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lnteg•~tion of Psychology and Christianity: 
A Unique Cha11enge in Clinical Training 

Mary A. Peterson 

George Fox University 

This article explores the challenges of training clinical psychology doctoral students in the integration of 
psychology and Christianity. Our training program is based on a competency model that includes the inte­
gration of psychology and Christi~n i ty as ~ specific ~re~ of clinical competence. Competence in integmtion 
is evident in d1e smclents' respect and empathy for clients as well as specific knowledge and skills in 
working from a faim perspective. Tmin ing in integration has unique challenges including the variabil ity in 
practicum supervisors' knowledge and skill in working with religion as an aspect of d iversity. Semester 
evaluations completed by both practicum supervisors and gr&duate students show tha t students' compe­
tence in integration is often more advanced than the supervisors'. This imbalance can cause discomfort for 
the supervisor and lead to misunderstanding as s tudents auempt to practice within <Ln integrative frame­
work. The natu re of the practicum site often determines how an integrAtive perspective is incorporated 
into clinical care. Medical senings and clinics affil iated with faid1-based organizations often suppon born 
an implicit understanding and explicit use of faith as a protective factor. In contrast, forensic settings and 
school sites tend to limit explicit discussions of faith. It is reconunended that training programs incorporate 
both implicit and explicit opportunities for the integration of Christianity and psychology and increase 
supervisors' ~wareness of integra tion as an aspect of diversity. 

\XIho hasn't. fe lL some of the heart-pounding 
anxiety when preparing Lhe self-:;cudy or during 
che s iLe visit by Lhe Ameri can Psychological 
Association, Commission on Accreditation repre­
sematives? The extensive preparation requires a 
review and evaluation of every aspect of the 
clinical program. Similar to many programs, our 
self-s tudy required a 200+ page appendix to 
provide the requested program clara. But, in 
addition to the microanalysis, the self-study also 
gave us an oppmtunity to have meaningful dis­
cussions with our students about our larger mis­
.sion and values. Tn small group meetings we 
asked our students, "W hy did you c hoose 
George Pox University?" and talked about how 
d1eir expectations had or had not been met. TI1e 
most frequent response to the "Why GFU?" was, 
1) the focus on d·1e integration of psychology 
with Christian thought 2) the mento1ing relation­
ships embedded in o ur research and clinical 
team models and 3) d1e opportunities for train­
ing in health psychology. Interestingly, there 
was much more variability in the expectations 
for the integration CUJTiculum than for the cli.Jli­
cal and research mentoring or pmct.icurn train­
ing. Responses ranged from the opportunity LO 
contrast che theological and psychological con-
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ceptual ization of grace lO how to pray with a 
client in :;ession. 

Program Distinctives 

Perhaps in response to the changing needs 
and expectations of students, our integration cur­
riculum underwent a major restructuring tlu·ee 
years ago. The curriculum no longer includes 
content-focused courses in Old and New Testa­
ment, for example. Instead the integration cours­
es refl ect a combinatio n of knowledge and 
clinical application, utilizing ream-reaching with 
a religious studies scholar and a psychologist co­
leading classroom interactions regarding integra­
tion. Give n tha t integra tion is a prog ram 
distinctive and remains a prio rity for our stu­
dents, the integration program will continue ro 
evolve a nd incorporate both knmvledge a nd 
cl inical ski lls. The empha:; is on menLoring re la­
tionships is another distinctive a:;pect of our pro­
gram. Mencoring occurs as students participaLe in 
"vercical" team:; for research and clinical work. 
The term vertical describes the composition of the 
team, which includes students from each cohort 
year as well as the faculty mentor. Clirlical and 
research ve1tical teams meet weekly or bi-weekly; 
allowing students from multiple cohorts to work 
closely with each other. Our program's growing 
emphasis on health psychology is another relative 
distinction for Clu·istian doctoral programs in pro­
fessional psychology. Eight years ago, 15% of our 
practicum training occurred in medical settings; in 



conLra:;t, a lmost 40% of practicum placement:; for 
2010-11 occunecl in medical settings. A large part 
of this growth has been fueled by smclents' inter­
est in primary care training. 

A final unique aspect of our program is related 
to o ur geographical setting. Many cities across 
the country conrain more doctoral training pro­
grams in clinical psychology d1an we have in the 
enrire stare of Oregon. Instead, Oregon is home 
to only three university progrdmS, two of which 
are in professional psychology. 11lis small num­
ber is aclvamageous ro sruclenrs in mar it facili­
tate:; a col labo rat ive tra inin g voice as w e 
communica te with o ur regulatory board s, 
practicum sires, and stare associations. The rwo 
professio nal psychology p rograms often share 
practicum sites and supervisors, have coordinated 
a practicum placement process and established 
cross-program studem involvement in the Slate 
psychological association. This collaboration may 
reflect me Oregon culture that is often perceived 
to be quite relaxed and open, or it may simply 
reflect the reduced competition that occurs when 
there are a limited number of program~. 

Clinical Training Embedded in 
Program Objectives 

We have used the cl inical competency model 
(Fo uad e t al. , 2009) to embed clinical training 
across multiple program a reas. Competencies 
retlect me core professional activities of psycholo­
gists and include the expected knowledge, skills 
and attitudes d1ar should be attained at different 
levels of training (practicum, internship, licen­
sure). The Benchmarks d ocument shown in 
Fouacl er a l. (2009) included 15 areas of compe­
tence; our program emphasizes 7 of the 15 com­
petencies (Relationship, Intervention, Assessment, 
Research , Divers ity, Consultation and Supervi­
sion). Retlecting d1e mission of our program, we 
added Integration as an 8th area of competence. 
The 8 competency areas have been mapped 
across coursework, clinical training, and research 
activities in the progmm. For each of me compe­
tencies, we have identified specific objectives and 
goals for eacl1 year of training. As part of the clini­
cal competency model, the students are assigned 
to clinical teams that include a cl inical facul ty 
mentor who helps each student to develop an 
individualized training plan (ITP). The students' 
TTP identifle:; specific training goals and methods 
to demonstrate attairunent of their competency 
goals. For example, a student in his or her second 

year of !:raining may identify a specific goal in d1e 
competency area of assessment (e.g., achieve 
competency ir1 cognitive assessment). To demon­
:;trate this competency, the :;tudent may opt: to 
submit a d igital recording from the cognitive 
assessment course that shows his or her ability to 
admin i:;ter d1e test. Tn addition to the coursework, 
the student may also include a work sample of a 
completed assessment protocol and report mar he 
or she has completed at his or her practicum site 
and that has been reviewed by the p racticum 
supervisor and presented to d1e clinical ream. An 
e xample of comp e te ncy in integratio n may 
include using the ADDRESSING model (Hays, 
2001) as parr of a d iagnostic interview. The 
ADDRESSING model requires the stude nt to 
explore the following aspects of diversity during 
me clinical inrerview: Age, Disability ( vi~ible and 
invbible), Religion and :;pititua lity, Ethnic identity, 
Socioeconomic status, Sexual orientation, Indige­
nous heritage, National identity, and Gender. 
Demonstrating competency would include use of 
the model in the interview and incorporation of 
the relevanr clara in d1e repcHt and 1:rearmenr plan. 
Thus, the framework of cli nical competency 
encourages students to find meaningful ways to 
gain knowledge; more importantly, the students 
gai n sel f-aware ness a nd confidence as they 
demonstrate the competency to others. Nelson 
(2007) suggested th<H nor only should graduate 
students gain knowledge and skills, but also it is 
important d1at they "know what they know'' as 
d1ey seek ro develop competency across the mul­
tiple areas of professional psychology. 

Collaboration and Challenges 
Within the Professional Community 

As faculty for a Clu·istian training program in 
professional psychology, we have experienced 
both success and failure in our interface with the 
larger professional community. Success is heart­
warming and affirming when pracricwn supervi­
sors report that o ur students have a greater 
sensitivity and respect for clients than is typical 
fo r grad uate students. In fact, the aggregate 
scores of practicum supervisor ratir1gs show that 
respect few clients is the category where our stu­
dents typically receive higher scores than in any 
o ther category related to professionalism and 
foundational competencies. In a recent evalua­
tion of a student, one supervisor from a commu­
nity mental health facility reported "she shows a 
respect and empathy for our most vulnerable 



patients that provides a healing presence b<:!yond 
any therapeutic imervention." The aggregate rat­
ing demonstrates the high level of respect our 
students have for their clients and the specific 
feedback from supervisors often reflects our stu­
denrs' skills in empathy. This positive feedback 
helps to balance a few of the mistakes made by 
students when they have attempted to integrate 
th e ir fa ith intO their cl inical work at the 
pracricum sires. Unfortunately, these mistakes 
have morp hed into urban legends that detract 
fro m the good clinical work in integration. 

Urban legends are stories that may or may not 
be grounded in truth bur have taken on a life of 
their own in the re-telling. ln working with a 
new forensic site and supervisor, the story of the 
bible-stutii.ng student was re-told to me. Appar­
ently one of our practicum s tudents (over 10 
years ago) rook her Bible into the forensic facili­
ty and shared some scripture with a Christian 
inmate. A guard reported this to the practicum 
supervisor who then contacted our Director of 
Clinical Training and followed up with the stu­
dent. This s to ry has moved between facil ilies 
and/ or supervisors, and the most recent versio n 
described a Fox student who was "stutiing" the 
New Testament into all imnates' totes of personal 
belongings. ln another illustration, one of o ur 
students was working with an adolescent female 
in a Conununiry Mental Health center who had 
experienced significant trauma. The adolescent 
told the pracricum student that she used to feel 
comforted by stories from the Bible d1at she had 
learned in Sunday School and d1at she wished 
she had a Bible. The next week our student took 
an extra Bible into the pracricum site and asked 
the:! supC:!rvisor if the agency could anonymously 
provide a Bible to her client. ln the most recent 
version of this story, 1 was told that a student 
attempted to "sneak" a Bible to a non-Christian 
client in an effort to heal her trauma. 

These illustrations highlight the relevance of 
two reconm1endations suggested by Worthington 
et a!. (2009): the need for training programs ro 
include competence in dealing wid1 spiritual and 
religio us cl ie nts a nd the need for students to 
develop skills in managing the resistance r.o spir­
itual and religious issues they may encounter in 
supervisors or clinical settings. Each of these sit­
uations could have had a different outcome if 
the student had been able to work with his or 
her supervisor to identify ways to respond to the 
client's spiritual needs within the broader context 
of clinical care. For the adult in the forensic facil-

ity, could the student have been encouraged to 
exp lore the cl ient's spiritual backgrou nd a nd 
identify institutional resources including the 
chaplain, library resources, or d1e weekly Bible 
s tudy' For the adolescent girl, how could the 
experience and memory provided by scripture 
be activated as a protective factor as she worked 
through her trauma? How could the practicum 
student facil itate current access tO spiritual or 
religio us resources within the institution that 
could be used as coping skills or support? If d1e 
swdents in each o f these vignertes had been 
able to explore these issues and develop compe­
tency within the conLexr of the practicum site, it 
is likely that both clie nts would have an 
improved o utcome, rather than becoming the 
main character in an urban legend . 

\X!e encourage students to know that the ir 
practicum supervisors and settings have different 
levels of acceptance or comfort with spiritual and 
religious content. Wonhington (198R) described a 
"zone of toleration" (p. 169) that therapists expe­
rience for sp iritual and religious values that differ 
from their own values. Worth ingtOn suggested 
that when supervisors or psychologist's encoumer 
students and/ or clients whose faith experiences 
are too fa r outside of their own experiences, they 
may be lim ited in their ability to effectively 
respond to the faith concerns presented in d1e 
clinical environment. One supervisor brought this 
concept ro life when we changed one of the clin­
ical evaluation forms completed by the practicum 
supervisor. The new fo rms reflected d1e eight 
com petencies em phasized by ou r p ro gram, 
including a section on the integration competen­
cy. The fo rm included the following description 
of integration and requested that Lhe practicum 
supervisors evaluate the skill of the students in 
demonstrating competency in the area of reli­
gious and spiritual integration. 

"Integration Competency (e.g., student u nder­
stands r·eligious f aith systems and how they 
mlate to services ojJ'ered by pmfessional psychol­
Ol~ists, respec(ful of religious and spiritual issues 
in assessment, inter'Vention, supervision and 
consultation.) " 

This description of integration competence is 
somewhat mo re inclusive than w hat may be 
comfortable for some readers, as we train our 
students in both the integration of psychology 
w ith Chris tian tho ught and the integration of 
psychology with more inclusive religious and 
spiritual issues. Supervisors use a 5-point Likett­
ty pe Scale (ranging from "Far Below" to "Far 



Above the Expected Level") w complete this 
global assessment of student competency. In 
addition ro rhe scaled responses, there was a 
response option for "Not Applicable" for supenri ­
sors not comfortable or interested in assessing 
rhe integration competency as well as a rlace for 
narrative responses. 

One week after the new form was sent out, 1 
received a call from one of ow- supervisors who 
said that she was offended by the inclusion of the 
integration competency and requested that it be 
removed from the assessment form she completed 
on the two students she supervised. Her concerns 
led to a broader discussion of integration and she 
rolcl me d1at she had heard about our srudenr who 
wanred to provide the Bible to the adolescem girl 
(as described in d1e earlier vignette) and she per­
ceived that we "were trying ro r ush Ctu·isrianity 
down the throats of supervisors and clients." 
Although there are benefits to our relatively small 
rrofessional community, d1ere are also costs as 
evident in the re-tel ling of inaccurate stories that 
perpetuate misperceptions. Duting our conversa­
t io n , I referred back co that situatio n and 
explained that a n integrat ive approach would 
guide the student to respond to the client's spiritu­
al needs regardless of the specific religious identi­
ty. An integrative approach would support the use 
of spititual disciplines whed1er the young woman 
had been a Muslim who had found comfort in d1e 
Koran or a Buddhist who found peace in medita­
tion. The different examples seemed to help and 
by d1e end of d1e conversation, d1e surervisor had 
a more accurate understanding of d1e it1tegrative 
approach to psychotherapy. In reviewmg the con­
versation, I realized that workmg wid1in a Chris­
tian worldview had been outside her "zone of 
toleration" bur when the mtegrative response was 
framed wid1in a Hindu or Buddhist worldview, 
she was able to understand and accept the impor­
tance of an mtegrative response 

Supervisors and Students' Competency 
in I.ntegrdtion 

The aggregated clara from o ur student and 
supervisor evaluations show that both students 
and supervisors perceive d1at om students demon­
strate s ignificantly greater competency in the inte­
gration of faith and psychology than do their 
practicum supervisors. On a 0-4 ratmg scale, with 
4 being the most favorable rating, the average stu­
dent rating of practicum supervisors is 2.5 while 
the average supervisor ratit1g of students is 3.5. 

These results present both a challenge and an 
opportunity for students as they interface with 
the larger professional community. The chal­
lenge is highlighted by Worthington e t a!. (2009) 
w hen the authors caution that withour the bene­
fir of s r eciflc trait1ing as well as a lack of thera­
pist self-awareness, there is an increased risk that 
interventions may lead to fa ilure in the therapeu­
tic relatio nship. Yet students may be hesitant to 
ask their supervisor for guidance in using inte­
gration. This hesitancy may, in part, be 
explained by the research of Schulte, Skinner, 
and Claiborn (2002) who showed that ra ther 
than assessing the client's religious and spiritual 
orientation as a standard component of supervi­
s ion, many clinical supervisors were open to the 
d iscussion of spirituality if it seem re levant. to the 
case. Given the power differentia l between 
supervisors and students, many supervisees may 
be reluctant to initia te a discussion designed to 
demonstrate the relevance of spirituality in order 
to receive supervision. When both supervisors 
and students rerceive that srudents have greater 
skil l in addressing integration issues, it is even 
more likely that students wil l hesitate to bring up 
spirituality or religiosity. 111lls, there are limited 
options at the practicum site for students to 
explore and receive traming in integration. 

Training: Integrative and Non-Integrative Sites 
ln a recent interview regardit1g her trait1ing at 

our new Behavioral Health Clinic, a s tudent 
described the paralle l learning process rha t 
occurred in her developmenr of comretency in 
integration. She explained that as she became 
more comfortable and confident in discussing 
integ ration w ith he r s upervisor, her clie nts 
seemed to open up to discussing their spit·ituali­
ty. Al though she reports that her intake and 
interventions have not changed, she wondered if 
her confidence in working with spititual issues 
was unconscious( y communicated to the client. 
The srudent suggested d1at her awareness and 
altentio n to spiri tual ity may have non-verbally 
given her client perm ission to d iscuss her faith. 
She noted that this growit1g awareness has subtly 
influenced her conceptualization, she explained: 

Ir is d1e way I see d1e d iems without 
even re-dlizing it is imegration. It has 
realty helped me to have empathy for 
one of my clients who struggles with 
addiction. 1 c<m understand the strug­
gle between her hope and desire to 
stay clean, and rhe broken part of her 



that relapses and then blames and 
shames herself. With an integrative 
approach I can respond witJ1 more 
empathy while reinfon.:ing her value 
as weiJ as her ability to stay cle~l11 , 

pa rt:m her kids, and make:: rent. 

Approximarely 25% of our placements occur in 
explidrly imegrative settings. In these place­
ments. integrative training includes lx>th content 
and process components. Spiritt1al and religious 
content b evident in the inmke form, the trear­
mcnt plans, and in the termination protocols. 
This conrenr may include specific rreaunenr 
intervenrions such as meditation, prayer, journal­
ing, and o the r s piritua l d isciplincs that arc con­
sistent with the client's worldview or it may 
indLide inte rventions specific to a client's diag­
nosis such as attendance at an Alcoholics Anony­
mous group for a person struggling with alcohol 
dependence or a social activity at church for 
someone with social anxiety who wants to hegin 
a de:.en:.itization process within a :.upponive 
milieu. The process aspect:. of integration are 
most evident in the case conceptualization and 
the empathic response to the client. Sruclenrs 
develop fl11 HppreciHtion for the tens ion be tween 
the awareness that humans are created in God's 
image bur remain affected by per:-;onal or corpo­
ral<.: sin. Understanding the complexity of the 
redemptive process occurs as students struggle 
with the pain and hope in their client's story and 
the ability to process this tension with a supervi­
sor who encourages the student to view this 
struggle through an integrative lens. 

Although not explicitly integrative, our medical 
sites <l ilow for the integration of spirilllaliry and 
religion with much greater comfort than other 
dom~1in:-; of training (communiLy mental health, 
unive rs ity, or K-12 schools). This openness may 
be a function of the Catholic heritage of some of 
the medical sitc.s, but it also rctlccts a worldview 
that understands functioning according to a 
biop~ychosocial framework . Our colleagues in 
Primary Care understand the protective function 
of religious communities; they have been 
exposed to d1e research d1at shows that parienL'> 
who arc involved in a community of faith have 
be tte r hea lth outcomes and greater social sup­
port tha n patients not involved. The Primary 
Care Provider isn't concerned about proselytizing 
when he or she encourages the patient to attend 
church, ~ynagogue, or mosque or to meet with a 
priest or rabbi to discuss fears or gain suppo1t. 

One provider explained that he thinks mental 
health is "too skittish" about encouraging people 
to use d1e supporr systems d1at have kept people 
funct inning for hundreds of years. 

Non-integrative practicum sites and supe rvisors 
appear to expt:rience our mission in more SLibtle 
way:;. 1n reviewing several years of student eva 1-
uations from integrative and non-integrative 
supervisors and sires, one consistent finding is 
mat our students demonstrate significant strength 
in the relationship competency, which includes 
an ability to develop rapport and show empathy 
and respect for the people mey .Selve. Using the 
5-point Liktm-type scale, our students consistent­
ly receive an average rating of 4.6/5 in the ev<ilu­
ation of their sk ills in the rclation:-;h ip 
competency. ln other ratings of professionalism, 
our students have frequently "topped out" o n rhe 
quest ion that asks our supervi.sors lO rate the 
respect that is shown by our students for the 
client:. with whom they work. The respect is 
specifically evident when working with client~ 
from diverse backgrounds, and is ofte n 
described in d1e narrative section of d1e evalua­
tion and by supervisors during site vis its. As 1 lis­
ten to the d iffere nt examples and sto ries, 1 
realize:: that integration often occurs implicitly as 
studems show that they can conceptualize and 
care for d1e ir cl ients from an integrative fram e­
work without ever saying the word "jesus". 

Integrative Dimensions of Clinical Training 

Our program addresses the integrative dimen­
sions of training explicitly through a yearly clini­
cal colloquium, grand rounds presentations, and 
academic coursework. Additionally, d1e integra­
tion comp~tency is one of the e ight competen­
cies that cross our curriculum. Therefore, each 
sruclent has specific goals and opportunities to 
demonstrate competency throughout their clinical 
and academic training. The most explicit prut of 
our integration curriculum occurs in the academic 
coursework that is dedicated to integration. The 
integration classes encompass 20 credit hours in 
our 125-hour curriculum. Following student feed­
back, a significant revision in our integration cur­
riculum occurred three years ago. In tl1e previous 
integration curriculum, faculty from the Re lig ion 
Department t;lllght the integration courses, hut 
our stud~nts expressed frustration that the profes­
sors and course contenc didn 't actively integrate 
psychological research and practice. So. one of 
the primary curriculum revisions was to have 



each integmlion course warn-taught by a faculty 
member from d1e Religion department and a fac­
ulty member from our department. Although this 
change created some initial havoc with course 
load and syllabi change~. lh<.: student fc<.:dback 
has been positive. 

M;.ny of the course syllabi addr<;:ss integration 
through books, articles, lectures, and assign­
ments. However, within the domain of clinical 
training, much of me imegmtion learning occurs 
implicitly via d1e scheduled mentoring activities. 
These activities include me weekly clinic..--al men­
loring groups that allO\v for case discussion from 
an integral ivc perspectiv<.:, t h<.: <kvclopmcnt of 
individua I ized integration goals within the stu­
<k nt 's Ind ividualized Training Pla n, a nd the 
oversight/ menroring relationship that each sec­
o nd-year sLUdcnt has with a fou1th-ycar student. 
The implicit modeling and opportunity for deep 
conversations around integration occur naturally 
in the:.e mentoring contexts. However, we have 
found that there is a great deal of variability 
because the specific integration conversations 
often need to be initiated by the faculty supervi­
sor or mentor. And, while each faculty member 
would agree that he or she is open and willing 
to have those conversations, we search for ways 
to "create space" that will encourage those piv­
otal discussions in an o rganic rather than formu­
laic method. Some of these pivotal conversations 
include questions of gender roles as well as bal­
ancing the multiple priorities of gmdume school. 
J3oth women and men have expressed apprecia­
tion for the conversations that allowed them to 
explore their roles as Christian men and women, 
parents, spouses, and clinicians-in-training. One 
third-year female student said, "The ll<.:st p<1 1t of 
this clinical ream was the opportunity to d iscuss 
o ur multiple 'calls' as clinicians, morhers, and 
wives. And learning how to be good enough as 
these rolls overlap and push on each other." 

These conversations and relationship~ reflect 
some of the intangible rewards of working in an 
integrative training model. A'> our program seeks 
ways to facilitate integrative training, it would be 
helpful to learn how od1er programs have creat­
ed opportunities, both explicidy and implicitly, 
to foster integration. There ar<.: I imil<.:d opportu­
nities to share ideas and su·ategies that facilitate 
training in integration across th e multip le 
domains of graduate work. The organic nature of 
int<.:gration suggestS that each progrJm is likely 
to have its own emphasis and style, and it would 

he helpful to hear how other programs arc 
responding to the changing needs of students. 

Rewards and Challenges 

At the end of my tenure interv iew, the chair of 
d~1e committee asked me, "Whar is me best part 
of your joh?" T didn'L even have to think about 
my response, I immediately replied that it is the 
opportunity to participate in me developmental 
trajectory of our students. The development 
reflects a transformation from a psychological 
neophyte to a :.killed intern wid1 advanced clini­
cal skills. 

Many swd ents e nter o ur program with a 
poignant mix or eagerness, motivation, and anxi­
ety and they l<.:avc our p rogram with a sens<.: of 
competence and a confirmation of meir call to 
serve others. In add ition to acquiring large 
amounts of knowledge and skill~. clinical train­
ing requires the sn1dent to engage in reflective 
self-evaluation that contributes to meir growth a~ 
a person and as a professional. Both students 
and faculty witness d1e omcome of iliis rigorous 
process as slL!denL~ realize mey are developing 
:;kills that make a d iff<;:rence in the lives of their 
clients. Students "sparkle" when they describe 
their expe rie nce;:s during grad uate school. J7or 
:;orne Mudents, it is the rush of adrenalin that 
occurs when they successfully complete a risk 
assessment in the Emergency Department and 
me positive feedback they receive from the rami­
ly and medic..--al staff. Oilier students may experi­
ence a sense of maste1y and satisfaction as they 
use cognitive-behavioral d1erapy to help an out­
patient client work through a depressive episode 
or in me response a child has to a play Ule111py 
intervention. Ma ny studentS express their sense 
of satisfaction as they move from unconscious 
incompetence ro conscious competence a nd 
realize their abil ity to facilitate growth in the 
lives of clients. 

In some way~. d1e growm mat occurs in me 
training of graduate students reflects the dynamic 
mat occurs in the therapeutic relationship. As 
clinicians or as trainers, we realize d1<tt d1e "selr' 
is an essent ial tool that facilitates growth. Our 
engagement and supportive presence faci li ta tes 
learning as clients or :;LUdents move toward dif­
ferentintion and independence. And just as ther­
apy is a time-l imited experience that can trigger 
a life-long proc<.:ss of growth , gradual<: Lraining 
facilitates life-long learning as students enter 
meir professional lives. 



Yet we know that cl inical progress can be vari­
able and that outcome is affected by uncontrol­
lable factors thar. facilitate or :;abotage a cl ient's 
growth. A si milar parad igm exist:; in clin ical 
training; outcome is affected by factor:; within 
and outside the program. The most salient chal­
lenges from outside our program include the 
limited n umber of internships, the need to 
demonstrate mastery of an increasing number of 
clinical competencies, and the ever-changing job 
market that is dictated by third-parry payers. 
Challenges within our program includ e the 
increasing financial burden of graduate training, 
recruiting and developing students and faculty of 
color, and the development and maintenance of 
q uality practicum training and supervision. A 
final challenge includes the need to provide 
ongoing support and compensation for clinical 
faculty who are expected to engage in produc­
tive research and writing as evidenced by publi­
ca tio ns, demonstra te excellen t teaching as 
evidenced by teach ing evaluations above the 
university mean, and clinical mentoring and 
training that moves a student from unconscious 
incompetence to conscious competence in five 
years. Thus, the challenge fo r the Directo r of 
Clinical Training is to attend to and balance the 
needs of multiple stakeholders including the stu­
dents, practicum sites, and clinical faculty. 

New Directions in Clinical Training 

Clinical training will need to remain nimble to 
meet the contemporary needs of society; specifi­
cally, we'll need to adapt to a changing demo­
graphic and emerging service areas. Diversity 
includes many variables including but not limited 
to gender, age, ethnicity, sexual orientation, reli­
gion, and socio-economic status. Although we 
need to increase our efforts to recruit and devel­
op diverse students and faculty, the current pro­
fessional conununity of psychologists is not able 
to mirror the demographic profile of the countty. 
Thus, the need for graduate training and continu­
ing education in diversity remains a priority. 
Training in diversity must continue to evolve and 
include both the acquisition of knowledge about 
diverse groups as well as a respect for the indi­
vidual differences within groups. 

As our markets continue to change, we will 
need to adapt our skills to fit the emerging areas 

o f cl inical service, includ ing pnmary care and 
other healthcare settings as we ll as meet the 
emerging dema nd fo r evidenced-based care. 
Recent legishltion for parity coverage for mental 
health conditions has provided financial support 
for treatment, but along with that supp01t comes 
an increasing expectation for the use of evi­
denced-based treatments. Although it is impor­
tant that we adapt our clinical training programs 
to meet the needs of changing markets and ser­
vices, it is equally important that we maintain 
our training in the trad itional skills of psycholog­
ical assessment a nd specialty mental healthcare . 
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