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a‘ Spring is here, and the Clinical Psychologist editorial
team would like to welcome you to a new issue with
a new editorial board. | am thrilled to serve as the
incoming Editor for the journal following the outstanding
leadership of Dr. Shannon Sauer-Zavala, former
Editor, and Dr. Stephanie Jarvi-Steele, former
Associate Editor. Drs. Sauer-Zavala and Jarvi-
Steele helped to make this transition seamless,
and | sincerely thank them for their guidance and
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covering specific areas of interes. psychologist, | looked to The Clinical Psychologist and

The Society of Clinical Psychology to guide my decision-
making as a clinical scientist. My vision for The Clinical
Psychologist is to promote the important messages of
www.div12.org/sections/ The Society of Clinical Psychology, namely the need
for continued emphasis on evidence-based practice in
all aspects of clinical psychology, ranging from direct
clinical practice to research and policy. | am
motivated to  highlight voices from historically
excluded scholars and clinicians in an effort to
enhance the dissemination of evidence-based
practices to all communities. In addition, | want to
highlight advances in our field, especially in areas
where our field has stalled in progress. As an

To learn more, visit Division 12’s
section web page:

ISSN 0009-9244 Copyright 2022 by the P

example from my own research area, we
have made significant advances in
assessing patients at high risk or suicide in
real-time, but these assessment methods
have not been disseminated into clinics. As
another example in my own area, cognitive
behavior therapy (CBT) has large effect
sizes for a range of anxiety disorders, but
many patients do not respond to this
approach. | am interested in publishing
thought-provoking pieces that highlight why
research has remained stagnant in these
domains and outline a path to move the field
forward.

lam also thrilled to announce that Yigin Zhu,
M.S., will be serving as Editorial Assistant to
the Clinical Psychologist. Mr. Yigin Zhuis a
Research Assistant at the Center for the
Treatment and Study of Anxiety at the
University of Pennsylvania. He is interested in
personalized treatments for depression and
anxiety disorders informed by a trans-
diagnostic approach. He is also interested in
applying trans-diagnostic approaches to
address the mental health needs of
individuals who identify as sexual and gender
minorities. Mr. Zhu received his Master's
degree in statistics from the University of
Pennsylvania and a bachelor's degree in
psychology from Peking University. He hopes
to further pursue a clinical psychology Ph.D.
degree and then obtain a faculty position in a
Psychology department or in an academic
medical setting.

As the editorial team, we hope to provide an
inclusive and welcoming platform for mental
health experts and trainees alike. We invite
your submissions and ideas for themes or
contributors in subsequentissues. We are
grateful to serve in this role and thank you in
advance for your support. m
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LEAD ARTICLE

Shifting from Treatments
Developed Based on Averages fo
Treatments Based on the
Individual: Eating Disorders
Research Can Move the Field of
Clinical Psychology Forward

'Cheri A. Levinson, Ph.D.
'TRowan Hunt, M.S.
Claire Cusack, M.A.

'Christina Ralph-Nearman, Ph.D.

'University of Louisville,
Department of Psychological & Brain Sciences,
Eating Anxiety Treatment (EAT) Lab and Clinic

h!- One of the primary goals of clinical psychology
research is to develop new and better treatments for
psychological disorders. Despite much progress in the
past couple decades of research, response rates for
existing and new treatments have remained rather
steady (Castelnuovo, 2017). For most gold-standard
treatments the response rates to evidence-based
treatments generally range from 50% to 65% (Arcelus
et al., 2011; Batelaan et al., 2017; Carter et al., 2004;
Trivedi et al., 2009). This rate is comparable across
mental disorders, including depression, anxiety, and
eating disorders.

Eating Disorders. Our team at the Eating
Anxiety Treatment (EAT) lab works specifically with
eating disorders and our primary mission is to use
cutting-edge research to develop new and better
(i.e., more effective) treatments for eating
disorders. Eating disorders are an area of clinical
psychology in particular need of more effective
treatments. Eating disorders are both extremely
deadly and many subtypes of eating disorders
have either no existing evidence-based treatments
or treatments that work for only a small portion of
people. Specifically, eating disorders carry one of
the highest mortality rates of any psychological
disorder, with only opioid use disorders causing
more deaths (e.g., Arcelus et al., 2011; Chesney
et al.,, 2014). In addition to the high mortality,
there are no evidence-based treatments for adults
with anorexia nervosa or other specified eating
and feeding disorder (the most common eating
disorder) and gold-standard treatments (Enhanced
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Cognitive Behavioral
Therapy; CBT-E) only
work for 50% of those
with bulimia nervosa
and binge eating
disorder (Atwood &
Friedman, 2020).
Clearly given the high
number of deaths (not
accounting for
additional associated
morbidities and
impairments) and low
effectiveness of
treatments, we need to
do something to
improve these
outcomes.

Cheri A. Levinson, Ph.D.

How are treatments developed? First, we
need to take a step back and think about how
evidence-based treatments are developed. Usually, in
ideal circumstances, treatments are based on a
strong theory, which is then translated into specific
interventions based on the theory (David &
Montgomery, 2011; Michie & Abraham, 2004). For
example, the primary evidence-based treatment for
adults with eating disorders is CBT-E (Fairburn et al.,
2003). CBT-E, based on the theory that overvaluation
of weight and shape (i.e., a preoccupation with shape
and weight and undue influence of shape and weight
on one’s self-esteem; Fairburn et al., 2003; Fairburn,
2008) is the primary maintaining mechanism of eating
disorders. In Fairburn’s CBT-E theory, overvaluation
of weight and shape leads
to additional problematic
behaviors, such as
restriction, which then
leads to binge eating, and
then purging, with these
behaviors looping back to
overvaluation of weight
and shape. This ultimately
creates a negative
reinforcement cycle where
overvaluation of weight

and shape maintains
problematic eating
behaviors, which then
further strengthens

overvaluation of weight
and shape (see Figure 1).

Rowan Hunt, M.S..



Christina Ralph-Nearman,
Ph.D.

overvaluation of shape and weight l

}

dieting and other weight
contrel behaviors

.

| binge eating

events and associated | —»
mood change

purging (i.e., vomiting or
laxative misuse)

‘ Claire Cusack, M.A.

From Theory to Treatment. This theory was
then used to develop a treatment (CBT-E) for eating
disorders. Specifically, based on this theory,
intervention was needed that could target overvaluation
of weight and shape and related problematic behaviors
(e.g., binge eating, purging), with the goal to disrupt this
cycle. What is eventually created from this theory is
what clinical psychologists call a manualized and
standardized evidence-based treatment. In a
manualized treatment, if delivered similarly as in
randomized controlled trials, which tested the
effectiveness of the treatment, patients are all given the
same treatment, delivered in the same format, one
intervention after the other in a similar order.

Targeting Problems on Average. Importantly,
the entire premise of CBT-E is based on the idea that
overvaluation of weight and shape is central (i.e., a
primary mechanism) to eating disorder pathology. This
premise is not wrong. There are decades of research
showing that overvaluation
of weight and shape is
elevated in those with eating
disorders compared to those
without (Grilo et al., 2010;
Lethbridge et al., 2011;
Nikodijevic et al., 2018;
Shafran & Robinson, 2004).
Recent research from our
team and others have used
network analysis, which will
be discussed more shortly,
and shows that both fear of
weight gain and
overvaluation of weight and
shape are central to the
conceptualization of eating
disorder pathology (Christian

Figure 1. Model adapted from Cognitive Behavior Therapy-Enhanced (Fairburn, 2003)

et al., 2021; Forbush et al., 2016; Forrest et al., 2018,
2019; Levinson et al., 2018). However, the problem with
the premise underlying CBT-E is that it assumes that all
eating disorders are maintained by overvaluation of
weight in shape (Levinson et al., 2021). Unfortunately,
this part of the premise does not seem to be the case.

Eating Disorders are Highly Heterogeneous.
For anyone who has treated an eating disorder, or
really any other type of clinical disorder, we know that
what shows up in the therapy room is never very
predictable and can vary widely, regardless of official
diagnosis. For a concrete example, one person with
anorexia nervosa may engage in restriction, excessive
exercise, and be highly perfectionistic, whereas another
individual with anorexia nervosa may restrict, purge,
and be highly impulsive. Our recent work has
demonstrated the high heterogeneity present in the
eating disorders (Levinson et al.,, 2018; Levinson,
Vanzhula, et al., 2020; Levinson et al., 2021, In press)
and demonstrated that there are at least 21 different
mechanisms, beyond overvaluation of weight and
shape, that may possibly maintain eating disorders
(Levinson et al., 2021). More specifically, in our recent
work, we showed that about 50% of mechanisms fall
into a more traditional’ cognitive mechanism category,
which consists of mechanisms such as overvaluation of
weight and shape and body dissatisfaction. However,
another 50% of individuals had mechanisms that are
not traditionally addressed in standardized treatments,
such as shame, guilt, and worry (Levinson et al., 2021).
Despite this significant heterogeneity, clinicians are
provided manualized treatments and the expectation is,
that to deliver evidence-based treatment, they should
use a manual, developed based on averages.

Moving to Personalized Treatments. For a
clinician, what these standardized treatments mean is
that they have the option to use a manual, whether or
not it fits their patient, or to deviate from a tested and

may look like rearranging the order in which
treatment is given or pulling in treatments from other
evidence-based treatments for a mix and match
approach. The problem with this approach is that
there is a large body of literature suggesting that
clinicians are not that great at knowing what they
should target in treatment, how to do so, and that
clinician judgment can be biased (Bowes et al., 2020;
Featherston et al., 2020; Waller, 2016). Ideally,
clinicians would have either a personalized treatment
that works for everyone and/or a guidance system
that could use data from their patient to inform what
should be worked on in treatment and how.
Networkk Theoryy and Idiographic
Networkk Analysis. The work in the EAT lab has
taken a shift in recent years explicity to
develop such a personalized treatment and
guidance system. To develop this type of
personalized treatment we need a method that can
quantify, for one person, which specific
mechanism/s is/are maintaining an
individual’s iliness. Our team has been using network
theory and the associated analytic methodologies to
identify for one person, which mechanisms maintain
their eating disorder, and using that information to
match existing and adapted evidence-based
treatments to specific individual targets (Levinson et
al., 2018, Levinson et al; Under Review). Network
theory applied to psychopathology, proposes that
clinical disorders are maintained by relationships
between symptoms (Borsboom & Cramer, 2013). For
example (see Figure 2), being afraid of weight gain
leads to restriction, which then leads fatigue,
increased cognitions focused on weight and shape,
and avoidance of food, with this cycle maintaining an
active eating disorder. Importantly, in network theory,
central symptoms are theorized to be logical
treatment targets because they impact the most other
symptoms in the model. In other words, intervention
on a central symptom should be like a deck of cards,
where the entire deck starts to fall if you are able to
move one card (Borsboom, 2017; Cramer et al.
2010). This type of theory likely sounds very similar
to the CBT-E theory discussed above (Fairburn et al.,

The advantage of network theory is that
corresponding methods have been developed
that can quantify the relationships among
symptoms on the individual level (Epskamp et
al.,  2018). Specifically, methods combine use
of  ecological momentary assessment (EMA)
data  assessing symptoms/mechanisms collected
from one person with idiographic network analysis,
which models how one persons’ pathology maintains
itself and identifies the most central symptoms
(i.e., mechanisms; see Figure 3 for an example).

Matching Central Symptoms to Treatment. In
our recent paper (Levinson et al., 2021), we showed
how to model idiographic networks of patients with
eating disorders and use these data to match central
symptoms to treatments. For example (see Table 1), if
a patient's model identifies that shame and fear of
weight gain are the most central symptoms, a clinician
could use skills from the dialectical behavior therapy
(Linehan, 2014) emotion regulation modules focused on
shame and guilt and deliver imaginal exposure for fear
of weight gain (Levinson, Christian, et al., 2020).
Alternatively, if a patients model shows that
overvaluation of weight and perfectionism are the most
central symptoms, a clinician could use CBT-E
exercises for overvaluation of weight and shape, as well
as CBT for perfectionism. Overall, these types of

Fear of
Weight Gain

Avoidance

Thoughton
Weight/shape

Fatigue

Figure 2. Example of maintained relationships
among symptoms in a network of psychopathology

2003).  Table 1. Example of matching central symptoms to corresponding treatment intervention

Central Symptom (i.e., mechanisms_ | Corresponding Intervention

shame emotion regulation (DBT) shame and guilt modules

fear of weight gain

imaginal exposure for fear of weight gain

overvaluation of weight

identifying overvaluation and its consequences (CBT-E)

perfectionism

CBT for perfectionism
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Participant 1

Participant 2

Participant 3

Figure 3. Figure from Levinson et al., 2018. The most central symptoms as measured by strength
centrality are indicated by blue stars above the nodes. Green and red edges denote positive and negative
symptom relations, respectively. Symptom abbreviations: feelovereat = feel like | have overeaten; thinkdiet
= thinking about dieting; desirething = preoccupied with the desire to be thinner; feargain = terrified of

gaining weight; exercise = excessive exercise; binge=

binge eating; bodycheck = body checking; weighself

= weighed myself; restrict = restriction; vomit = vomiting or other compensatory behaviors.

models can be used to (a) create new personalized
treatments that target each mechanism that might
maintain an eating disorder and (b) provide a new
method to inform how and when to target which
symptoms in treatment.

Moving This Type of Treatment into
Clinical Practice. Of course, all these ideas are
predicated on the very real fact that there must be a
way to implement network-informed personalized
treatment in clinical practice. In the eating disorder
field, recent research has shown that network theory
can be used as psycho-education with patients
(Meier et al., 2022) and our team has demonstrated
that Network-Informed Personalized Treatment for
Eating Disorders is feasible, acceptable, and highly
effective for the reduction of eating disorder
symptoms and related comorbidities (Levinson et al.,
under review). However, other research with patients
with anxiety and depression has shown that
clinicians are more hesitant (than patients) about
using idiographic network models to inform their
practice (Frumkin et al., 2021). To be able to easily
integrate these models into clinical practice,
clinicians will need a system that is easy to work
with, in which they do not have to run idiographic

network theory. To address this need, our team is
developing a user-friendly clinician software guide.
This guide pairs data collection on patients’ phones
with clinician-guidance on most central symptoms
matched with treatment recommendations. Of course,
more research is needed to pilot and test such a
system, with clinician input, to truly develop a
personalized treatment and guidance system that can
assist clinicians to provide personalized and evidence-
based treatment.

From Eating Disorders to Additional Clinical
Disorders. Eating disorders are one of the most
expensive to treat and most underfunded
psychological disorders. For instance, although eating
disorder treatments cost substantially more than
schizophrenia treatments, eating disorder research
received .14 less per affected individual of United
States federal funding in 2015 (i.e., .73 vs. .87 per
affected individual, respectively; e.g., Murray et al,,
2017). At the same time, eating disorders are one of
the most complex mental illnesses. For example, up to
95% of people with an eating disorder also have a
diagnosis of at least one additional comorbid disorder,
most frequently anxiety and depression (Hudson et al.,
2007; Pallister & Waller, 2008). In other words, though

models, analyze data, or even fully understand the EAT lab focuses on eating disorders, we also study
v 7 VOL 75 - ISSUE 2 - SPRING 2022

every type of psychopathology.

The types of models we have discussed
are not unique to eating disorders. Depression,
substance use, and personality disorders are also
highly heterogeneous (Levinson et al., 2018;
Thompson et al, 1987) and also have low
response rates for many treatments (Berends et
al., 2018). Most treatments, with some caveats,
regardless of psychological disorder, have been
built based on averages, and not the individual.
Even more convincingly to us, our recent data from
our Network-Informed Personalized Treatment for
Eating Disorders open series, showed not only
huge drops in eating disorder symptoms across 10-
weeks of treatment, but depression also dropped,
from high-moderate levels of depression to minimal
depression in ten weeks (Levinson et al., under
review). Could those with a primary depression
diagnosis benefit from network-informed treatment?
We hope that researchers across many fields of
clinical psychology will begin to answer that and
related questions. Clearly, there is a need for
personalized treatments across the spectrum of
mental illnesses and our hope is that eating
disorder research can help pave the way for a new
movement in how we think about and provide
treatment to those with clinical disorders.
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Improving Ethical Behaviors
through the Supervisor-Supervisee
Relationship

Adam Fried, Ph.D.

Midwestern University
College of Health Sciences

I!- As the final part of our two-part series on
supervision ethics, this column will focus on
supervisor-supervisee relationship dynamics and their
relationship to ethical outcomes

Supervisors serve several roles and have
significant influence over supervisees, including as
teacher, role model and professional mentor.
Supervisors are also responsible for the services
delivered by supervisees. As Knapp and VandeCreek
(2006) state, “Supervising psychologists retain
authority over and responsibility for the services
delivered. The supervisory relationship has an
immediate impact on the patients of the supervisee
because they are actually the patients of the
supervising psychologist. The supervisor maintains
responsibility of ensuring the quality of the services
provided. The supervisees are the ‘arms and legs’ or
service extenders of the supervisor....” (p. 217-218).

Ethical concerns can involve issues in the
supervisor-supervisee relationship (e.g., unethical
multiple relationships or coercion) and the supervision
practices (e.g., lack of feedback or lack of knowledge
of supervisee work), but are also related to the clients/
patients being served by supervisees. Examples of
the latter include improper relationships between
supervisees and clients/patients, client/patient risk
that is not disclosed by supervisees, and/or ethical
violations related to disclosure and reporting that may
or may not be disclosed by supervisees. This column
will discuss ways in which the supervisor-supervisee
relationship may affect ethical outcomes.

Whyy Does the
Relationship Matter?

Supervisor-Supervisee

Much has been written on the importance
of and ways to foster a positive supervisor-
supervisee relationship. Similar to research that
suggests a strong therapeutic alliance is tied to
better clinical outcomes, a better supervisor-
supervisee relationship may, in fact, promote better
training and facilitate ethical decision-making. The

supervisor-supervisee relationship is unique and differs
in important ways from the psychologist-client/patient
relationship. But in many ways, the responsibilities are
similar. Similar to the therapeutic alliance, supervisee
perceptions of the supervisor-supervisee relationship
have been associated with a number of outcomes and
behaviors, including the willingness of the supervisee
to disclose information to a supervisor. In short, how a
supervisee views their supervisor (including how they
want their supervisor to see them) can make a big
difference in terms of them seeking help and feedback.
Supervisors often rely on the word of supervisees to
know what's happening with cases but research
suggests that supervisees frequently don’t tell their
supervisors everything. For example, a study by Mehr,
Ladany, and Caskie (2010) found that 84.3% of their
sample of 204 trainees withheld information from their
supervisor. There are many factors that may affect
willingness to disclose, including previous negative
supervision experiences, concerns about evaluation,
concerns about supervisor perception of supervisee,
disagreement with the supervisor about how to view a
case, perceived clinical mistakes, and personal life
issues. In a follow-up study with 201 psychology
doctoral students, Mehr, Ladany, and Caskie (2015)
found that higher willingness to disclose was
associated with  stronger  supervisor-supervisee
relationships, lower supervisee anxiety, and higher
counseling self-efficacy.

One area that also affects the supervisor-
supervisee relationship among students is burnout. A
study by Swords and Ellis (2017) of 203 health
service doctoral students found that supervisee
burnout was common and was significantly predicted
by severe levels of workplace related stress and
supervisory working alliance, including agreement on
goals and tasks, perceived support, and emotional
bond. The authors noted the importance of the
supervisor-supervisee relationship, stating,
“Nonetheless, considering that mental health
supervisees have been found to spend less than an
average of 2 hr per week in clinical supervision the
association  between  supervisory alliance and
participants’ experience of burnout and vigor is
remarkable. In short, these results provide further
evidence for the importance of the supervisory
alliance, and in particular, that both positive and
negative experiences in clinical supervision can have

a considerable impact on supervisees (Sword &
Ellis, 2017, pp. 1154-1155).
How Do Suervisor BBehaviors Affect

the Relationship?

As several authors have noted, psychologists
do not often receive training or education in
supervision and the topic does not receive sufficient
empirical examination, making it difficult for
psychologists to gain competence in supervisory skills
see Falender (2018) for an excellent discussion on
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promoting competency-based supervision training and
reducation .

In addition to interpersonal factors that contribute
to alliance, other supervisor behaviors can significantly
affect the supervisor-supervisee relationship. Some
research (e.g., Ellis, Berger, Hanus, Ayala, Swords, &
Siembor, 2014) has highlighted issues of inadequate
supervision and perceptions of harm through
inappropriate supervisor actions, including physical,
emotional, and psychologically aggressive or abusive
behaviors. In addition, lack of supervisor availability can
also negatively affect the relationship. Finally,
inconsistent or lack of feedback about performance can
lead to relationship difficulties, especially if the end-of-
rotation feedback focuses on areas that were not
addressed with the student during the experience (see
Standard 7.06 Assessing Student and Supervisee
Performance, APA, 2017).

How Do Supervisee Bbehaviors Affect the

Relationship?

Supervisee factors can also affect the supervisor-
supervisee relationship and the effectiveness of
supervision. For example, supervisee anxiety (including
forms of “imposter syndrome ) and other personal
problems can contribute to problems adequately and
competently carrying out professional duties. Supervisee
anxiety, which can include overall stress and uncertainty
about performance or self-efficacy, may negatively affect
their work and their engagement in the supervision
experience (Mehr, Ladany, & Craskie, 2015). Not only
do trainees rate certain outcomes and activities, such as
situations when they perceive their client/patients are not
making progress or they perceive themselves as unable
to help their clients to feel better, as significantly more
stressful than veterans (Rodolfa, Kraft, & Reilley, 1988),
but they may not have an outlet to process experiences
of stress and feelings of overwhelm or uncertainty about
the quality of their professional work. Further, they may
not feel comfortable sharing with supervisors or faculty
who have grading or other evaluative authority.

Personal mental health problems can also impact
the supervisee’s work, especially when confronting
difficult clinical situations, such as client/patient
suicidality and self-harm, without the support of
supervisors. Fears about how the supervisor may view
them can also affect the relationship and extent to which
supervisees disclose specific information (see above). In
addition, supervisee behaviors that make supervision
difficult can include lack of self-reflection or valuing of
feedback, lack of respect for the role or expertise of the
supervisor, and lack of accountability or valuing of
professional behaviors, such consistently being late or
not showing up to appointments or supervision, and late
or incomplete documentation.

Relationship-Feedback Dynamics

Supervisors serve as gatekeepers of the
profession in many ways (Fisher, 2021). Their evaluation

of trainees provides critical knowledge about the abilities
and skills of supervisees to provide services to others.
Providing feedback to supervisees is often a challenging
task for supervisors. Many authors have commented that
supervisee awareness of the supervisor's evaluative
authority affects many aspects of the supervisory
experience, so it's important to discuss the process
openly and early (Mehr, Ladany, & Caskie, 2015). Some
have commented on student difficulties in receiving
feedback that focuses on ways to improve that have
made supervisors reluctant to provide honest feedback if
they feel it may be received negatively.

Indeed, the responsibility to provide objective
feedback (including recommendations to improve
performance) in a timely and constructive manner is
among the most important for supervisors. Nevertheless,
it can be difficult to communicate to well-meaning
students that they are failing to meet competencies or
when a supervisee’s personal issues are interfering with
work. Similarly, more direct conversations about lack of
supervisee engagement in work, refusal to follow
supervisor directives or recommendations, or
unprofessional behaviors that present risk to clients/
patients can also present special challenges for
supervisors. Some tips for having difficult conversations
are included in the last section.

Feedback should go both ways, though. That is,
supervisors should invite supervisees to provide honest
feedback about the experience, supervisory style, and
environment. Demonstrating openness to feedback and
conveying a willingness to listen to suggestions may
communicate engagement with the process and respect
for supervisees. It may, however, be difficult for
supervisees to feel comfortable being honest when they
know that the supervisor still has evaluative authority.
Research by January et al. (2014) found that while almost
one-third of their sample reported unethical faculty
behaviors within their department, many did not report the
violation. In Mehr and colleagues’ study (2015),
supervisees were least likely to talk about issues related
to dissatisfaction with the supervision experience.
Supervisors should critically evaluate whether the
environment that they create is one where supervisees
feel comfortable communicating honest feedback.
Alternative methods of feedback might include anonymous
methods or soliciting feedback from previous trainees
about what they thought went well and what areas could
be improved.

How to Make aBbetter

Relationship

Supervisor-Supervisee

Below are some general recommendations that
may help to promote positive supervisor-supervisee
relationships.

Setting Clear Expectations. In addition to clarifying the
methods of assessment (e.g., observation, test
reports, video sessions, etc.) and criteria for feedback, it
may also be important to take time to discuss
expectations and rules. For example, some
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supervisees may have erroneous  assumptions
about the purpose and procedures of
supervision, such as believing that confidentiality
extends to what happens in supervision and that
what is disclosed will not be used in
evaluation.

Incorporating supervision contracts in which the
expectations (including methods and frequency
of feedback) for both supervisor and
supervisee are clearly delineated and agreed
upon can be very  helpful in  reducing
confusion. Specifically, information about
expected competencies and goals, and the
extent to which the supervisee is meeting
these goals, should be discussed and
documented with the supervisee (Knapp &
VandeCreek, 2006).

Tailoring the Experience. Supervisors have
the responsibility of tailoring the clinical
experience in  terms of student's  current
competencies. APA Standard 2.05
Delegation of Work to Others states that
psychologists should authorize only those
responsibilities that such persons can be
expected to perform competently on the
basis of their education, training, or

experience, either independently or with the
level of supervision being  provided (APA,
2017). In  other words, supervisors  have
a responsibility to assign only those
tasks  for  which an individual is  qualified
and to monitor to ensure  competent
implementation  (Fisher, 2023). When  working

with  students, university training directors can
provide valuable information about  skills,
experiences, classes completed, and previous
experience of students.

Fostering Honest Conversations. Supervisors
can be effective only if they are made
aware of the issues that may be affecting
the work of supervisees (both clinical and
personal issues). What are supervisees telling
us (and what are they not)? Communication
can be particularly difficult when supervisees
resist supervision or express that they don't
“‘need help. Trying to be open and honest
about the difficulties of the work of the
supervisees, their role, and even about
receiving  supervision may open up new
conversations. Feedback that simply isn’t about
correcting errors or pointing out shortcomings,
but also emphasizes learning and self-reflection
may be particularly valuable (Kaslow, Flaender,
& Grus, 2012).

It may also be helpful to discuss issues related to
supervisor and supervisee diversity as they affect the
supervisee’s work or the supervisor-supervisee
relationship. As Fisher (2021) notes, “Expressions of
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racism, xenophobia, antisemitism, homophobia, and
transphobia in the political arena and lived
experiences of clients/patients and supervisees
require the ability to engage in authentic
dialogue about cultural, religious, and sexual
and gender differences (Chung et al., 2018) (p.
338). Therefore, it's critical to discuss and
understand how issues of power and privilege affect
the supervisee’'s work and the supervisory
relationship. It may be helpful to also discuss
previous training experiences around diversity that
may affect their understanding and approach to the
supervisory experience.

Having Difficult Conversations. There are times when
difficult conversations with supervisees are necessary
and these can be stressful . Below are some tips
that may be helpful in successfully navigating these
situations:

- Be specific, constructive, and timely
in providing feedback

- Self-assess and ensure you are in a
place to deliver feedback that is not
governed by feelings of frustration or anger

- In discussions, emphasize the importance
of learning, growth, and feedback and, when
appropriate, when behaviors may be
developmentally appropriate. Limited self-
disclosure, if appropriate, about personal training
experiences may also help normalize trainee
anxiety

- Be sure to highlight the positive things
supervisees do

- Follow up to assess the supervisee’s
reaction to and reaction to the feedback.

Some of these recommendations may also be
applicable for supervisees discussing supervision
concerns with supervisors.

References.

American Psychological Association (2017).  Ethical
principles of psychologists and code of conduct
(Amended January 1, 2017). Retrieved May 13, 2022
from https://www.apa.org/ethics/code

Falender, C.A. (2018). Clinical supervision- the
missing ingredient. American Psychologist, 73(9),
1240-1250.

Fisher, C.B. (2021). Decoding the Ethics Code: A
Practical Guide for Psychologists. Sage: Thousand
Oaks, CA).

Kaslow, N.J., Falender, C.A., & Grus, C. (2012). Valuing
and practicing competency-based supervision: A

transformational leadership perspective. Training and
Education in Professional Psychology, 6, 47-54.

January, A.M., Meyerson, D.A., Reddy, L.F., Docherty,
A.R., & Klonoff, E.A. (2014). Impressions of misconduct:
Graduate students’ perception of faculty ethical violations
in scientist-practitioner clinical psychology
programs. Training and Education in Professional
Psychology, 8(4), 261-268.

Mehr, K. E., Ladany, N., Caskie, G.l.L. (2010). Trainee
nondisclosure in supervision: What are they not
telling you? Counselling and Psychotherapy Research,
10 (2), 103-113.

Mehr, K. E., Ladany, N., Caskie, G.l.L. (2015). Factors
influencing trainee willingness to disclose in supervision.
Training in Education in Professional Psychology,
9(1), 44-51.

Rodolfa, E.R., Kraft, W.A, & Reilley, R.R. (1988).
Stressors of professionals and trainees at APA-approved
counseling and VA medical center internship
sites. Professional Psychology: Research and Practice,
19(1), 43-49.

Swords, B.A., & Ellis, M.V. (2017). Burnout and
vigor among health service psychology doctoral students.
The Counseling Psychologist, 45(8), 1141-1161.

SOCIETY OF
SLIKICAL FaYTHULOGEY

Join a Division
12 Section

The Society of
Clinical Psychology
(Division 12) has
eight sections
covering specific
areas of interest.

To learn more,
visit Division 12’s
section web page:
www.div12.org/
sections/

VOL 75 ISSUE 2 - SPRING 2022

144 ¥



=CLINICAL

PSYCHOLOGIST

A publication of the iety of Clinical Psychoa v (Division 12, APA)

The Clinical Psychologist is a quarterly publication of the Society of Clinical Psychology (Div
12 of the APA). Its purpose is to communicate timely and thought provoking information in the
domain of clinical psychology to the Division members. Also included is material related to
particular populations of interest to clinical psychologists. Manuscripts may be either solicited
or submitted. In addition, The Clinical Psychologist includes archival material and official
notices from the Divisions and its Sections to the members.

Inquiries and submissions should be sent
to the Editor, Lily Brown, Ph.D. at: lilybr@upenn.edu

To subscribe, contact Tara Craighead
404.254.5062 | division12apa@gmail.com

INSTRUCTIONS FOR ADVERTISING IN THE CLINICAL PSYCHOLOGIST
Display advertising and want-ads for academic or clinical position openings will be
accepted for publishing in the quarterly editions of The Clinical Psychologist.

Originating institutions will be billed by the APA Division 12 Central Office. Please send
billing name and address, e-mail address, phone number, and advertisement to the
editor. E-mail is preferred.

For display advertising rates and more details regarding the advertising policy, please
contact the editor.

Please note that the editor and the Publication Committee of Division 12 reserve the right
to refuse to publish any advertisement, as per the advertising policy for this publication.

¥ 15 | voL 75- ISSUE 2 - SRPING 2022

Advances in Psychotherapy

Evidence-Based Practice

Developed and edited with the support of the Society of Clinical  « Practice-oriented: The main emphasis is on information that

Psychology (APA Division 12), the series provides practical ev- therapists and practitioners can use in their daily practice.
idence-based guidance on the diagnosis and treatment of the e« Easy-to-read: The mostimportant information is summarized
most common disorders seen in clinical practice — and does intables, illustrations, or displayed boxes, and marginal notes.

so in a uniquely reader-friendly manner. A separate strand is  « Compact: Each volume consists of 80-100 pages.

dealing with methods and approaches rather than specific dis-  « Expert authors: We recruit genuine authorities to write for the

orders. Each book is both a compact how-to reference for use series; many of our authors are leaders in the Society of Clini-

by professional clinicians in their daily work, as well as an ideal cal Psychology (APA Div. 12).

educational resource for students and for practice-oriented Regular publication: We aim to publish 4 volumes each year.

continuing education. « Reasonably priced: The list price is under $30 per volume. Dis-
counts are available. See order information for details.

Hogrefe Publishing
44 Merrimac St., Suite 207
Newburyport, MA 01950

Tel. +978 255 3700 h f
customersupport@hogrefe.com Ogre e

www.hogrefe.com

VOL 75ISSUE 1-FALL2022 | 16 W



Sony Khemlani-Patel/
Fugen Neziroglu

Body Body
Dysmorphic Dysmorphic
Disorder Disorder

Vol. 44,2022, viii + 106 pp.
ISBN 978-0-88937-500-0
Also available as eBook

This volume provides a user friendly empirically based guide to
the diagnosis, phenomenology, etiology, and treatment of body
dysmorphic disorder (BDD). This is a complex condition that often
requires acomprehensive and carefully executed treatment plan.
Although the basis for BDD treatment is derived from decades of
effective cognitive behavioral therapy for obsessive compulsive
disorder, the differences in symptom presentation require modi-
fication of standard treatment. This volume includes numerous
techniques for treatment engagement, including adjusting ther-
apeutic style, appropriate utilization of cognitive therapy, family
involvement, and motivational interviewing techniques.

The editors

Danny Wedding, PhD, MPH

Darny Wedding books will inform

Jonathan S. Comer, PhD Kenneth E. Freedland, PhD

v 17 | v

SSUE 2 RING 2022

New volumes

Richard McKeon
Suicidal
Behavior

Suicidal
Behavior

Vol. 14, 2nd ed. out June 2022,
viii + 128 pp.

ISBN 978-0-88937-506-2
Also available as eBook

Nev
edmon

Ohogrety

With more than 800,000 deaths worldwide each year, suicide
is one of the leading causes of death. The second edition of this
volume incorporates the latest research, showing which empiri-
cally supported approaches to assessment, management, and
treatment really help those at risk. Updates include comprehen-
sively updated epidemiological data, the role opioid use problems,
personality disorders, and trauma play in suicide, new models ex-
plaining the development of suicidal ideation, and the zero suicide
model. This book aims to increase clinicians’access to empirically
supported interventions for suicidal behavior, with the hope that
these methods will become the standard in clinical practice.

“Clinicians and mental health professionals appreciate
the importance of ensuring that the treatments they provide
are grounded in empirical research, but they often have
trouble keeping up with the latest research findings.
Advances in Psychotherapy — Evidence-Based Practice is a
book series developed by the Society of Clinical Psychology
(APA Division 12) to address this problem. Reading these

your practice and expand your skills.”

J. Kim Penberthy, PhD, ABPP Linda Carter Sobell, PhD, ABPP

Earn 5 CE credits

How does it work?

Psychologists and other healthcare providers may earn five con-
tinuing education credits for reading the books in the Advances
in Psychotherapy series and taking a multiple choice exam. This
continuing education program is a partnership of Hogrefe Pub-
lishing and the National Register of Health Service Psychologists.

The National Register of Health Service Psychologists is approved
by the American Psychological Association to sponsor continuing
education for psychologists. The National Register maintains re-
sponsibility for this program and its content.

Readers who are not members of National Register can purchase
each exam for US $25.00 or access to the entire series of exams
for US $200.00. National Register members can take the exams
free of charge.

Exams are available for 30 topics / books, with new titles being
continually added.

Learn more at https://www.hogrefe.com/us/cenatreg

Volumes available for CE credits

Children & Adolescents

« Childhood Maltreatment, 2nd ed. by C. Wekerle/D. A. Wolfe/
J.A.Cohen/D. S. Bromberg/L. Murray (2019)

« Childhood Obesity by D. E. Wilfley/J. R. Best/
J. Cahill Holland/D.J. Van Buren (2019)

« ADHD in Children and Adolescents by B. P. Daly/
A. K. Hildenbrand/R. T. Brown (2016)

Anxiety and Related Disorders

« Hoarding Disorder by G. S. Chasson/J. Siev (2019)

+ Obsessive-Compulsive Disorder in Adults by
J.S. Abramowitz/R. J. Jacoby (2014)

« Generalized Anxiety Disorder by C. D. Marker /A. Aylward
(2011)

« Social Anxiety Disorder by M. M. Antony/K. Rowa (2008)

Behavioral Medicine and Related Areas

« Insomnia by W. K. Wohlgemuth/A. Imia Fins (2019)

« Alzheimer's Disease and Dementia by B. T. Mast/
B. P. Yochim (2018)

« Multiple Sclerosis by P. B. Werfel/R. E. Franco Duran/
L.J. Trettin (2016)

+ Headache by T. A. Smitherman/D. B. Penzien/J.C. Rains/
R.A. Nicholson/T.T. Houle (2014)

« Chronic Pain by B. J. Field/R. A. Swarm (2008)

« Treating Victims of Mass Disaster and Terrorism by
J. Housley/ L. E. Beutler (2006)

Methods and Approaches

« Mindfulness by K. Witkiewitz/C. R. Roos/D. Dharmakaya
Colgan/S. Bowen (2017)

Addictions and Related Disorders

« Internet Addiction by D.J. Kuss/H. M. Pontes (2019)

« Substance Use Problems, 2nd ed. by M. Earleywine (2016)

« Women and Drinking: Preventing Alcohol-Exposed
Pregnancies
by M. M. Velasquez/K. Ingersoll/M. B. Sobell/L. Carter Sobell
(2015)

« Binge Drinking and Alcohol Misuse Among College Students
and Young Adults by R. P. Winograd /K. J. Sher (2015)

« Nicotine and Tobacco Dependence by A. L. Peterson/
M. W. Vander Weg/C. R. Jaén (2011)

« Alcohol Use Disorders by S. A. Maisto/G. J. Connors/
R. L. Dearing (2007)

« Problem and Pathological Gambling by J. P. Whelan/
T.A. Steenbergh/A.W. Meyers (2007)

Sexual Disorders

« Sexual Dysfunction in Women by M. Meana (2012)
« Sexual Dysfunction in Men by D. Rowland (2012)

« Sexual Violence by W. R. Holcomb (2010)

Other Serious Mental Illnesses
« Persistent Depressive Disorders by J. K. Penberthy (2019)

« The Schizophrenia Spectrum, 2nd ed. by W. D. Spaulding/
S. M. Silverstein/A. A. Menditto (2017)

« Bipolar Disorder, 2nd ed. by R. P. Reiser/L. W. Thompson/
S.L.Johnson/T. Suppes (2017)

« ADHD in Adults by B. P. Daly/E. Nicholls/R.T. Brown (2016)

« Depression by L. P. Rehm (2010)

« Suicidal Behavior by R. McKeon (2009)

75 ISSUE 2 - SPRING 2022 P




P

()

Also available

« Autism Spectrum Disorder by L. Joseph/L.V. Soorya/
A.Thurm (2014)

« Language Disorders in Children and Adolescents by
J.H. Beitchman/E. B. Brownlie (2013)

« Phobic and Anxiety Disorders in Children and
Adolescents by A. E. Grills-Taquechel/T. H. Ollendick
(2012)

« Growing Up with Domestic Violence by P. Jaffe /D. A.
Wolfe /M. Campbell (2011)

« Nonsuicidal Self-Injury by E. D. Klonsky/J.J. Muehlen-
kamp/S.P. Lewis/B. Walsh (2011)

« Public Health Tools for Practicing Psychologists by
J.A. Tucker/D. M. Grimley (2011)
« Hypochondriasis and Health Anxiety
by J.S. Abramowitz/A. E. Braddock (2011)
« Elimination Disorders in Children and Adolescents
by E. R. Christophersen/P.C. Friman (2010)
« Eating Disorders by S.W. Touyz/J. Polivy/P. Hay (2008)
« Chronic Illness in Children and Adolescents
by R.T. Brown/B.P. Daly/A. U. Rickel (2007)
« Heart Disease by J. A. Skala/K. E. Freedland/
R. M. Carney (2005)

Forthcoming volumes

Disorders strand

« Borderline Personality Disorder

« Psychological Approaches to Cancer Care
+ Bullying and Peer Victimization

« Occupational Stress

« Dating Violence

« Domestic Violence

« Alcohol Use Problems in Older Adults

« Supporting Children After Mass Violence
« Reducing Distress in Family Caregivers

« Childhood Depression

« Opiate Use Problems

« Panic Disorder and Agoraphobia

Methods and Approaches strand

« Affirmative Counseling for Transgender and Gender
Diverse Clients

« Time-Out for Child Behavior Management

« Harm Reduction Approaches

« Group Therapy for Depressive Disorders

« Collaborating with Schools

« Culturally Sensitive Psychotherapy

If you would like to suggest a book to publish, please contact the publisher at editorial@hogrefe.com or complete the

online form at

https://www.div12.org/advances-in-psychotherapy-evidenced-based-practice-book-series-suggestion/

Order and price information

The volumes may be purchased individually or by Series
Standing Order (minimum of 4 successive volumes). The
advantages of ordering by Series Standing Order: You
will receive each volume automatically as soon as it is
released, and only pay the special Series Standing Order
price of $24.80 - saving $5.00 compared to the single-
volume price of $29.80.
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Special prices for members of APA Division 12:

APA D12 members save $5 on purchase of single volumes,
payingonly$24.80insteadof$29.80,andonlypay$19.80per
volume by Series Standing Order — saving $10 per book! In
order to obtain the membership discount you must first
register at www.hogrefe.com and sign up for the discount.
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