Much more of [J 1 - it would be [J it would be [J this area is
this is needed desirable to have desirable to have satisfactory
somewhat more a little more

2. Be reliable and prompt with appointments and consultation between appointments.

[ Much more of [ 1 - it would be [J it would be [] this area is
this is needed desirable to have desirable to have satisfactory
somewhat more a little more

3. Establish an atmosphere of acceptance, safety, and learning together.

()] Much more of [ 1 - it would be [J it would be [J this area is
this is needed desirable to have desirable to have satisfactory
somewhat more a little more

4. Facilitate your awareness of your strengths in clinical work through means other than the use of

praise.
[J Much more of [J 1 - it would be [J it would be [J this area is
this is needed desirable to have desirable to have satisfactory

somewhat more a little more

5. Provide constructive criticisms about your work and be straightforward regarding areas on which
you need to focus to grow as a professional.

[J Much more of [J 1 - it would be [J it would be [J this area is
this is needed desirable to have desirable to have satisfactory
somewhat more a little more

6. Please write any additional comments to elaborate on what you have found valuable about this
supervision experience and also on how your supervisor might have been more of help to you:

*The evaluation forms are all online. This is a sample of a few of the questions on the form.
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C. Evaluation of Training Experience

Training Year: Midpoint or End of Year:

Clinical Experience

1. Psychological Intervention with Adult Clients

[J Excellent [ Good [J Fair (] Poor

2. Psychological Intervention with Children & Families

[J Excellent [ Good [J Fair (] Poor

Caseload

4. Number of Cases
[J Excellent [ Good [J Fair (] Poor

5. Diversity of Caseload

[ Excellent [] Good [ Fair () Poor

Clinical Supervision

6. Individual Supervision

[J Excellent [] Good (] Fair [J Poor

7. Group Supervision

[J Excellent [] Good [J Fair (] Poor

Experience

8. Cultural Competency Project Meeting

[J Excellent [] Good [J Fair (] Poor

9. Presentation of Clinical Cases to an Outside Discussant

[J Excellent [] Good (] Fair [J Poor

Administrative Supervision

10. RAMS Management

[J Excellent [] Good (] Fair [J Poor

11. Co-Directors of Training

[J Excellent [] Good (] Fair [J Poor

Didactic Training

13. Assessment Seminar

Unsatisfactory

Unsatisfactory

Unsatisfactory

Unsatisfactory

Unsatisfactory

Unsatisfactory

Unsatisfactory

Unsatisfactory

Unsatisfactory

Unsatisfactory

] Nn/A

] Nn/A

] Nn/A

[J n/a

[J n/a

[J Nn/A

[J Nn/A

0 N/A

[J n/A

[J n/aA
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[J Excellent [] Good (] Fair [J Poor O Unsatisfactory O N/A
14. Intern and Trainee Seminar
[J Excellent [] Good (] Fair (] Poor O Unsatisfactory O N/A

Working Environment

15. Relationships in the Training Group
[J Excellent [] Good (] Fair (] Poor O Unsatisfactory O N/A
16. Relationships with Staff

I:l Excellent I:l Good I:l Fair I:l Poor I:l Unsatisfactory |:| N/A

17. Was the orientation period useful? Now, when you know what you needed to get ready for, what
changes would you recommend?

18. Do you feel that your previous academic and clinical training experience sufficiently prepared you for
the RAMS internship? If not, it would be very helpful for us to know what kind of training you wish
you had prior to starting your internship.

19. Did you find the time allotted for supervision is adequate? What about your supervisors’ availability to
answer your questions between supervision sessions? Would you recommend any changes to the
internship supervision structure?

20. How well did your RAMS training experience facilitate your professional and personal development as
a psychologist? What was most useful (please, be specific)?

*The evaluation forms are all online. This is a sample of a few of the questions on the form.
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Appendix A: Cultural Competency Projects Completed by
NAAPTC Doctoral Interns

Siyu Liu (2025). Growing with Clients: A Reflection on Culture, Enactments, and
Reverie

Rikki Feuerstein (2025). World War III in the Treatment Room
Lelia Youn (2025).

Gerson, Mara (2024). “Stop handing on my every word!”: A Jewish-American
therapist’s reflections on the cultural dimensions of speech

Azadbadi, Negar (2024). The Shadow of Religion and Lapses in Thinking

Kim, Yewon (2024). The Uncontained Container: the internalized insufficiencies
of an “alien” therapist

Zhang, Doris (2023). When Grief Hits: Clinician’s Persona, Shadow, and
Humanness

Zhang, Ying (2023). Home
Vong, Tho (2023). The Golden Thread

Nikki Wu (2022). Working with Chinese Males: The position of gender roles and
expectations in the therapy room

Kalpa Bhattacharjee (2022). Bilingual Therapy: Integrating my professional self
with my Bengali kin-self

Bhavna, Sharma (2022). Doing “Non-Rewarding” Work
Reem Abu Hweij (2021). It’s Not Me, It’s You: When Old Aggressors Meet

Lee, Audrey Sangeun (2021). Contextualizing the Meaning of Cultural Morality in
Psychotherapy

Brown, Hunter (2021). Southern Discomfort: Feeling out of place in whiteness
Timothy Kim (2020). My Mother Looks Like Connie Chung?

Sahil Sharma (2020). To See or Be Seen: Reflections of an Immigrant Therapist
Wendy Ong (2020). What if I Told You I am not a Person of Color?

Kelli Little (2019). Flyover [Self] States: Navigating with Other People’s Maps

Andy Nguyen (2019). White-space Reversal: Feeling Foreign in the Familiar
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Kira Steifman (2019). It’s Not Me, It’s You: Disavowal of Vulnerability in the
Cultural Sphere

Jenna Hanson (2018). Taking on Whiteness
Adrea Lao (2018). Speaking the Unspeakable: The losses that lost our voice

Jeffrey Suiter (2018). A Psychological Paradox: Searching for the “Shiny Man”
while Being a “Good Black Man”

Raha Ghasemi (2017). MUSLIM-ISH: Being the Other in Trump’s America

Kim Nguyen (2017). Is it Safe Yet? Discovering Expressions of Historical
Lingering in the Clinical Encounter

Katerina Tsapanidou (2017). The Immigrant Clinician and the Immigrant Patient:
Loss, Mourning, and the Mother Tongue

Stephanie Lim (2016). “Parentified Child” Therapist and “Parentified Child”
Client

Jung Yeon Yim (2016). “What’s in a Name?”: Developing Professional Identity as
an Immigrant Therapist

Cindy Lin Anderson (2015). Dew in the Fairy Garden: Floating, Sensing,
Thinking, Context and Authority

Alexey Tolchinsky (2015). Psychodynamic Psychotherapy with a Client from the
Same Cultural Tradition

Anna Zozulinsky (2015). Sitting on the Fence: On Borders and Boundaries

David Cushman (2014). Working at RAMS as a White Therapist: Between
Colonizing & Feeling Consumed

Al Wong (2014). Lost in translation: Son of Chinese Immigrants Working with His
“Native” Culture

Long On (2014). Honorifics and Set Roles with Vietnamese Clients: “Little
Nephew” as a Therapist?

Chiyon Won (2013). Religion and Faith in Clinical Encounter
Dulamdary Enkhtor (2013). Pride and Prejudice, A Secret History of Mongols
Papu Ramakrishnan (2013). Knowing and Not-knowing

Grace Gethers (2012). "Where do you belong to?”- The Dreaded Question for a
Chinese Immigrant Therapist
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Flora Chan (2012). ChineseAmerican: Is There Space In Between?

Christine Mok-Lamme (2012). Culture and Gender in Treatment: Reflections of a
Female Chinese American Therapist

Tom Wooldridge (2011). An Exploration of a Therapist’s Biases about Couple’s
Therapy

Carissa Dwiwardani (2011). Not Meant to Play this Part?" Young Therapist’s’
Experience in Conducting Therapy with Older clients

Sangeeta Prasad (2011). One Befuddled Therapist's Journey through Cultural
Resistance: The Subjectivity of Telugu Culture

Steve Lugar (2010). “Passing as Culturally Competent”: Reflections of a White
Male American Therapist Working Cross-culturally

Lee Wong-Holland (2010). I am Whatever You Say I am”: Therapist’s Cultural
Identity and Working with Clients’ Transferences

Corinna Press (2010). Woman’s Coming to Terms with Hate in the Therapy Room

Alice Shim (2009). Translation of the Western Psychotherapy Training into the
Korean Relational Paradigm: How Does it Work?

Apantree Sakhakorn (2009). “Princess Diaries”: Class and Privilege Issues in
Working with Clients from “Your Own” Culture

Mira Svatovic (2009). Finding Nunchi: Work in the Multicultural Environment

Choi, Jean (2008). Resurrecting a Dead Mother Tongue: Clinical Implications of
Native Language Loss in the Psychotherapeutic Encounter

Nguyen, Mai (2008). The Love Connection: Its Alleyways and Open Spaces. A
look at the intersection between gender and race relationship in psychotherapy

Liaw-Grey, Jane (2008). Pregnancy and Psychotherapy
Heo, Jayoung (2007). A Reflection on the Virginia Tech Massacre

Narayanan, Amrita (2007). Indigenous Indian and Colonial Perspectives on Work
and Their Impact on "The Work" of Therapy: Rambling and Ruminations on the
Content and Process of the RAMS Cultural Competency Project

Okasha, Sharif (2007). Us And Them: An Exploration of Fundamental Biases
Emerging from the Therapeutic Dyad
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Kotagal, Shyam (20006). Intersection of Sexuality and Gender Roles in Identity
Dynamics

Cheung, German (2006). It’s GA+Y or +GAY: How does Christianity Read with
Homosexuality

Zurfluh, Thomas (2006). A Therapist’s Bias Against Religion

Litter, Michael (2005). Absent Fathers in Asian Families? Exploration of a
Therapist’s Cultural Bias

Kuek, Siu (2005) From Lin Yai Yu to Gloria Steinem: What is Therapy? A
Subjective Take on the Societal Role Expectations of Women in the Chinese
Culture

Thompson, David (2005). Countertransference with African Americans

Garcia, Christine (2004). Going on Being Filipino, Colonized, and Racialized: A
Winnicottian Perspective on the Impact of Internalized Oppression

Ng, Hawlan (2004). Clinician of Color Discussing Race-related Clinical Issues in a
Multi-racial Group of Clinicians

Yao, Ping (2004). Chinese Clinicians, Chinese Clients, Western Approaches:
Issues of Cultural Fit

Hwang, Wei-Chin (2003). To Reveal or not to Reveal Psychiatric Diagnoses to
Chinese Clients: Are We Being Culturally sensitive?

Lin, Sheening (2003). Racial Prejudice within the Gay Community
Walker, Wendy (2003). Conducting Psychotherapy in the Post-terrorism Era

Ito, Kotomi (2002). Cultural Issues in Working with Korean Clients of Japanese
Descent

Lewellen, Tracy (2002). Countertransference with a Disabled Client

Li, Monica (2002). Countertransference and Ethnicity Matching with Asian
Therapist

Cleary, Brian (2001). Understanding Transsexualism: The Invisible Culture in
America

Lin, Stephany (2001). Incorporating Hispanic/ Latin-American Spiritual Believes
of Santeria & Espiritismo into Mental Health Treatment

Peter Ly, (2001). Cambodian Believes Regarding Mental Health & Mental Illness
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Tisdell, Tim. (2000). Aggression in Chinese-American Gang Culture

Diaz, Sandra. (2000). The Therapeutic Use of Rituals in the Treatment of
Addiction among North American Indians from the Perspective of an Alcohol and
Drug Treatment Center in Canada: Poundmaker’s Lodge/ Nechi Institute

Wong, Sharon W. (2000). Struggle of a Bi-Cultural Clinician: Chinese-American
Therapist Tying to Understand Traditional Chinese Healing Practices

Ayoub, Amana (1999). Socio-Cultural Perceptions of Mental Health from the
Asian Client's Perspective: Focus on Cambodian Beliefs

Mok, Irving. (1999). Adaptation and Development of Neuropsychological
Assessment Instruments for the Chinese-Speaking Population

Smith, Samuel B. (1999). Being ‘HAPA’ (Half Asian, Half other): An Experiential
and Anecdotal Exploration of Being Bi-Racial

Singh, Nira. (1998). Understanding and Working with Muslims (with Emphasis
on South Asia)

Inoue, Sachi. (1998). The Role of Client-Therapist Ethnicity Match in
Countertransference

Lai, David S. (1998). Coming-Out Process (Homosexual Identity Formation) for
Gay Chinese-American Men

Dineros, Salome. (1997). Integration of Spirituality and Psychotherapy: A Look
at Buddhism

Rossi, Jennifer R. (1997). Ethnicity and Psychological Testing

Aanavi, Michael P. (1997). Western Psychology and Chinese Medicine: Toward
an Integrative Framework
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Appendix B: Cultural Competency Project Sample Reading List

Altman, N. (2004). History Repeat Itself in Transference-Countertransference.
Psychoanalytic Dialogues, 14:807-815.

Antinucci, G. (2004). Another Language, Another Place: To hide or be found? Int. J.
Psycho-Anal., 85:1157-1173.

Boulanger, G. (2004) Lot's wife, Cary Grant, and the American dream: Psychoanalysis
with immigrants. Contemporary Psychoanalysis, 40:353-372.

Bonovitz, C. (2005). Locating culture in the psychic field: Transference and
countertransference as cultural products. Contemporary Psychoanalysis, 41:55-76.

Fresco N. (1984). Remembering the Unknown. International Review of
Psycho-Analysis, 11:417-427

Furlong, M., & Wight, ]J. (2011). Promoting “critical awareness” and critiquing “cultural
competence”: Towards disrupting received professional knowledges. Australian Social
Work, 64(1), 38-54.

Grinberg, L. & Grinberg, R. Psychoanalytic Perspectives on Migration. In: David Bell
(ed.) Psychoanalysis and Culture: A Kleinian Perspective. (pp. 154-169) Routledge,
New York

Gu, M.D. (2006). The Filial Piety Complex: Variations on the Oedipus Theme in Chinese
Literature and Culture. Psychoanal Q., 75:163-195.

Kuriloff, E.(2001). A Two-Culture Psychology: The Role of National and Ethnic Origin
in the Therapeutic Dyad Contemporary Psychoanalysis, 37:673-681

Moss, D. (2003). Introduction: On Hating in the first person plural: Thinking
psychoanalytically about racism, homophobia, and misogyny. In: Donald Moss (Ed.)
Hating in the first person plural: Psychoanalytic essays on racism, homophobia
misogyny, and terror. Other Press, New York.

Roland, A. (1983). Psychoanalysis without Interpretation: Psychoanalytic Therapy in
Japan. Contemporary Psychoanalysis, 19:499-505.

Sebek, M. (1998). Posttotalitarian Personality —Old Internal Objects in a New Situation.
Journal of American Academy of Psychoanalysis, 26:295-309.

Volkan, V. D., (2002). Large-Group Identity: Border Psychology and Related Processes,
J. of Mind and Human Interaction. Vol. 13, Issue No. 1, pp. 49-76.
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Wooldridge, T., Dwiwardani, C., & Prasad, S. (2014) Cultural training in internship: A
relational model founded on cultural humility. Cultural training in internship: A
relational model founded on cultural humility. Psychotherapy Bulletin, 49(3).

Professional Issues Seminar

Brightman B., (1984) Narcissistic Issues in the Training Experience of the
Psychotherapist, International Journal of Psychoanalytic Psychotherapy 10 (1984-85),
pp- 293-317.

Gabbard, G. (2009). What is a “Good Enough” Termination? Journal of the American
Psychoanalytic Association, 57:575- 594

Greenson, Ralph R. (1997). That “impossible” profession. In Frank, K. (Ed.). The
Human Dimension in Psychoanalytic Practice. New York: Grune & Stratton.

Guidelines for Clinical Supervision in Health Service Psychology, Approved by APA
Council of Representatives, 2014

Epstein, L. (1999). The Analyst's “Bad-Analyst Feelings”: A Counterpart to the Process
of Resolving Implosive Defenses (1999). Contemporary Psychoanalysis, 35:311-325

Ethical Principles of Psychologists and Code of Conduct Adopted August 21, 2002
Effective June 1, 2003 With the 2010 Amendments Adopted February 20, 2010 Effective
June 1, 2010

Tummala-Narra, P. (2004). Dynamics of Race and Culture in the Supervisory Encounter.
Psychoanalytic Psychology, 21:300-311

Appendix C: Working with Children and Families Sample Reading List

Bettelheim, B. (1987). The importance of play. The Atlantic. March, 1987, pp. 35-46

Fariberg, S., Adelson, E. & Shapiro, V. (1975), Ghosts in the nursery: A psychoanalytic
approach to the problems of impaired infant-mother relationships. J. Amer. Acad. Child
Psychiat., 14: 387-421.

Fonagy, P., Target, M. (1998). Mentalization and the Changing Aims of Child
Psychoanalysis. Psychoanalytic Dialogues, 8:87-114

Settlage, C. F. (1991). On the treatment of preoedipal pathology. In Beyond the
Symbiotic Orbit: Advances in Separation-Individuation Theory: Essays in Honor of
Selma Kramer MD., ed. S. Akhtar & H. Parens. New Jersey: Analytic Press, pp. 351-367.
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Stern, D. N. (1985). Affect attunement. In J. D. Call, E. Galenson, and R. L. Tyson (Eds.),
Frontiers of infant psychiatry, Vol. 2. New York: Basic Books.

Winnicott, D. W. (1965) The Maturational Processes and the Facilitating Environment.
London: Hogarth Press.

Winnicott, D.W. (1949). Hate in the Counter-Transference. Int. |. Psycho-Anal., 30:69-74.
Wolfenstein, M. (1966). How is Mourning Possible?. Psychoanal. St. Child, 21:93-123.
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Appendix D: Sociocultural Considerations Sample Syllabus

Date Reading
10/14/20 |Bonovitz, C. (2005) Locating Culture in the Psychic Field
10/21/20 |Delboy, S. (2020) A Country of Two: Race and Social Class in an
Immigrant Therapeutic Dyad
Suggested Reading(s):
Moane, G. Bridging the Personal and the Political: Practices for a
Liberation Psychology
Freire, P. (1968) Pedagogy of the Oppressed, Chapter 2
10/29/20 |Chanda D. Griffin , Rossanna Echegoyén & Julie Hyman (2020):
The Secret Society: Perspectives from a Multiracial Cohort
11/4/20 |Continued discussion on “Perspectives from a Multicultural
Cohort”
11/11/20 |Holiday
11/18/20 |Sally Swartz Ph.D. (2018) Counter-Recognition in Decolonial
Struggle
Lara Sheehi (2020) Talking Back Introduction to Special Edition:
Black, Indigenous, Women of Color Talk Back: Decentering
Normative Psychoanalysis
11/25/20 |[Jung, C.G. (1968) The Concept of the Collective Unconscious in
Collected Works of C.G. Jung, Vol 9
12/2/20 |D. Steven Nouriani (2017) Islamic Cultures and Jungian Analysis
12/23/20 |Peck, M.S., The Road Less Traveled: A New Psychology of Love,
Traditional Values, and Spiritual Growth (selected chapters)
1/6/21 Young-Eisendrath, P. (2007) Learning About Love Through the
Therapeutic Action of Psychoanalysis
1/20/21 |Martin-Baro, I. Chapter 6: War and Mental Health from the book,

Writings for a Liberation Psychology
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Fromm, E. pp 66-68 from chapter: Love and Its Disintegration in
Contemporary Western Society from the book, The Art of Loving

1/27/21

Layton, L. (2014) Grandiosity, Neoliberalism, and
Neoconservatism

Podcast: Ben-Moshe, L. and Moore, L. (2018) Carceral Ableism
and Disability Justice. Rustbelt Abolition Radio

2/3/21

No reading. Discussions on topics raised in previous meetings:
values, morals, beliefs and ways they impact our clinical thinking
and work

2/10/21

Frankel, J. (1993) Collusion and Intimacy in the Analytic
Relationship: Ferenczi’s legacy. In The Legacy of Sandor Ferenczi,
(L. Aron and A. Harris, eds), pp. 227-247

Suggested Readings:

Davies, J. (2005) Transformations of Desire and Despair:
Reflections on the Termination Process from a Relational
Perspective

Aron, L. (1996) Aspects of Mutuality in Clinical Psychoanalysis.
In A Meeting of Minds: Mutuality in Psychoanalysis. Analytic
Press, Inc.

Grossmark, R. (2012) The Unobtrusive Relational Analyst

2/17/21

Bulhan, H. (1985) Master and Slave Paradigm. In Frantz Fanon
and the Psychology of Oppression.

2/24/21

Dajani, K. (2020) The Cultural Underpinnings of Subjectivity and
Intersubjectivity: A Discussion of “Trump Cards and Klein
Bottles: On the Collective of the Individual”

3/3/21

No reading. Topic: Cultural transference and countertransference
in treatment

3/10/21

Layton, L. (2020) Who’s responsible: Our mutual implications in

other’s suffering. In Toward A Social Psychoanalysis: Culture,
Character, and Normative Unconscious Processes

3/17/21

Steiner, J. (1985) Turning a Blind Eye: The cover up for the
Oedipus
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3/31/21 [Tuck, E. and Yang, K. (2012) Decolonization is not a metaphor

4/7/21 Continued discussion of article, “Decolonization is not a
metaphor”

4/14/21 [Lucio-Villegas, E. (2009) Paulo Freire: A beginner’s guide

4/21/21 |[Break

4/28/21 |[Break

S5/5/21 Prilleltensky, 1. (1997) Values, Assumptions, and Practices:
Assessing the Moral Implications of Psychological Discourse and
Action

S5/12/21 |[Continued discussion on values and morals in clinical work

5/19/21 |[Selected excerpts on Critical Community Psychology from books:
Kagan, Carolyn; Burton, Mark; Duckett, Paul; Lawthom, Rebecca;
Siddiquee, Asiya. Critical Community Psychology

5/26/21 |Continue discussion from 5/19: Critical Community Psychology

6/2/21 Drustrup, D. (2019) White therapists addressing racism in
psychotherapy: an ethical and clinical model for practice

6/9/21 Grayshield, L. (2010) Indigenous Ways of Knowing as a
Philosophical Base for the Promotion of Peace and Justice in
Counseling Education and Psychology

6/16/21 |Kidner, D. (2007) Depression and the natural world: towards a
critical ecology of psychological distress

6/23/21 |[Layton, L. (2020) Attacks on linking: The unconscious pull to
dissociate individuals from their social context. In Toward A
Social Psychoanalysis: Culture, Character, and Normative
Unconscious Processes

6/30/21 |[Nguyen, L. (2012) Psychoanalytic Activism: Finding the human,
stay human

7/7/21 Break
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7/14/21

Break

7/21/21

Discussion on termination and loss

7/28/21

Discussion on cultural expressions of termination, loss, and
affection

127




Appendix E: Intern and Trainee Seminar Sample Reading List

Psychodynamic Therapy in the Community

Part 1: Historical Overview

Foucault M. Madness and Civilization: A History of Insanity in the Age of Reason.
Howard R, trans. New York: Vintage; 1965.

Ferenczi, S. (1949). Confusion of the Tongues Between the Adults and the Child (The
Language of Tenderness and of Passion) International Journal of Psycho-Analysis,
30:225-230.

Kumar, M. (2012). Poverty in psychoanalysis: Poverty of psychoanalysis? Psychology
and Developing Societies, 24(1), 1-34

Maroda, K. (1998). Why Mutual Analysis Failed: The Case of Ferenczi and RN. (1998).
Contemporary Psychoanalysis, 34:115-132.

Laing, R.D. (1967) The Politics of Experience and the Bird of Paradise. Harmondsworth:
Penguin.

Frosch, A. (2006). The Culture of Psychoanalysis and the Concept of Analyzability.
Psychoanal. Psychol., 23:43-55.

Part 2: Community Mental Health System

Altman, N. (1993) Psychoanalysis and the urban poor. Psychoanalytic Dialogues, 3:
29-49.

Altman, Neil. (1995) The Analyst in the Inner City, London: The Analytic Press.

Fine, P,, Fine, S.W. (2011). Psychodynamic Psychiatry, Psychotherapy, and Community
Psychiatry. Journal of American Academy of Psychoanalysis, 39:93-110

Gaztambide, D.J. (2012). “A psychotherapy for the people”: Freud, Ferenczi, and
psychoanalytic work with the underprivileged. Contemporary Psychoanalysis, 48(2),
141-165.

Kupers, Terry A. (1981). Public Therapy, London: Free Press

Kupers, Terry A. (1990). Public therapy in the nineties: too tough cases, too few
resources, too little time. In T. Kupers (Ed.), Using Psychodynamic Principles in Public

Mental Health (pp. 101-111). San Francisco: Jossey-Bass Inc.
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Kwintner, M. (2011). When absence speaks louder than words: An object relational
perspective on no-show appointments. Clinical Social Work Journal, 39(3), 253-261.

Rizqg, R. (2014) Perversion, Neoliberality and therapy: The Audit Culture in Mental
Health Services. Psychoanalysis, Culture and Society. 19, 209-218

Part 3: Evidence-based Practice

Aisenberg E, (2008) Evidence-based practice in mental health care to ethnic minority
communities: has its practice fallen short of its evidence? Social Work, 2008 Oct; Vol. 53
4), pp- 297-306

Alanen, Y., et al. (2000) The Finnish integrated model for early treatment of
schizophrenia and related psychosis. In: Martindale, B. et al (eds): Psychological
Approaches and Their Effectiveness. London: Gaskel Press

Blatt, S., Zuroff, D. (2005) Empirical evaluation of the assumptions in identifying
evidence based treatments in mental health. Clinical Psychology Review, Vol 25(4), pp.
459-486

Bradshaw, W., Roseborough, D., Pahwa, R., Jordan, J. (2009). Evaluation of
Psychodynamic Psychotherapy in a Community Mental Health Center (2009). Journal
of American Academy of Psychoanalysis, 37:665681

Gottdiener, W. (2006) Individual psychodynamic psychotherapy of schizophrenia:
Empirical evidence for the practicing clinician. Psychoanalytic Psychology, Vol. 23(3),
583-589

Keefe, ]. R., McCarthy, K. S, Dinger, U., Zilcha-Mano, S., & Barber, J. P. (2014). A
meta-analytic review of psychodynamic therapies for anxiety disorders. Clinical
Psychology Review, 34(4), 309-323.

Leichsenring, F., Rabung, S. (2008). Effectiveness of Long-term Psychotherapy: A
Meta-analysis. J. of American Medical Association, Vol. 300(13), pp.1551-1565

Shedler, J. (2015). Where is the Evidence for “Evidence-Based” Therapy? The Journal of
Psychological Therapies in Primary Care, Vol. 4, May 2015: pp. 47-59.

Part 4: Issues of Approach and Technique
Casement, P. (1985). Learning from the Patient. New York, NY: The Guilford Press

Caper, R. (1997). A Mind Of One's Own. (1997). International Journal of
Psycho-Analysis, 78:265-278
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Epstein, L. (1982). Adapting to the Patient's Therapeutic Need in the Psychoanalytic
Situation. Contemporary Psychoanalysis, 18:190-217

Ferro, A. (1999). Play. The Bipersonal Field: Experiences in Child Analysis. London:
Routledge.

Goldberg, P. (1989) Actively Seeking the Holding Environment: Conscious and
Unconscious Elements in the Building of a Therapeutic Framework. Contemporary
Psychoanalysis, 25: 198

Pine, F. (1985). The interpretive moment. In: Developmental Theory & Clinical Process,
New Haven: Yale.

Roland, A.(1995) Value Issues Involving Western Psychoanalysts With Asian Patients
Journal of American Academy of Psychoanalysis 23:283-292

Silver, A.S. (2006). Teaching About Psychodynamic Work with Severely Il Patients.
Journal of American Academy of Psychoanalysis, 34:197214

Symington N. (1983). The Analyst's Act of Freedom as Agent of Therapeutic Change.
International Review of Psycho-Analysis, 10:283-291

Slochower, J. (1991). Variations in the Analytic Holding Environment. International
Journal of Psychoanalysis. 72, 709-717.

Steiner, J. (1994). Patient-Centered and Analyst-Centered Interpretations: Some
Implications of Containment and Countertransference. (1994). Psychoanalytic Inquiry,
14:406-422

Strean, Herbert S. (1998) Don’t Lose your Patients!: Responding to Clients Who Want to
Quit Treatment. Northvale, New Jersey: Jason Aronson Inc.

Strean, Herbert S. (1959) The Use of the Patient as Consultant (1959). Psychoanalytic
Review, 46B:36-44

Willock B. (1990) From Acting out to Interactive Play Int. Journal of Psycho-Analysis,
71:321-334

Part 5: Iturall m nt Mental Health Programs: Development and Evaluation

Griner, D. Smith, T. B. Culturally adapted mental health intervention: A meta-analytic
review. Psychotherapy: Theory, Research, Practice, Training, Vol 43(4), 2006, 531-548.

Cultural Self-Awareness Module

Moss, D. (2003). Introduction: On Hating in the first person plural: Thinking
psychoanalytically about racism, homophobia, and misogyny. In: Donald Moss (Ed.)
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Hating in the first person plural: Psychoanalytic essays on racism, homophobia
misogyny, and terror. Other Press, New York.

Seeley, K. (2005). The Listening Cure: Listening for Culture in Intercultural
Psychological Treatments Psychoanalytic Review, 92:431-452.

Clinical Case Conference

McWilliams N., (2011), Psychoanalytic Diagnosis: Understanding Personality Structure
in the Clinical Process, Second Edition, New York, NY: Guilford Press.

Lewis-Fernandez R, Aggarwal NK, Badrnhielm S, Rohlof H, Kirmayer L], Weiss MG,
Jadhav S, Hinton L, Alarcén RD, Bhugra D, Groen S, van Dijk R, Qureshi A, Collazos F,
Rousseau C, Caballero L, Ramos M, Lu F. Culture and psychiatric evaluation:

operationalizing cultural formulation for DSM-5. Psychiatry. 2014 Summer;
77(2):130-54.

Termination

Cangelosi, Donna. Saying Goodbye in Child Psychotherapy: Planned, Unplanned, and

Premature Endings. Northvale, New Jersey: Jason Aronson Inc.

Gabbard, G. (2009). What is a “Good Enough” Termination? Journal of the American
Psychoanalytic Association, 57:575- 594

Novick, K.K., Novick, J. (2006). Good Goodbyes: Knowing How to End in
Psychotherapy and Psychoanalysis. Oxford : Jason Aronson
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Appendix F: Assessment Seminar Bibliography

Ackerman, S. J., Hilsenroth, M. J., Baity, M. R., & Blagys, M. D. (2000). Interaction of
therapeutic process and alliance during psychological assessment. Journal of Personality
Assessment, 75, 82-109.

Allen, A., Montgomery, M., Tubman, J., Frazier, L., & Escovar, L. (2003). The affects of
assessment feedback on rapport-building and self-enhancement processes. Journal of
Mental Health Counseling, 25, 165-181.

Anastasi, A., & Urbina, S. (1997). Psychological issues in ability testing. In A. Anastasi &
S. Urbina, Psychological testing (7th ed., pp. 331-346). Upper Saddle River, NJ:
Prentice-Hall.

Baron, 1. (2003). Neuropsychological Evaluation of the Child. New York: Oxford University
Press.

Beutler, L._& Groth-Marnat, G. (2005). Integrative Assessment of Adult Personality, Second
Edition. New York, NY: Guilford Press.

Blatt, S] & Lerner, H (1983). The psychological assessment of object representation.
Journal of Personality Assessment, 47, (1), 7-28.

Briere, ., & Spinazzola, ]J. (2005). Phenomenology and psychological assessment of
complex posttraumatic states. Journal Of Traumatic Stress, 18(5), 401-412.

Butcher, J._(2005). MMPI-2: A Practitioner's Guide. Washington, DC: American
Psychological Association.

Ceci, S. J., & Williams, W. M. (1997). Schooling, intelligence, and income. American
Psychologist, 52, 1051-1058.

Cowen, E. L. (1983). Community mental health and primary prevention. In I. B. Weiner
(Ed.), Clinical methods in psychology (2nd ed., pp. 634-695). New York: Wiley.

Cummins, J. & Mega, M. (2003). Neuropsychiatry and Behavioral Neuroscience. New York,
NY: Oxford University Press.

Dana, R. (2000). Handbook of Cross-Cultural and Multicultural Personality Assessment.:
Mahwah, NJ: Lawrence Erlbaum Associates.

Exner, J. (2003). The Rorschach, Basic Foundations and Principles of Interpretation. Hobokon,
NJ: John Wiley & Sons.
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Finn, S. E. (1996a). Assessment feedback integrating MMPI-2 and Rorschach findings.
Journal of Personality Assessment, 67, 543-557.

Finn, S. E. (2007). In Our Clients” Shoes: Theory and Techniques of Therapeutic
Assessment. Mahwah, NJ: Earlbaum.

Fletcher, J., Lyon, R., Fuchs, L. & Barnes, M. (2006). Learning Disabilities: From
Identification to Intervention. New York, NY: Guilford Press.

George, C. & West, M. (2012). The Adult Attachment Projective Picture System, Attachment
Theory and Assessment in Adults. New York, NY: Guilford Press.

Gorske, T. & Smith, S. (2009). Collaborative Therapeutic Neuropsychological
Assessment. New York, NY: Springer Science + Business Media.

Greene, R. (2010). The MMPI-2/MMPI-2-RF: An Interpretive Manual, 3rd Edition. Boston,
MA: Allyn & Bacon.

Goth-Marnat,Gr G. (2009). Handbook of Psychological Assessment. Hobokon, NJ: John
Wiley & Sons.

Handler, L. (1995). The clinical use of figure drawings. In C. Newmark (Ed.), Major
psychological assessment instruments (pp. 206-293). Boston: Allyn & Bacon.

Handler, L. (1999). The assessment of playfulness: Hermann Rorschach meets D. W.
Winnicott. Journal of Personality Assessment, 72, 208-217.

Hilsenroth, M. J., Peters, E. J., & Ackerman, S. J. (2004). The development of therapeutic
alliance during psychology assessment: Patient and therapist perspectives across
treatment. Journal of Personality Assessment, 83, 331, -344.

Lah, M. I. (1989). Sentence completion tests. In C. S. Newmark (Ed.), Major psychological
assessment instruments (Vol. 2, pp. 133-163). Boston: Allyn and Bacon.

Lezak, M., Howieson, D., Bigler, E., & Tranel, D. (2012). Neuropsychological Assessment.
New York: Oxford University Press.

Mapou, R.L. (2009). Adult Learning Disabilities and ADHD: Research-Informed Assessment.
New York: Oxford University Press.

Mercer, B. L. (2011). Psychological assessment of children in a community mental health
clinic. Journal of Personality Assessment, 93, 1-6.

Meyer, G. J., & Archer, R. P. (2001). The hard science of Rorschach research: What do we
know and where do we go? Psychological Assessment, 13, 486-502.
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Meyer, G. ], Finn, S. E., Eyde, L. D., Kay, G. G., Moreland, K. L., Dies, R. R., Eisman, E.
J., Kubiszyn, T. W., & Reed, G. M. (2001). Psychological testing and psychological
assessment: A review of evidence and issues. American Psychologist, 56, 128-165.

Mitrushina, M.,Boone, K. Razani, J., & D'Elia, L. (2005). Handbook of Normative Data for
Neuropsychological Assessment. New York, NY: Oxford University Press.

Neisser, U., Boodoo, G., Bouchard, T. J., Boykin, A. W,, Brody, N., Ceci, S. J., Halpern, D.
E, Loehlin, J. C,, Perloff, R., Sternberg, R. J., & Urbina, S. (1996). Intelligence: Knowns
and unknowns. American Psychologist, 51, 77-101.

Nell, V. (2000). Cross-Cultural Neuropsychological Assessment: Theory and  Practice.
Mahwah, NJ: Lawrence Erlbaum Associates.

Okazaki, S., & Sue, S. (1995). Methodological issues in assessment research with ethnic
minorities. Psychological Assessment, 7, 367-375.

Parsons, M., & Hammeke, T. (2014). Clinical neuropsychology: A pocket handbook for
assessment. Washington, DC: American Psychological Association.

Perry, J. (1992). Problems and considerations in the valid assessment of personality
disorders. American Journal of Psychiatry, 149, 1645-1653.

Sattler, . M., & Hoge, R. D. (2006). Assessment of children: Behavioral, social, and clinical
foundations. San Diego: Sattler.

Sternberg, R. J., Wagner, R. K., Williams, W. M., & Horvath, J. A. (1995). Testing common
sense. American Psychologist, 50, 912-927.

Strauss, E., Sherman, E., & Spreen, O. (2006). A Compendium of Neuropsychological Tests:
Administration, Norms, and Commentary. New York, NY: Oxford University Press.

Stricker, G & Healey, BJ (1990). Projective assessment of object relations: A review of the
empirical literature. Psychological Assessment, 2(3), 219-230.

Suzuki, L. & Ponterotto, J.G. (2008). Handbook of Multicultural Assessment: Clinical,
Psychological, and Educational Applications. John Wiley & Sons, San Francisco, CA.

Suzuki, L. A., & Valencia, R. R. (1997). Race-ethnicity and measured intelligence.
American Psychologist, 52, 1103-1114.

Tharinger, D. J., Finn, S. E., Wilkinson, A. D., DeHay, T., Parton, V., Bailey, E., & Tran, A.
(2008). Providing psychological assessment feedback with children through
individualized fables. Professional Psychology: Research and Practice, 39,610-618.
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