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Accreditation Status

The postdoctoral fellowship at the VA Maryland Health Care System is not yet accredited by the Commission on Accreditation of the American Psychological Association.  An application for accreditation is in process, and a site visit is expected by 2013.

The postdoctoral fellowship is a member of the Association of Psychology Post Doctoral and Internship Centers (APPIC) and abides by all APPIC policies and procedures.
Application & Selection Procedures 

This fellowship program will accept applicants who are U.S. citizens and who have completed training in an APA-approved clinical or counseling psychology program and an APA-approved clinical psychology internship. All fellows will be required to have completed graduate coursework and their dissertation by the first of June of the year in which training commences and will have participated in active research programs, usually with resultant presentations/publications. Applicants may be required to pass a urine screen for illegal drug use, should HR request it under their random testing program of new appointees. Failure to meet these qualifications could nullify an offer to an applicant. Those who do not meet these eligibility requirements will be notified by the site as soon as possible.

A successful candidate for the Trauma Recovery Program (TRP) fellowship will have a history of specialty training in traumatic stress disorders. The Fellowship in PTSD in Returning Veterans adheres strongly to a scientist-practitioner model of training.  The candidate will also demonstrate a commitment to the scientist-practitioner model of psychology as evidenced by history of research in traumatic stress/PTSD, as well as training in empirically supported treatments for PTSD. The candidate will also demonstrate a commitment to serving veterans, an interest in VA psychology, and a strong commitment to completing the full fellowship year.  A selection committee consisting of supervisors from the Trauma Recovery Program will review all applications and make selections for on-site or phone interviews. Our emphasis is on fit with our training model described above, program philosophy, and a general openness to feedback and supervision.  We strive to seek the best fit between applicants and our training program.  Please note that applicants who are not invited to interview and not notified that they are no longer under consideration, are still eligible to receive an offer.
Applications are due January 1.  The Trauma Recovery Program Training Committee will review all completed applications that are submitted by the midnight on the evening of January 1, 2014 and will extend invitations for interviews in January.  Interviews will take place in late January or early February, and offers will be extended by the Director of Training following the completion of interviews.
Note: Consistent with the Guidelines and Principle of Accreditation, it is expected that postdoctoral residents will complete the entire training term, consisting of one full calendar year, without exception. 

The Postdoctoral Fellowship in PTSD abides by the policies stated in the Association of Psychology Post Doctoral and Internship Centers (APPIC), American Psychological Association (APA) and VA Office of Academic Affiliation (OAA) regulations. Applicants are referred to the APPIC website, www.appic.org, APA website, www.apa.org, and OAA website, www.va.gov/oaa/ for a detailed description of the policies.

The VAMHCS is an Equal Opportunity Employer. Our postdoctoral fellowship program values cultural and individual diversity and welcomes applicants from all backgrounds.
We will only accept applications through electronic mail, preferably as .pdf attachments. If official transcripts can not be sent electronically, a paper copy may be mailed to the Director of Training. All application materials are due January 1st.

The following documents are required for application to our program:

1.  A letter of interest, that outlines career goals, expectations, and goodness of fit with the mission of the VA Maryland Training Program for Posttraumatic Stress Disorder in Returning Veterans, 

2.  A current curriculum vitae,
3.  Official graduate transcripts,
4.  A signed letter of status from academic program and anticipated completion date,
5.  Three signed letters of recommendation, one of which must be from an internship supervisor

     (VA supervisors may use digital signature for verification),
6.  A de-identified assessment report appropriate to the respective track and an

     example of research or other scholarly work, and 

7.  Federal form: Application for Associated Health Occupations (10-2850C), which may be

     obtained via the website: www.va.gov/vaforms/medical/pdf/vha-10-2850c-fill.pdf
Application materials should be sent via email to: 

Melissa Decker, Psy.D

VA Maryland Health Care System  (BT/116/MH)

10 N. Greene Street

Baltimore, MD 21201

Attn: Mental Health Executive Office 6C-164 (Melissa Decker)

410-637-1224
Fax:  410-637-1459
E-mail: melissa.decker@va.gov
Psychology Setting 
The Veterans Affairs Maryland Health Care System (VAMHCS) is a dynamic, multidivisional health care system consisting of two Medical Centers at Baltimore and Perry Point, five Community-Based Outpatient Clinics, and a freestanding, 120-bed nursing home. The VAMHCS serves as a training facility closely affiliated with a number of local universities, including the University of Maryland-Baltimore School of Medicine.

Role of Psychology. The Mental Health Clinical Center is the largest Clinical Center within the VAMHCS and it is organized into seven Sub-Product Lines: Inpatient Services - Perry Point, Residential Treatment Services, Homeless Services, Inpatient Services - Baltimore, Outpatient Mental Health Services, Special Programs (Addiction and Trauma Services) and Consultative Services.  Mental health activities are conducted at all divisions and sites; psychologists serve in leadership roles within the sub-product lines. VAMHCS employs 57 psychologists.  Samuel Stern, Ph.D., is the Psychologist Executive and leader of the psychology service; he is responsible for the overall management of psychologists serving in the VAMHCS and assures professional integrity and competence in practice. He also serves on the Steering Committee of the VAMHCS/University of Maryland-Baltimore Psychology Internship Consortium and serves in an oversight role for all levels of psychology training. The Director of Training for the Postdoctoral Fellowship works directly under the Psychologist Executive, and is also the Director of Training for the VAMHCS/University of Maryland-Baltimore Psychology Internship Consortium.  She also serves on the Steering Committee for the internship consortium.
The training environment in the VAMHCS offers both depth and breadth. The VAMHCS and the UMB School of Medicine Department of Psychiatry support medical residency training across specialties, research training fellowships in clinical service and basic science, training programs in allied health professions (e.g., social work, nursing, and rehabilitation services), health services research, and multiple training programs in Psychology. Psychology and related disciplines are active participants in medical residency and fellowship training programs providing lectures and grand rounds and assisting in training for social work interns and nursing students that assist clinical programs. 

VAMHCS takes pride in its training programs for psychologists. There are active practica for graduate students in psychology training programs in Neuropsychology, Trauma Recovery, Substance Abuse, and Community Mental Health. The Neuropsychology and Trauma Recovery Programs also actively participate in training of doctoral and Master’s candidates from area training programs, with 3 and 1 externs per year, respectively. The VAMHCS/University of Maryland-Baltimore (UMB) Psychology Internship Training Consortium is composed of two divisions of the VAMHCS (the Baltimore Division and the Perry Point Division) and the UMB School of Medicine Department of Psychiatry. VAMHCS supports an APA-accredited internship training consortium in conjunction with the University of Maryland School of Medicine. In the 2011-2012 training year, 15 interns participated in psychology internship training. The advanced post-doctoral fellowship in Posttraumatic Stress Disorder in Returning Veterans which trains 4 fellows per year in trauma recovery and neuropsychology and enters its fifth year in September 2012.  

Training Model and Program Philosophy

The postdoctoral fellowship in Trauma Recovery emphasizes one of the signature injuries of the current conflicts: PTSD. This fellowship has the dual goals of training and refining skills in assessment, treatment, consultation, research, supervision, and administration relating to the specific needs of returning veterans, as well as facilitating the development of fellows from trainees to independent psychologists. Our program philosophy is to base both the process and the content of training in research, with the goal of developing psychologists who apply scientific method and knowledge to the assessment and treatment of chronic PTSD and related mental health concerns. Research on methods of training has consistently demonstrated that the modeling of desired behaviors, opportunities to practice those behaviors in a supervised environment, and specific feedback all result in changes in trainee behavior. Therefore, fellows will be able to observe psychologists, be observed, and receive timely feedback. Specific training in assessment or treatment for a particular presenting problem will be grounded in research, VA clinical practice guidelines, and expert consensus on that problem. In addition, to foster fellows’ development as independent scientist-practitioners, didactics and supervision will focus on what it means to function independently as a psychologist in a multidisciplinary hospital setting.
Program Goals & Objectives
The goal of the post-doctoral fellowship in Trauma Recovery is to develop trainees into independent psychologists who are able to conduct comprehensive assessments, provide evidence-based treatments, participate in program development (including conducting needs assessments, participation in outreach activities), conduct research, maintain sensitivity to individual factors, and function as members of multidisciplinary treatment teams. 

 At the end of the fellowship year, fellows in the Trauma Recovery Program should successfully demonstrate these specific competencies: 
1. Expertise in the use of evidence-based treatments (individual and group) for PTSD.

2. Expertise in conducting comprehensive assessments in the PTSD Assessment Clinic, including the administration of the Clinician-Administered PTSD Scale (CAPS) and other psychometrically sound assessment instruments for PTSD and other associated posttraumatic mental health problems.

3. Supervision of trainees at the internship and externship level. 

4. Preparation and publications related to ongoing research in the subject  matter of traumatic stress sequelae.

5. Introduction to professional development through program development and policy implementation roles in psychology.

Program Structure

The Trauma Recovery post-doctoral training program is a one-year fellowship designed to allow the fellow to experience assessment and treatment of trauma spectrum disorders across residential and outpatient programs.  The fellowship in Trauma Recovery adheres to the APA Guidelines for Accreditation for postdoctoral fellowships, with respect to providing “education and training in preparation for entering professional practice at an advanced level of competency,” consisting of a sequence of clinical activities that are “characterized by greater depth, breadth, duration, frequency, and intensity” than internship training, focused on the assessment and treatment of PTSD.  The program is designed to prepare students for clinical careers in a VA medical center, with specialization in PTSD. The fellowship is a full-time work commitments, with an average of 40 hours worked per week. Trauma fellows’ distribution of effort will be approximately 60% clinical, 20% didactic, and 20% research/administrative/policy implementation. The emphasis of the program is on development of clinical skills; however, there is an expectation that fellows would participate in ongoing research and program development efforts. The training provided meets licensure requirements for the state of Maryland; all supervisors will be licensed in a jurisdiction and able to certify training hours.

Note: Consistent with the Guidelines and Principle of Accreditation, it is expected that postdoctoral residents will complete the entire training term, consisting of one full calendar year, without exception. 
Fellowship Training Structure
Training Sites  
The Trauma Recovery Program at the VAMHCS will provide fellows with training experiences at the Baltimore VAMC and Perry Point VAMC.  The fellowship year will consist of three four-month rotations at the Baltimore VAMC and Perry Point VAMC.  The Baltimore VAMC consists of a specialized outpatient PTSD clinic (PCT). Patients within the PCT include male and female veterans with a principal diagnosis of PTSD related to a variety of traumatic experiences, including combat, military sexual trauma (MST), and childhood abuse.  Patients range in age from early 20s to 80s, with a modal age of late 40s-early 50s.  Many patients in the PCT have other comorbid diagnoses and are active in treatment in other areas of mental health (e.g., Substance Abuse Treatment Program, Psychosocial Rehabilitation Recovery Center, Mental Health Clinic).  Our patient population is ethnically and racially diverse, with over 50% of patients of African-American descent. An increasing number of the patients seen are those service members recently returning from Operation Enduring Freedom (OEF) and Operation Iraqi Freedom (OIF). 

In addition, fellows will also work with the Services for Returning Veterans-Mental Health (SeRV-MH) program which is part of the Trauma Recovery Program at the Baltimore VAMC. The SeRV-MH team offers services specifically for OEF/OIF veterans and service members to assist in readjustment to civilian life. This program engages OEF/OIF veteran through several innovative programs.  Clinicians in the program not only participate in screening and treatment within the traditional hospital setting, but also provide outreach to returning National Guard and Reserve units, as well as organizations and clinicians in the community who are seeking training regarding issues faced by returning OIF/OEF veterans.  SeRV-MH clinicians also provide consultation/crisis management services and direct services related to readjustment issues (e.g., anger, marital problems, anxiety, sleep difficulty, depression).  The SeRV-MH team works closely with other specialty programs within the Mental Health Clinical Center to coordinate when necessary for PTSD or substance abuse treatment, or for other levels of care (Psychiatric Rehabilitation and Recovery Center, Acute, Residential).   Fellows will have the opportunity to participate in outreach activities and become involved in relevant SeRV-MH related tasks, including individual, group, and couples/family therapy for veterans returning from Afghanistan and Iraq. Additionally, fellows will have the opportunity to create groups that might be relevant for this population (e.g., anger group, spouse’s group).  Current groups for returning service members include an engagement group (the Navigator group), a postdeployment spousal support group, a Coping Skills group, a Cognitive Processing Therapy (CPT) group and a Dealing with Civilian Life group. Outreach activities may include presentations at local religious/civic organizations, at postdeployment events, and various media outlets.  
The Trauma Recovery Program (TRP) at the VAMHCS (Perry Point Division) consists of a specialized outpatient PTSD clinic (PCT) and PTSD Residential Rehabilitation Treatment Program (PRRTP). The PCT offers individual treatment for veterans with military-related PTSD. Patients within the PCT include male and female veterans and active service members who have a primary diagnosis of PTSD (25% due to sexual trauma; 17% due to non-combat and nonsexual trauma). Many patients in the PCT have other comorbid diagnoses and are active in treatment in other areas of mental health (e.g., SATP, PRRC, Mental Health Clinic, etc.).  The PRRTP offers individual and group psychotherapy to patients at varying stages of treatment, ranging from basic stabilization of symptoms to trauma-focused work utilizing EBPs.  Fellows will have the opportunity to facilitate group psychotherapy in Acceptance and Commitment Therapy, Cognitive Processing Therapy, Dialectical Behavior Therapy, Motivational Interviewing, Coping Skills, Anxiety Management, Anger Management and exposure based groups, and will carry a caseload of 2-4 individual psychotherapy clients. Our patient population is ethnically diverse with almost half (42%) of the patient population of African American descent. Fellows will have the opportunity to see individual psychotherapy patients from this program.
Finally, an added component of the training experiences at the Baltimore site is the availability of virtual reality treatment which consists of custom virtual environments that have been carefully designed to support exposure therapy of anxiety disorders.  The TRP has access to specific equipment for Virtual Afghanistan, Virtual Iraq, and Virtual Vietnam.  In addition, the same treatment equipment can also be used to treat fear of flying.  Fellows will have the opportunity to be trained in the use of virtual reality exposure treatment that allows therapists to manipulate situations to best suit the individual patient during a standard therapy hour (usually 45-50 minutes) and within the confines of the therapist's office.

Supervision 
The postdoctoral fellows specializing in Trauma Recovery will receive at least four hours of total supervision per week.  At least two hours per week will be face-to-face supervision, one of which will be individual supervision with their specific fellowship mentor.  Additional supervision and didactics will be provided by the remaining Trauma Recovery Program training faculty (F. Castro, M. Decker, A. Jacoby, E. Morton, S. Nett, D. O'Connor, E. Romero, A. Santanello, R. Thompson, J. Scott, S. Whooley). Supervisors are readily available to respond to fellows’ questions and provide impromptu guidance. When a fellow’s primary supervisor is on leave, back-up coverage is clearly delineated. At the beginning of a training rotation, the supervisor and fellow jointly assess the fellow’s training needs and establish individualized training goals. At the start of the fellowship year, fellows are expected to have a strong knowledge base in theory and clinical expertise in the treatment of PTSD, which allows for increasing levels of autonomy toward independent practitioner throughout the fellowship year. As this process of attaining graduated levels of responsibility unfolds, the supervision becomes less directive and more consultative. Written evaluation of the fellow’s progress is conducted midway through the rotation and at the end; the evaluation form used a mid- and final-rotation can be found in Appendix B. The fellow also provides written feedback about the quality of supervision received from each supervisor.  The form fellow use to evaluate the supervisory process can be found in Appendix C.

Staff psychologists with appropriate clinical privileges provide primary supervision to fellows. Credentialed clinicians from allied professions and non-staff psychology consultants provide supplemental training expertise. Responsibility for ensuring adequacy of supervision rests with the Fellowship Training Committee, under the leadership of the Director of Training. Fellowship faculty uses various modes and models of supervision in the training of fellows, including co-therapy, analysis of audiotaped or videotaped sessions, supervisor “shadowing,” and “junior colleague.” In all cases, fellows work closely with supervisors initially, and then gradually function more independently as their skills develop. There are opportunities for additional supervisory consultation with psychologists working outside the fellow’s normal assignment area.
Evaluation

The Director of Training will have a meeting with each fellow at the start of fellowship for goal-setting and specification of training objectives for each rotation, using the supervision contract found in Appendix A. The program utilizes the evaluation form found in Appendix B. It allows for the evaluation of skills at the postdoctoral level and includes a review of professional behavior, ethics, crisis management, assessment and treatment skills, ability to establish patient rapport, consultation skills, and supervisory skills.  It also includes a number of specific competencies the fellow is expected to demonstrate by the end of the training year. The supervisor will meet with each fellow to review the fellow’s evaluation, goals, and progress toward goals every four months throughout the fellowship program. The Director of Training will receive copies of the evaluation and will meet with the fellows to review the ratings and provide additional guidance and mentoring.
The program is also concerned with the fellows’ subjective experience during their tenure. They will be offered a review of the program at the end of each rotation and will be asked to participate in a meeting at the end of each year focused on specific individual training objectives, the effectiveness of training on each of their rotations, and any areas in need of improvement. This will ensure fidelity of training by the supervisory staff involved and will allow us to improve the training program from year to year.

Supporting Literature

Exposure therapy (ET; Foa et al., 1991; Keane et al., 1989) has been consistently demonstrated as an effective treatment for addressing specific traumatic memories; this approach has been endorsed by the Division 12 Task Force as an efficacious treatment for PTSD. Cognitive therapy (CT), Imagery Rehearsal Therapy (IRT) and Stress Innoculation Training (SIT) have consistently shown high rates of efficacy for symptoms reduction as well, and all four treatments have been adopted as best clinical practices by the VA/DoD Clinical Practice Guidelines (VA/DoD Clinical Practice Guideline, Management of Posttraumatic Stress, 2010). Additionally, the use of anxiety management training has been empirically supported in the PTSD and other anxiety research literature (Foa et al., 2000). Although there is limited evidence surrounding efficacious treatment for dual-diagnostic patients with PTSD and substance use disorders, the Seeking Safety protocol (Najavits, 2002) has demonstrated promising longitudinal outcome data. While preliminary studies were limited to small sample sizes, and few addressed veteran populations, more recent studies include larger samples and a variety of veteran populations. Coping skills that are part of the Seeking Safety program are similar in content to anxiety management training and make an important link between PTSD and substance abuse/dependence.  

In addition to the above-mentioned interventions, interns will be learning specific coping skills from Dialectical Behavior Therapy (DBT), which was originally designed for the treatment of borderline personality disorder but which can be applied to other patient populations (Linehan, 1993); principles of Acceptance and Commitment Therapy (ACT) as it applies to PTSD (Batten, Orsillo, & Walser, 2005; Hayes et al., 1999); relaxation procedures, including progressive muscle relaxation and guided imagery; and other cognitive-behavioral approaches, including skills such as cognitive reframing and behavioral activation (Foa et al., 2000).

Related to PTSD assessment, the CAPS has been shown to have excellent reliability and validity (convergent and discriminative validity) within trauma populations; it is considered the “gold standard” of interviews for PTSD (Weathers et al., 2001). The PCL (e.g., Ruggiero et al., 2003) and MISS (e.g., Norris et al., 1996), both symptom self-report measures, have demonstrated utility in the assessment and diagnosis of PTSD, with good evidence for reliability and validity. Finally, the BDI and BAI are commonly used self-report measures that involve a general assessment of depressive and anxiety symptoms, useful as adjunct data in the comprehensive assessments of veterans and for detection of possible co-occurring diagnoses. A comprehensive review of assessment procedures for trauma and PTSD can be found in Assessing Psychological Trauma and PTSD (Wilson & Keane, 2004).
Training Experiences

The VAMHCS is a large training hospital with a myriad of training opportunities. What are described below are the settings for the clinical rotations most commonly selected by our Fellows.  There are additional opportunities, but the description below covers that majority of commonly selected opportunities. The Trauma Recovery Program at the VAMHCS will provide fellows with training experiences at the Baltimore VAMC main hospital and Annex building, as well as the Perry Point VAMC.  The fellowship year will consist of two six-month rotations at the Baltimore VAMC and Perry Point VAMC, in the outpatient and residential treatment programs.  The training experiences will focus on the refinement of existing treatment and assessment skills related to traumatic stress as well as training of new skills as needed, and these experiences will occur in the context of the Baltimore and Perry Point Residential Recovery Treatment Programs (RRTPs) and the outpatient PTSD Clinical Team (PCT).  The fellows’ core training experiences will involve both outpatient and residential group therapies, psychoeducation and individual treatment. Elective experiences will be selected to round out the training plan for each fellow. In the PCT, fellows will be provided with training in individual and group psychotherapy (e.g., Seeking Safety, Cognitive Processing Therapy, Dialectical Behavior Therapy, Anxiety Management and exposure-based groups) for the treatment of PTSD. They will receive supervision in the two modes of treatment for PTSD with the most empirical support: exposure therapy and cognitive processing therapy.  In the PRRTP, fellows will participate on an interdisciplinary treatment team and will be involved in group therapy and treatment coordination for veterans in this program.  They will receive specific training in approaches to the treatment of dually-diagnosed veterans with PTSD and substance abuse/dependence, including Seeking Safety.  The patient load will include 2-4 individual psychotherapy patients in addition to co-leading several residential groups (e.g., psychoeducational groups, exposure-based groups).  Fellows will also get the unique opportunity to gain training in administration of TRP clinics on each rotation.  Fellows will work closely with the supervisor of each program to learn the fundamental aspects of running a program and application of policies to program functioning.

In addition, training will also focus on the specific assessment and treatment needs of returning veterans and this experience will occur primarily through the SeRV-MH program at the Baltimore VAMC. Furthermore, training will be individualized, based on the specific trainees’ goals and desired focus. For example, fellows can determine the balance in their caseload of postdeployment mental health problems through the SeRV-MH program with veterans of all eras with PTSD through the PRRTP and PCT. The postdoctoral fellows in the TRP will have the opportunity to gain experience not only with the conduct of trauma-related treatment in traditional mental health settings, but also with outreach and clinical programs aimed at the reduction of perceived stigma in non-traditional settings, such as college campuses. Our SeRV-MH program is proud to have received funding for a staff psychologist to work on college campuses with returning veterans through the greater Baltimore area to address post-deployment mental health concerns and reduce stigma.  Fellows will have the opportunity to work closely with this outreach and clinical program during the fellowship year.
Fellows will also have the opportunity to choose one of several minor rotations to participate in throughout the fellowship year.  The first rotation is designed to provide the opportunity to learn an empirically supported approach to working with couples affected by PTSD. If they choose, fellows will learn Emotionally Focused Couples Therapy (EFT) developed by Sue Johnson, Ed.D. This evidenced based treatment is based on the integration of attachment theory, humanistic psychology and systems theory. Trainees will discuss EFT literature, use the EFT training workbook, review and discuss professional training tapes and will develop and practice skills thru small group discussion and role plays. During the course of the year, the clinician will work with one or two couples.  The treatment population will be couples who have the psychological resources to benefit from this course of treatment. These veterans will usually be relatively higher functioning (GAF above 60) with a wide range of possible diagnoses. There will be weekly group supervision and scheduled individual supervision. Supervision modalities include discussion of the case and review of videotaped sessions. The minor requires a fellow to commit to 5 hours a week for a full year.  The minor will be supervised by Dr. Neil Weissman.

The administration rotation is designed to provide the opportunity to learn administration and policy from both a micro and macro perspective.  Fellows will participate in 6 month alternating rotations.  For half of the fellowship year, the fellow will coordinate the PTSD assessment clinic; coordination consists of discussing referrals with referring providers, management of a large database of referrals, scheduling appointments, documentation of appointments and closure of referrals.  Skills acquired in this rotation include application of VAMHCS policy to a program within the PCT, collaboration across programs within the hospital and appropriateness of referrals through chart reviews.  For the second 6 months, fellows travel to the Defense Centers of Excellence (DCoE) to participate in one of their Directorates (e.g., Psychological Health, Resilience and Prevention) on a project that allows them to learn implementation of policy as it applies to the field of trauma.  Examples of projects include work on a toolkit for VA national rollout trainings and development of fact sheets on a variety of topics including prevalence of psychological health conditions in service members.

An ongoing training experience throughout the year is skills in vertical supervision.  As developmentally appropriate, fellows learn various models of supervision through assigned readings, workshops and discussion of supervisory style in supervision with their primary mentor.  As fellows demonstrate competency in assessment and treatment for PTSD symptoms, they will begin to provide vertical supervision to a psychology extern or intern, under the direct supervision of their primary mentor.  Fellows who express an interest in learning more about psychology training in a VA setting may work closely with the Training Director in tasks such as internship application reviews, applicant interviews, and revision of the internship brochure.

Finally, an added component of the training experiences at the Baltimore site is the availability of virtual reality treatment which consists of custom virtual environments that have been carefully designed to support exposure therapy of anxiety disorders.  The TRP has access to specific equipment for Virtual Afghanistan, Virtual Iraq, and Virtual Vietnam.  In addition, the same treatment equipment can also be used to treat fear of flying.  Fellows will have the opportunity to be trained in the use of virtual reality exposure treatment that allows therapists to manipulate situations to best suit the individual patient during a standard therapy hour (usually 45-50 minutes) and within the confines of the therapist's office.
Assessment approach. Fellows in TRP track will participate in a standardized training for reliable administration of the Clinician-Administered PTSD Scale for DSM-IV (CAPS), and will demonstrate 100% reliability prior to independent assessment in the PTSD Assessment Clinic.  Fellows will complete at least six comprehensive assessments within the PTSD Assessment Clinic (PAC) during each training year, supervised by TRP psychologists (F. Castro, M. Decker, A. Jacoby, S. Nett, D. O'Connor, E. Romero, A. Santanello,J. Scott, R. Thompson) who have been trained in administration of the CAPS, the Structured Clinical Interview for DSM-IV, and a variety of measures of PTSD symptoms and associated features. In addition, fellows will also perform additional assessments in the PTSD Assessment Clinic (PAC) throughout the training year.  We expect that by the end of the fellowship, fellows will be able to implement and interpret the CAPS and other psychometrically sound assessment instruments for PTSD and other associated posttraumatic mental health problems (e.g., Anxiety Disorders Interview Schedule (ADIS), Minnesota Multiphasic Peronality Inventory-2). We also expect that fellows will be skilled at completing comprehensive assessments in response to consultations as well as more time-limited assessments of individuals with a history of trauma or PTSD.
Service Populations. Fellows will have opportunities to work with specific populations of medical, psychiatric, and geriatric patients through many of the unique programs and clinics available within the Trauma Recovery Program and Services for Returning Veterans-Mental Health Program.  The Baltimore VAMC consists of a specialized outpatient PTSD clinic (PCT) and Services for Returning Veterans-Mental Health (Serv-MH) Programs. Patients within the PCT include male and female veterans with a principal diagnosis of PTSD related to a variety of traumatic experiences, including combat, military sexual trauma (MST), and childhood abuse.  Many patients in the PCT have other comorbid diagnoses and are active in treatment in other areas of mental health (e.g., Substance Abuse Treatment Program, Psychosocial Rehabilitation Recovery Center, Mental Health Clinic).  Our patient population is ethnically and racially diverse, with over 50% of patients of African-American descent. An increasing number of the patients seen are those service members recently returning from Operation Enduring Freedom (OEF) and Operation Iraqi Freedom (OIF). 
In addition, fellows will also work with the Services for Returning Veterans-Mental Health (SeRV-MH) program which is part of the Trauma Recovery Program at the Baltimore VAMC. The SeRV-MH team offers services specifically for OEF/OIF/OND veterans and service members to assist in readjustment to civilian life. This program engages OEF/OIF /OND veteran through several innovative programs.  Clinicians in the program not only participate in screening and treatment within the traditional hospital setting, but also provide outreach to returning National Guard and Reserve units, as well as organizations and clinicians in the community who are seeking training regarding issues faced by returning OIF/OEF veterans.  SeRV-MH clinicians also provide consultation/crisis management services and direct services related to readjustment issues (e.g., anger, marital problems, anxiety, sleep difficulty, depression).  The SeRV-MH team works closely with other specialty programs within the Mental Health Clinical Center to coordinate when necessary for PTSD or substance abuse treatment, or for other levels of care (Psychiatric Rehabilitation and Recovery Center, Acute, Residential).   Fellows will have the opportunity to participate in outreach activities and become involved in relevant SeRV-MH related tasks, including individual, group, and couples/family therapy for veterans returning from Afghanistan and Iraq. Additionally, fellows will have the opportunity to create groups that might be relevant for this population (e.g., anger group, spouse’s group).  Current groups for returning service members include an engagement group (the Navigator group), a postdeployment spousal support group and a Coping Skills group. Outreach activities may include presentations at local colleges/universities, religious/civic organizations, at postdeployment events, and various media outlets.
The Trauma Recovery Program (TRP) at the VAMHCS (Perry Point Division) consists of a specialized outpatient PTSD clinic (PCT) and PTSD Residential Rehabilitation Treatment Program (PRRTP). The PCT offers individual treatment for veterans with military-related PTSD. Patients within the PCT include male and female veterans and active service members who have a primary diagnosis of PTSD (25% due to sexual trauma; 17% due to non-combat and nonsexual trauma). Many patients in the PCT have other comorbid diagnoses and are active in treatment in other areas of mental health (e.g., SATP, PRRC, Mental Health Clinic, etc.).  The PRRTP offers individual and group psychotherapy to patients at varying stages of treatment, ranging from basic stabilization of symptoms to trauma-focused work utilizing EBPs.  Fellows will have the opportunity to facilitate group psychotherapy in Acceptance and Commitment Therapy, Cognitive Processing Therapy, Dialectical Behavior Therapy, Motivational Interviewing, Coping Skills, Anxiety Management, Anger Management and exposure based groups, and will carry a caseload of 2-4 individual psychotherapy clients. Our patient population is ethnically diverse with almost half (42%) of the patient population of African American descent. Fellows will have the opportunity to see individual psychotherapy patients from this program.
Didactic training. Fellows will attend the monthly trauma didactic seminar.  The focus of the didactics will be on assessment, evidence based clinical practice, and professional development.  Topics include applied learning and practice of empirically supported treatments, advanced statistical procedures, case conferences and becoming a clinical supervisor in the field of PTSD. Furthermore, the TRP also holds a weekly consultation meeting focused on exposure therapy that is led by Dr. M. Decker, who is certified as a PE therapist and PE consultant in the national PE dissemination project.  This meeting allows staff and trainees to learn about PE and receive consultation from peers and supervisors.  In addition, the VISN 5 Mental Illness Research Education and Clinical Center (MIRECC), has offered to include all VAMHCS postdoctoral fellows in existing didactics in which the current MIRECC fellows already participate. Optional activities will include University of Maryland Baltimore (UMB) Psychiatry Grand Rounds and other offerings throughout the year.  Attendance at conferences sponsored by the Veteran’s Health Administration, VA MS Center of Excellence, Defense and Veteran’s Brain Injury Center, and Defense Centers of Excellence in Psychological Health and TBI (DCoE) will be encouraged. Attendance at national conferences, such as ISTSS or ABCT, is also encouraged throughout the year. The fellow will be encouraged to participate in relevant DCoE and VA teleconferences if relevant to their specialty area.  In addition, webinars on areas of expertise in PTSD are made available to fellows on a regular basis.  Finally, TRP staff and trainees may also participate in biweekly training in the use of Emotionally Focused Couple Therapy (EFT) for couples where one of the partners has PTSD, and the VAMHCS TRP is participating in the roll-out of the Cognitive Processing Therapy and Prolonged Exposure trainings spearheaded by the National Centers for PTSD.

Administrative Training. Fellows will also receive administrative didactic training through the monthly trauma seminar and will apply this training to the administration and coordination of the PTSD Assessment Clinic, under the supervision of a licensed clinical psychologist.  Fellows may elect to participate in supervised learning of the administration of a PCT or PRRTP with the team leads of those programs as well.  Applied learning of administration may also take the form of program development and outcome research on the effectiveness of individual and group psychotherapy within the clinics.

Requirements for Completion

Please see Appendix B for full evaluation used in the Trauma Recovery Program Fellowship. Minimum levels of competence expected for a fellow to remain in good standing in the program:

Goal for fellow evaluations done at first quarter: All competency areas will be rated at a level of competence of Intermediate or higher. No competency areas will be rated as Remedial or Entry Level.  

Goal for fellow evaluations done at second quarter: At least 80% of competency areas will be rated at level of competence of High Intermediate or higher. No competency areas will be rated as Remedial or Entry Level.  

Goal for fellow evaluations done at third quarter: At least 85% of competency areas will be rated at level of competence of High Intermediate or higher. No competency areas will be rated as Remedial or Entry Level.  

Goal for fellow evaluations done at fourth quarter: At least 90% of competency areas will be rated at level of competence of High Intermediate or higher. No competency areas will be rated as Remedial or Entry Level.  

Facility and Training Resources

Fellows will be assigned an office according to their training rotation which will include individual work stations with networked computers and dedicated phone lines. The VAMHCS supports two statistical analysis software programs on their research servers, SAS and SPSS. In addition, the fellows will have access to Endnote. Our affiliation with the UMB School of Medicine allows our fellows access to the University’s Health Services and Human Sciences Library (HSHSL). This includes on-line access to neuropsychology, psychology, and medical journals; access to various search engines; and access to a wide representation of texts in neuropsychology, neurology, and other medical disciplines. Further, the VAMHCS library at the Baltimore VA Medical Center provides free interlibrary loan for articles not accessible to the student at the UMB HSHSL. This library also provides access to medical journals and can purchase texts as necessary.  There is a large adminstrative staff within the VAMHCS Mental Heath Clinic and Executive Office, and fellows are provided access to any adminstrative materials necessary to perform their clincial and research duties.
Administrative Policies and Procedures

The term of the Trauma Recovery Fellowship will be full-time for one year, beginning on or about Labor Day and ending at about that same date the following year. There is funding available for 2 full-time positions and the current stipend is $45,961 per annum.  State and Federal income tax and FICA are withheld from residents’ checks. Annual and sick leave are accrued at the rate of 4 hours per pay period and the fellows are entitled to 10 federal holidays per year. Fellows may use up to 5 days of authorized absence for attendance to activities that promote education (conferences, workshops) and professional development (job interviews); they may also apply for up to $500 of travel and tuition expenses for training or conference experiences consistent with their training goals. Fellows are eligible for federal health insurance but not life insurance or retirement programs. Procedures for due process in case of problematic performance are in place, as are grievance procedures, both for fellows and psychology staff. A copy of these documents may be obtained by emailing the Director of Training. Our privacy policy is clear: we will collect no personal information about you when you visit our website.

Training Staff
Frank Castro, Ph.D is the Team Lead for the PTSD Clinical Team (PCT) on the Perry Point campus. He received his Ph.D. from Temple University in 2009 where his training and research examined the psychophysiological underpinnings of common emotion regulation strategies (i.e. acceptance, cognitive reappraisal, and suppression). While at Temple, he was fortunate to receive an APA Minority Fellowship in Mental Health and Substance Abuse from 2007 to 2008. Dr. Castro completed his pre-doctoral internship with a focus on PTSD and substance abuse at the National Center for PTSD at the VA Boston Healthcare in 2009. Following his internship, he completed a two year NIMH-funded T-32 postdoctoral fellowship focused on exploring clinician and client variables influencing the implementation and sustainability of treatments for PTSD. In particular, he is interested in implementing programs that increase access to evidence based interventions for marginalized patient populations.  Dr. Castro has received training in a number of interventions including: Acceptance and Commitment Therapy (ACT);  Cognitive Behavioral Therapy (CBT); Cognitive–Behavioral Conjoint Therapy for PTSD; Cognitive Processing Therapy (CPT); Dialectical Behavior Therapy (DBT);  Motivational Interviewing (MI); Prolonged Exposure (PE); and Seeking Safety (SS). 

Melissa Decker, Psy.D. is the Director of the Postdoctoral Fellowship in PTSD in Returning Veterans, as well as Acting Director of Training for the VA/UMB Psychology Internship Program.  She completed a psychology internship and postdoctoral fellowship in the Trauma Recovery Program at the VA Maryland Health Care System.  She received supervision and training in empirically supported treatments for PTSD, as well as co-morbid PTSD and substance use, medical illness, and health behavior change.  She has trained with Drs. Foa and Hembree to become a certified Prolonged Exposure consultant for the VA National Rollout Trainings.  Dr. Decker has received training in Acceptance and Commitment Therapy (ACT), CPT, PE and DBT over the course of her graduate studies, and her doctoral dissertation investigated the role of worry in experiential avoidance.  Her research interests include treatment outcome research for innovative ESTs for PTSD, as well as the relationship between PTSD and comorbid health concerns.  Dr. Decker was honored to be the recipient of the Outstanding Supervisor Award, awarded by the 2009-2010 VA/UMB Internship Consortium class.
Aaron M. Jacoby, Ph.D. is the Coordinator of the Trauma Recovery Program as well as the Acting Deputy Director, Mental Health Clinical Center (MHCC), Baltimore Division.  Dr. Jacoby’s primary duties include overseeing trauma recovery program delivery across VA Maryland Healthcare System (VAMHCS).  In his Acting Deputy Director, MHCC, Baltimore role, he oversees the Consultative, Inpatient, Outpatient, and Special Programs Sub-product lines with programs at the Baltimore VA Medical Center, Perry Point VA Medical Center, and all affiliated Community Based Outpatient Clinics (CBOCs).  Dr. Jacoby provides direct oversight over 150 staff members and directly assists the Director, Mental Health Clinical Center (MHCC), in day-to-day operations of the MHCC.  Most recently, Dr. Jacoby served as Acting Clinical Manager for Special Programs, where he oversaw trauma recovery and substance abuse programming at VAMHCS.  Aside from currently managing and supervising a large staff of dedicated and talented clinicians who provide an array of services to Veterans from all eras, Dr. Jacoby provides direct patient care for Veterans diagnosed with PTSD and Substance Dependence and promotes the utilization of evidence-based treatments for PTSD and substance abuse across VAMHCS.  He has served as clinical consultant for the Baltimore and Baltimore County Vet Centers.  Dr. Jacoby has participated in research on PTSD assessment, patient satisfaction, suicide assessment and treatment, treatment-resistant depression, and bipolar disorder for over 17 years.  Over the past 6 years, Dr. Jacoby has participated as an active member of the National Center for PTSD’s VA mentorship program.  He has been trained in the delivery of evidence-based psychotherapies for PTSD including Prolonged Exposure (PE) therapy and Cognitive Processing Therapy (CPT) and uses these approaches in his treatment of Veterans from across all service eras.  Dr. Jacoby has been affiliated with Veterans Affairs (VA) since 1999 when he completed his pre-doctoral internship at VA Pittsburgh Healthcare System (VAPHS).  Prior to his current positions in VAMHCS, he had worked in a number of capacities in VA, including study coordinator for a Food and Drug Administration (FDA) trial on vagal nerve stimulation therapy for treatment resistant depression, study coordinator for comorbidity studies in the Mental Illness Research, Education, and Clinical Center (MIRECC) at VAPHS, staff psychologist in the Posttraumatic stress disorders Clinical Team (PCT) at VAPHS, and mental health Point of Contact (POC) for PTSD services in Veterans Integrated Service Network (VISN) 4.  Dr. Jacoby earned his Doctorate in Clinical Psychology from Catholic University of America in 2004.  He is licensed in the state of Pennsylvania.

Erika Morton, Ph.D. completed her graduate education at Saint Louis University. She completed a pre-doctoral internship at the Washington, D.C. VAMC and a postdoctoral fellowship in trauma at the Pittsburgh VAMC. Her dissertation research focused on the effects of racial microaggressions and colorblindness on the working alliance of cross-racial counseling dyads. She received supervision and training in empirically supported treatments for PTSD, specifically Cognitive Processing Therapy and Prolonged Exposure therapy.  She has also received training in Dialectical Behavior Therapy. In August 2011, Dr. Morton was hired as a staff psychologist in the Trauma Recovery Program (TRP) at the Baltimore VAMC. She has assumed the role of coordinator within the PTSD Assessment Clinic and has started a monthly journal club exploring up-to-date research pertaining to the assessment, diagnosis, and treatment of PTSD.  

Sara Nett, Psy.D is the MST Coordinator for the VAMHCS.  She completed her graduate training in Clinical Psychology at Indiana State University.  She completed an integrated postdoctoral fellowship in trauma recovery and traumatic brain injury at the VA Maryland Health Care System, following the completion of a predoctoral internship at the Salem VA Medical Center.  Dr. Nett has received training in a variety of evidence based treatments for trauma and comorbid substance use disorders, including Acceptance and Commitment Therapy, Prolonged Exposure Therapy, Cognitive Processing Therapy, Dialectical Behavior Therapy, and Seeking Safety.  Her clinical and research interests include the use of evidence based treatments for Posttraumatic Stress Disorder, the role of experiential avoidance in maintaining symptoms of PTSD, treatment of sexual trauma, and treatment of personality disorders.

Dave O'Connor, Ph.D. earned his graduate degree  in Clinical Psychology at the Florida State University in Tallahassee Florida.  He completed his internship at the Baltimore VAMHCS in 2002 with specialized training in the assessment and treatment of substance use disorders (SUD), neuropsychological assessment, and medical psychology.  Dr. O'Connor was hired here after internship and provided general assessment, individual and group SUD treatment, and student training in the Opiate Agonist Treatment Program.   During this work he developed an interest in the treatment of co-morbid SUD and PTSD and was very excited in 2009 to accept the position of Addiction Psychologist assigned to the Trauma Recovery Program in which, he focuses on providing care to this dual diagnosis population.  Dr. O'Connor has received training in Motivational Enhancement, Prolonged Exposure, Cognitive Processing Therapy, and Relapse Prevention.   Provision of and training in psychological assessment has always been one of Dr. O'Connor's areas of interest and he has served on the Training Committee as Assessment Coordinator for the VA/UMB Internship Consortium since 2009.  He was highly gratified to be the recipient of the Outstanding Supervisor Award, awarded by the 2008-2009 VA/UMB Internship Consortium class.
Erin Romero, Ph.D. received her doctoral degree from Northwestern University Feinberg School of Medicine, Department of Psychiatry and Behavioral Sciences, Division of Psychology. While at Northwestern, Dr. Romero received generalist clinical training in several treatment settings, including a community mental health center, college counseling center and an intensive outpatient treatment program for eating disorders and weight management.  She completed a psychology predoctoral internship at the VA Maryland Health Care System (VAMHC) and obtained specialized training in substance use, serious mental illness, and PTSD.  She received further specialized training in PTSD during her integrated postdoctoral fellowship in traumatic brain injury and PTSD in returning veterans at the VAMHC.  Dr. Romero has received training in a variety of treatment models, including Acceptance and Commitment Therapy, Prolonged Exposure Therapy, Cognitive Processing Therapy, Virtual Reality Exposure Treatment, Seeking Safety, Dialectical Behavior Therapy, Wellness Recovery Action Planning, and Social Skills Training.  Dr. Romero's research has focused on racial/ethnic health disparities.  Her research on the mental health needs and HIV/AIDS risk behaviors of delinquent youth has resulted in multiple peer-reviewed publications and conference presentations.  Her doctoral dissertation investigated the role of incarceration in HIV/AIDS risk behaviors.  Since working with veterans during her pre-doctoral internship, Dr. Romero has increasingly become interested in the effectives of EBTs in PTSD symptom reduction and in barriers to treatment in returning veterans.  Dr. Romero is the Coordinator for the Baltimore PTSD Clinical Team and for Services for Returning Veterans Mental Health Program (SeRV-MH) across the VAMHCS and the Acting Team Lead for the Baltimore PTSD Clinical Team.  The SeRV-MH program focuses on treatment engagement (including outreach), consultation/crisis management and providing evidenced based treatment for returning veterans from the OEF/OIF wars and other combat areas that are part of the Global War on Terrorism. 

Andrew Santanello, Psy.D. completed a psychology internship and a post-doctoral fellowship at the Baltimore VAMC and is a licensed psychologist in Maryland. He has received training in Acceptance and Commitment Therapy, Prolonged Exposure Therapy (PE), and Cognitive Processing Therapy (CPT) and is listed on VA national rosters of certified clinicians for both PE and CPT. In addition to empirically-based psychotherapies for Posttraumatic Stress Disorder (PTSD), Dr. Santanello has a strong interest in mindfulness-based psychotherapy. He has served Maryland’s veterans in various roles and locations within the VA Maryland Health Care System (VAMHCS) in the past including Addictions/Trauma specialist for the PTSD Clinical Team at the Perry Point VA Medical Center and Local Evidenced-Based Psychotherapy Coordinator for both the Baltimore and Perry Point VA Medical Centers. Currently, Dr. Santanello is the Unit Manager for the Dual Diagnosis (PTSD and Substance Abuse) residential program at the Baltimore VA Medical Center.
Jill (Panuzio) Scott, Ph.D. is the PTSD-SUD Specialist on the Perry Point campus. She received her Ph.D. in Clinical Psychology from the University of Nebraska-Lincoln in 2011, where her clinical and research efforts centered on the relationship between trauma-related psychopathology and family violence. Dr. Scott completed a clinical internship at the Boston Consortium in Clinical Psychology, with a focus on substance use disorders and posttraumatic stress disorder. Following internship, she completed a postdoctoral fellowship at the National Center for Posttraumatic Stress Disorder, VA Boston Healthcare System. Dr. Scott’s interests include empirically supported assessment and treatment for veterans with dual diagnoses. She has received training in several ESTs for PTSD and substance use disorders over the course of her training, including Behavioral Couples Therapy for Alcohol and Drug Abuse, Cognitive Behavioral Therapy, Cognitive Processing Therapy, Motivational Interviewing, Relapse Prevention, and Seeking Safety.

Rachel Thompson, Ph.D. received her doctoral degree in Clinical Psychology from The Catholic University of America.  She completed her predoctoral psychology internship at the Georgia Health Sciences University/Charlie Norwood VA Medical Center Psychology Residency Consortium, where she pursued a clinical emphasis in PTSD and women’s issues.  She received further training in the assessment and treatment of PTSD and related disorders during her postdoctoral fellowship in Trauma Recovery in Returning Veterans at the VA Maryland Health Care System.  Dr. Thompson has received specialized training in a variety of treatment models, including Prolonged Exposure, Cognitive Processing Therapy, Acceptance and Commitment Therapy, Seeking Safety, and Dialectical Behavior Therapy.   She has strong clinical and research interests in the utility of mindfulness and acceptance-based techniques for both the prevention and treatment of PTSD.
Neil Weissman, Psy.D, has been an attending psychologist for the VA since 1992 and has supervised interns for these 19 years. He has completed a post doctoral fellowship in the treatment of SMI from Sheppard Pratt and has received specialized training in CBT from the Beck Institute in Philadelphia. Dr. Weissman is also a certified supervisor in Emotionally Focused Couples Therapy from the International Center for Excellence in Emotionally Focused therapy.

Shawn Whooley, Psy.D.  earned her graduate degree in Clinical Psychology at Loyola College in Maryland. She completed a psychology internship at the Baltimore VAMHCS, and her post-doctoral fellowship training included shared time between the Trauma Recovery Program at the Baltimore VAMHCS and Trauma Services at Springfield State Hospital.  Over the course of her graduate studies, Dr. Whooley has received training in Acceptance and Commitment Therapy (ACT), Prolonged Exposure Therapy, and DBT, as well as other empirically supported treatments for a range of mental health issues. Dr. Whooley works part-time at the Baltimore VA and part-time in private practice specializing in anxiety disorders. Her clinical and research interests include values based behavioral interventions such as ACT, mindfulness based interventions, and the development and evaluation of treatment programs.
Trainees

2012-2013 Fellows:

Emily Gilmore, Psy.D, Clinical Psychology, Interned at the Pittsburgh VA Medical Center, Pittsburgh, PA.

Rebecca Hoffman, Ph.D, Clinical Psychology, Interned at the VA Maryland Health Care System/University of Maryland School of Medicine Consortium, Baltimore, MD.

2011-2012 Fellows:

Julia Bosson, Ph.D, Clinical Psychology, Interned at the Atlanta VA Medical Center, Atlanta, GA.

Current Position – Staff Psychotherapist, Therapy Services – NYC.

Rachel Thompson, Ph.D., Clinical Psychology, Interned at the Medical College of Georgia/Charlie Norwood VA Medical Center, Augusta, GA.

Current Position – Staff Psychologist, Trauma Recovery Program, VA Maryland Health Care System.

2010-2011 Fellows:

Michael Ferenschak, Psy.D., Clinical Psychology, Interned at the Bay Pines VA Medical Center, St. Petersburg, FL.

Current Position – Staff Psychologist, Camden County Health Services Center/University of Medicine and Dentistry of New Jersey.
James Lickel, Ph.D., Clinical Psychology, Interned at VA Maryland Health Care System/University of Maryland School of Medicine Consortium, Baltimore, MD.

Current Position – Staff Psychologist, Trauma Recovery Program/Mental Health Clinic, Evidenced-Based Coordinator, Madison VA Medical Center.

2009-2010 Fellows:

Suzanne C. Leaman, Ph.D., Clinical Psychology, Interned at the VA Maryland Health Care System/University of Maryland School of Medicine Consortium, Baltimore, MD.

Current Position – Research Psychologist, Department of Medicine, Uniformed Services University, Trauma and Anxiety Recovery Program, Emory University
Erin G. Romero, Ph.D., Clinical Psychology, Interned at the VA Maryland Health Care System/University of Maryland School of Medicine Consortium, Baltimore, MD.

Current Position – Staff Psychologist and Coordinator, Baltimore PTSD Clinical Team and Serving Returning Veterans - Mental Health Program (SeRV-MH), VA Maryland Health Care System

2008-2009 Fellows:
Kathleen Brundage, Ph.D., Counseling Psychology, Interned at Albany Psychology Internship Consortium, Albany, NY.

Current Position – Clinical Psychologist/PTSD Specialist, Rural Health Team, Portland VAMC. 
Sara Nett, Psy.D., Clinical Psychology, Interned at the Salem VAMC.

Current Position – Staff Psychologist, Trauma Recovery Program, VA Maryland Health Care System

Current and past fellows have provided written consent for their names to be posted on our website.
Local Information

The VA Medical Center in downtown Baltimore is located on the West side of the city about 4 blocks from Camden Yards and Ravens Stadium. We are in walking distance to the Inner Harbor, the Hippodrome, the Walters Art Museum, and various historic landmarks. Baltimore has an active live music scene, interesting neighborhoods with unique shopping, and a vital downtown arts program (www.baltimore.org). 

The surrounding area offers access to the Shenandoah Mountains, a variety of National and State Parks, and various historic sites. The Baltimore VAMC is a 40-minute drive from downtown Washington, DC.

Appendix A

VAMHCS Psychology Postdoctoral Fellowship in Posttraumatic Stress Disorder

Supervision Contract 2012-2013

Fellow name: 





Rotation/clinic name: 




Supervisor name: 




Date: 





Psychology Fellow: I agree to the following conditions and procedures related to supervision:  

1) Take supervision time seriously, be on time and prepared to ask and respond to questions/concerns

2) Practice ethically, legally, and professionally as outlined by APPIC, APA, and the Maryland Board of Psychologists

3) Be open and honest (sharing successes, deficits, and mistakes) and willing to accept constructive feedback

4) Comply with all clinic and program policies, procedures, and paperwork, including volume expectations

5) Ask for help on cases and paperwork when needed

6) Actively participate in the supervision process by setting goals, planning, and identifying criteria for success

7) Provide the supervisor with honest feedback about supervision and the supervisory process

8) Always work within the limits of  my competency, skills, and training

9) Be respectful of and abide by confidentiality, required reporting, and related regulations (HIPAA, Joint Commission)

10) Strive to be self-aware and willing to work toward professional growth and competence

11) Communicate concerns directly with my supervisor and, if needed, also with the consortium director of training and/or associate directors of training. 

Supervisor: I agree to the following conditions and procedures related to supervision: 
1) Orient supervisees to supervision and the supervisory process, including setting goals, planning, and identifying criteria for success.

2) For primary supervisors: Ensure that my supervisee receives a minimum of 2 hours of face-to-face, individual supervision and a minimum of 2 hours of other supervision (which may be done in a group setting, via telephone, etc.) per week. This supervision may be provided by other supervisors, but I will work with the fellow to ensure that this requirement is met.

3) Take the supervision time seriously, be on time, and be prepared to address questions/concerns

4) Supervise according to high ethical, legal, and professional standards as outlined by APPIC, APA and the Maryland Board of Psychologists

5) Share relevant resources with the supervisee and teach evidence-based skills as part of supervision

6) Take a strengths-based approach with a focus on both successes and challenges

7) Comply with all documentation and correspondence/external communication requirements (specified by COMAR, Psych Associate, Joint Commission etc), including documenting supervision and signing off on clinical records and external correspondences 

8) Seek consultation/support on best practices in supervision and on issues outside of my expertise

9) Provide the supervisee with honest and constructive written and verbal feedback about his/her work
10) Primary supervisors: Please indicate fellow’s supervision schedule. Please include the supervision that you will provide as well as any other supervision that the fellow is scheduled to receive (e.g., supervision at other clinics or on minor rotations) so that this is a complete list of the supervision the fellow will be receiving. 
	Day of the week
	Time
	Mode (individual, group, in person, by phone, etc.)
	Supervisor name
	Frequency
	Duration of supervision sessions

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


11) Be available to address crisis situations during non-supervisory times

12) Help support ethical practice and work with supervisee toward professional growth and competence

13) Review my evaluations of the fellow/supervisee in person with him/her

14) Comply with supervisory guidelines and expectations established by the Consortium Training Committee

15) Keep the Fellowship Training Committee apprised of fellow progress by completing evaluations when they are scheduled and notifying the training committee if serious deficiencies that are in need of remediation are identified prior to scheduled evaluations. 

The following rotation/clinic-specific competencies have been agreed upon as training goals that the supervisor and supervisee will address during the rotation/training year (Please identify several competencies below that the fellow can expect to be evaluated on several times throughout the training experience):

1. Competency:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Competency:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. Competency:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I have reviewed the specific goals and skills for this rotation with the supervisee:



  Yes



  No
My signature below indicates that I have read the Supervision Contract and agree to abide by its terms.

__________________________




______________

Fellow







Date

__________________________




______________

Supervisor







Date

Appendix B
Vamhcs post-doctoral fellowship in PTSD in returning veterans

psychology trainee competency assessment form

2012-2013

Trainee: _______________________________


Supervisors: ____________________________

Rotation/Clinic: __________________________

Evaluation time point: 


1st rotation

mid 

final






2nd rotation

mid

final







3rd rotation

mid

final     








Assessment Method(s)
___ Direct observation



___ Review of written work 

___ Videotape




___ Review of raw test data

___ Audiotape




___ Discussion of clinical interaction

___ Case presentation   



___ Comments from other staff


Goal: Competence in Professional Conduct, Ethics and Legal Matters
Objective:  Professional Interpersonal Behavior

Interactions with treatment teams, peers and supervisors are professional and appropriate; Trainee seeks peer support as needed. 

A
Smooth working relationships, handles differences openly, tactfully and effectively.

HI
Actively participates in team meetings. Appropriately seeks input from supervisors to cope with rare interpersonal concerns.

I
Progressing well on providing input in a team setting. Effectively seeks assistance to cope with interpersonal concerns with colleagues.

E
Ability to participate in team model is limited, relates well to peers and supervisors.  

R
May be withdrawn, overly confrontational, insensitive or may have had hostile interactions with colleagues.

Objective: Seeks Consultation/Supervision

Seeks consultation or supervision as needed and uses it productively.  

A
Actively seeks consultation when treating complex cases and working with unfamiliar symptoms. 

HI
Open to feedback, shows awareness of strengths and weaknesses, uses supervision well when uncertain; Occasionally over- or under-estimates need for supervision. 

I
Generally accepts supervision well, but occasionally defensive. Needs supervisory input for determination of readiness to try new skills. 

E
Needs intensive supervision and guidance, difficulty assessing own strengths and limitations.
R
Frequently defensive and inflexible; Resists important and necessary feedback. 

Objective: Uses Positive Coping Strategies

Demonstrates positive coping strategies with personal and professional stressors and challenges. Maintains professional functioning and quality patient care. 

A
Good awareness of personal and professional problems. Stressors have only mild impact on professional practice.  Actively seeks supervision and/or personal therapy to resolve issues. 

HI
Good insight into impact of stressors on professional functioning, seeks supervisory input and/or personal therapy to minimize this impact. 

I
Needs significant supervision time to minimize the effect of stressors on professional functioning.  Accepts reassurance from supervisor well.

E
Personal problems can significantly disrupt professional functioning.  

R 
Denies problems or otherwise does not allow them to be addressed effectively.

Objective: Professional Responsibility and Documentation

Responsible for key patient care tasks (e.g. phone calls, letters, case management), completes tasks promptly.  All patient contacts, including scheduled and unscheduled appointments, and phone contacts are well documented. Records include crucial information.

A
Maintains complete records of all patient contacts and pertinent information.  Notes are clear, concise and timely.  Takes initiative in ensuring that key tasks are accomplished. Records always include crucial information.
HI
Maintains timely and appropriate records; may forget some minor details or brief contacts (e.g. phone calls from patient), but recognizes these oversights and retroactively documents appropriately.  Records always include crucial information.  

I
Uses supervisory feedback well to improve documentation.  Needs regular feedback about what to document.  Rarely, may leave out necessary information, and occasionally may include excessive information. Most documentation is timely. 

E
Needs considerable direction from supervisor.  May leave out crucial information. 

R
May seem unconcerned about documentation.  May neglect to document patient contacts.  Documentation may be disorganized, unclear or excessively late.
Objective: Efficiency and Time Management

Efficient and effective time management.  Keeps scheduled appointments and meetings on time.  Keeps supervisors aware of whereabouts as needed.  Minimizes unplanned leave, whenever possible.

A
Efficient in accomplishing tasks without prompting, deadlines or reminders. Excellent time management skills regarding appointments, meetings and leave. 

HI
Typically completes clinical work/patient care within scheduled hours. Generally on time.  Accomplishes tasks in a timely manner, but needs occasional deadlines or reminders. 

I
Completes work effectively and promptly by using supervision time for guidance.  Regularly needs deadlines or reminders.

E
Highly dependent on reminders or deadlines.  

R
Frequently has difficulty with timeliness fashion.  Or tardiness or unaccounted absences are a problem. 

Objective:  Knowledge of Ethics and Law

Demonstrates good knowledge of ethical principles and state law. Consistently applies these appropriately, seeking consultation as needed. 

A
Spontaneously and consistently identifies ethical and legal issues and addresses them proactively.  Judgment is reliable about when consultation is needed

HI
Consistently recognizes ethical and legal issues, appropriately asks for supervisory input.

I
Generally recognizes situation where ethical and legal issues might be pertinent, is responsive to supervisory input.

E
Often unaware of important ethical and legal issues.  

R
Disregards important supervisory input regarding ethics or law.  

Objective: Administrative Competency

Demonstrates a growing ability to accomplish administrative tasks. Prioritizes appropriately. Shows a growing autonomy in management of larger administrative, research or clinical projects.

A
Independently assesses the larger task to be accomplished, breaks the task into smaller ones and develops a timetable. Prioritizes various tasks and deadlines efficiently and without need for supervisory input. Makes adjustments to priorities as demands evolve. 

HI
Identifies components of the larger task and works independently on them. Needs some supervisory guidance to successfully accomplish large tasks within the timeframe allotted.  Identifies priorities but needs input to structure some aspects of task. 

I
Completes work effectively, using supervision time to identify priorities and develop plans to accomplish tasks. Receptive to supervisory input to develop own skills in administration. 

E
Trainee takes on responsibility then has difficulty asking for guidance or accomplishing goals within timeframe.

R 
Deadline passes without task being done. Not receptive to supervisory input about own difficulties in this process.

Goal: Competence in Individual and Cultural Diversity

Objective:  Patient Rapport

Consistently achieves a good rapport with patients.

A
Establishes quality relationships with almost all patients, reliably identifies potentially challenging patients and seeks supervision.

HI
Generally comfortable and relaxed with patients, handles anxiety-provoking or awkward situations adequately so that they do not undermine therapeutic success.

I
Actively developing skills with new populations. Relates well when has prior experience with the population.

E
Has difficulty establishing rapport.  

R
Alienates patients or shows little ability to recognize problems.

Objective: Sensitivity to Patient Diversity

Sensitive to the cultural and individual diversity of patients. Committed to providing culturally sensitive services.

A
Discusses individual differences with patients when appropriate. Acknowledges and respects differences that exist between self and clients in terms of race, ethnicity, culture and other individual difference variables.  Recognizes when more information is needed regarding patient differences and seeks out information autonomously.  Aware of own limits to expertise.

HI
In supervision, recognizes and openly discusses limits to competence with diverse clients.  

I
Has significant lack of knowledge regarding some patient groups, but resolves such issues effectively through supervision. Open to feedback regarding limits of competence.
E
Is beginning to learn to recognize beliefs which limit effectiveness with patient populations. 

R
Has been unable or unwilling to surmount own belief system to deal effectively with diverse patients.

Objective: Awareness of Own Cultural and Ethnic Background

Aware of own background and its impact on clients.  Committed to continuing to explore own cultural identity issues and relationship to clinical work.  

A
Accurately self-monitors own responses to differences, and differentiates these from patient responses. Aware of personal impact on clients different from self. Thoughtful about own cultural identity. Reliably seeks supervision when uncertain.

HI
Aware of own cultural background. Uses supervision well to examine this in psychological work. Readily acknowledges own culturally-based assumptions when these are identified in supervision. 

I
Uses supervision well to recognize own cultural background and how this impacts psychological work. Comfortable with some differences that exist between self and clients and working well on others. May occasionally deny discomfort with patients to avoid discussing relevant personal and patient identity issues. 

E
Growing awareness of own cultural background and how this affects psychological work. Can make interpretations and conceptualizations from culturally-based assumptions. Responds well to supervision.

R
Has little insight into own cultural beliefs even after supervision. 

Goal: Competence in Theories and Methods of Psychological Diagnosis and Assessment
Objective: Diagnostic Skill

Demonstrates a thorough working knowledge of psychiatric diagnostic nomenclature and DSM multiaxial classification.  Utilizes historical, interview and psychometric data to diagnose accurately.

A
Demonstrates a thorough knowledge of psychiatric classification, including multiaxial diagnoses and relevant diagnostic criteria to develop an accurate diagnostic formulation autonomously.  

HI
Has a good working knowledge of psychiatric diagnoses.  Is thorough in consideration of relevant patient data, and diagnostic accuracy is typically good. Uses supervision well in more complicated cases involving multiple or more unusual diagnoses.

I
Understands basic diagnostic nomenclature and is able to accurately diagnosis many psychiatric problems. May miss relevant patient data when making a diagnosis. Requires supervisory input on most complex diagnostic decision-making.

E/R
Has significant deficits in understanding of the psychiatric classification system and/or ability to use DSM-IV criteria to develop a diagnostic conceptualization. 

Objective:  Psychological Test Selection and Administration

Promptly and proficiently administers commonly used tests in his/her area of practice.  Appropriately chooses the tests to be administered.  

A
Proficiently administers all tests.  Completes all testing efficiently. Autonomously chooses appropriate tests to answer referral question.

HI
Occasional input needed regarding fine points of test administration. Occasionally needs reassurance that selected tests are appropriate.

I
Needs continued supervision on frequently administered tests. Needs occasional consultation regarding appropriate tests to administer.  

E/R
Test administration is irregular, slow, or often needs to recall patient to further testing sessions due to poor choice of tests administered.  

 Objective:  Psychological Test Interpretation

Competently interprets the results of psychological tests used in his/her area of practice.  

A
Skillfully and efficiently interprets tests autonomously. Makes accurate independent diagnostic formulations on a variety of syndromes. Accurately interprets and integrates results prior to supervision session.

HI
Demonstrates knowledge of scoring methods, reaches appropriate conclusions with some support from supervision.

I
Completes assessments on typical patients with some supervisory input, occasionally uncertain how to handle difficult patients or unusual findings. Understands basic use of tests, may occasionally reach inaccurate conclusions or take computer interpretation packages too literally.

E/R
Significant deficits in understanding of psychological testing, over-reliance on computer interpretation packages for interpretation. Repeatedly omits significant issues from assessments, reaches inaccurate or insupportable conclusions.

Objective: Assessment Writing Skills
Writes a well-organized psychological report.  Answers the referral question clearly and provides the referral source with specific recommendations. 

A
Report is clear and thorough, follows a coherent outline, and is an effective summary of major relevant issues. Relevant test results are woven into the report as supportive evidence.  Recommendations are related to referral questions.

HI
Report covers essential points without serious error, may need polish in cohesiveness and organization. Readily completes assessments with minimal supervisory input, makes useful and relevant recommendations.  

I
Uses supervision effectively for assistance in determining important points to highlight.

E/R
Inaccurate conclusions or grammar interfere with communication or reports are poorly organized and require major rewrites.

Objective: Feedback Regarding Assessment 

Plans and carries out a feedback interview.  Explains the test results in terms the patient and/or caregiver can understand, provides suitable recommendations and responds to issues raised by patient or caregiver. 

A
Plans and implements the feedback session appropriately. Foresees areas of difficulty in the session and responds empathically to patient or caregiver concerns. Adjusts personal style and complexity of language and feedback details to accommodate patient or caregiver needs. 

HI
With input from supervisor, develops and implements a plan for the feedback session. May need some assistance to identify issues which may become problematic in the feedback session.   May need intervention from supervisor to accommodate specific needs of patient or family.

I
Develops plan for feedback session with the supervisor. Presents basic assessment results and supervisor addresses more complex issues. Continues to benefit from feedback on strengths and areas for improvement.

E
Supervisor frequently needs to assume leadership in feedback sessions to ensure correct feedback is given or to address emotional issues of patient or caregiver.   

R 
Does not modify interpersonal style in response to feedback.

Goal: Competence in Theories and Methods of

Effective Psychotherapeutic Intervention

Objective:  Patient Risk Management and Confidentiality

Effectively evaluates, manages and documents patient risk by assessing immediate concerns such as suicidality, homicidality, and any other safety issues. Collaborates with patients in crisis to make appropriate short-term safety plans, and intensify treatment as needed. Discusses all applicable confidentiality issues openly with patients.

A
Assesses and documents all risk situations fully prior to leaving the worksite for the day.  Appropriate actions taken to manage patient risk situations (e.g. escorting patient to ER) are initiated immediately, then consultation and confirmation of supervisor is sought. Establishes appropriate short-term crisis plans with patients.  

HI
Aware of how to cope with safety issues, continues to need occasional reassurance in supervision. Asks for input regarding documentation of risk as needed. Sometimes can initiate appropriate actions to manage patient risk, sometimes needs input of supervisor first.  May occasionally forget to discuss confidentiality issues promptly. 

I
Recognizes potentially problematic cases, but needs guidance regarding evaluation of patient risk. Supervision is needed to cope with safety issues; afterwards trainee handles them well.  Can be trusted to seek consultation immediately if needed, while patient is still on site. Needs to refine crisis plans in collaboration with supervisor.  Needs input regarding documentation of risk. Occasionally needs prompting to discuss confidentiality issues with patient.
E
Delays or forgets to ask about important safety issues. Does not document risk appropriately but does not let patient leave site without seeking “spot” supervision for the crisis.  Does not remember to address confidentiality issues, needs frequent prompting.  Fear may overwhelm abilities in patient crises.

R
Makes inadequate assessment or plan, then lets patient leave site before consulting supervisor. 

Objective: Case Conceptualization and Treatment Goals

Formulates a useful case conceptualization that draws on theoretical and research knowledge.  Collaborates with patient to form appropriate treatment goals.

NA
Not applicable.

A
Independently produces good case conceptualizations within own preferred theoretical orientation, can also draw some insights into case from other orientations.  Consistently sets realistic goals with patients.

HI
Reaches case conceptualization on own, recognizes improvements when pointed out by supervisor.  Readily identifies emotional issues but sometimes needs supervision for clarification. Sets appropriate goals with occasional prompting from supervisor, distinguishes realistic and unrealistic goals.

I
Reaches case conceptualization with supervisory assistance.  Aware of emotional issues when they are clearly stated by the patient, needs supervision for development of awareness of underlying issues. Requires ongoing supervision to set therapeutic goals aside from those presented by patient.

E/R
Responses to patients indicate significant inadequacies in theoretical understanding and case formulation.  Misses or misperceives important emotional issues.  Unable to set appropriate treatment goals with patient.  

Objective: Therapeutic Interventions

Interventions are well-timed, effective and consistent with empirically supported treatments.

NA
Not applicable.

A 
Interventions and interpretations facilitate patient rehabilitation and progress toward goals.  Demonstrates motivation to increase knowledge and expand range of interventions through reading and consultation as needed.  

HI 
Most interventions and interpretations facilitate patient rehabilitation and progress toward goals.  Supervisory assistance needed for timing and delivery of more difficult interventions.

I
 Many interventions and interpretations are delivered and timed well.  Needs supervision to plan interventions and clarify interpretations.

E/R
Most interventions and interpretations are rejected by patient.  Has frequent difficulty targeting interventions to patients' level of understanding and motivation.    

Objective: Effective Use of Emotional Reactions in Therapy (Countertransference)

Understands and uses own emotional reactions to the patient productively in the treatment. 

NA
Not applicable.
A
During session, uses countertransference to formulate hypotheses about patient’s current and historical social interactions, presents appropriate interpretations and interventions.  Able to identify own issues that impact the therapeutic process and has ideas for coping with them.  Seeks consultation as needed for complex cases. 

HI
Uses countertransference to formulate hypotheses about the patient during supervision sessions.  Can identify own issues that impact therapeutic process.  Interventions generally presented in the following session.   

I
Understands basic concepts of countertransference.  Can identify own emotional reactions to patient as countertransference.  Supervisory input is frequently needed to process the information gained.

E
When feeling anger, frustration or other intense emotional response to the patient, blames patient at times.  Welcomes supervisory input and can reframe own emotional response to the session. 

R
Unable to see countertransference issues, even with supervisory input. 

Objective: Group Therapy Skills and Preparation

Intervenes in group skillfully, attends to member participation, completion of therapeutic assignments, group communication, safety and confidentiality.  If the group is psychoeducational, readies materials for group, and understands each session’s goals and tasks.

NA
Not applicable.
A
Elicits participation and cooperation from all members, confronts group problems appropriately and independently, and independently prepares for each session with little or no prompting.   Can manage group alone in absence of cotherapist/supervisor with follow-up supervision later.  

HI
Seeks input on group process issues as needed, then works to apply new knowledge and skills.  Needs occasional feedback concerning strengths and weaknesses.  Generally prepared for group sessions.  
I
Welcomes ongoing supervision to identify key issues and initiate group interaction.  Actively working on identifying own strengths and weaknesses as a group leader.  Identifies problematic issues in group process but requires assistance to handle them.  May require assistance organizing group materials.

E
Has significant inadequacies in understanding and implementation of group process. Unable to maintain control in group sufficient to cover content areas.  Preparation is sometimes disorganized.

R 
Defensive or lacks insight when discussing strengths and weaknesses. Frequently unprepared for content or with materials.

Goal: Competence in Scholarly Inquiry and Application of 

Current Scientific Knowledge to Practice

Objective: Seeks Current Scientific Knowledge

Displays necessary self-direction in gathering clinical and research information practice independently and competently. Seeks out current scientific knowledge as needed to enhance knowledge about clinical practice and other relevant areas.

A
Fully dedicated to expanding knowledge and skills, independently seeks out information to enhance clinical practice utilizing available databases, professional literature, seminars and training sessions, and other resources.  
HI
Shows initiative, eager to learn, beginning to take steps to enhance own learning. Identifies areas of needed knowledge with specific clients.  Asks for and responsive to supervisor’s suggestions of additional informational resources, and pursues those suggestions. 

I/E
Open to learning, but waits for supervisor to provide guidance.  When provided with appropriate resources, willingly uses the information provided and uses supervisor’s knowledge to enhance own understanding.  
R
Unwilling to acquire or incorporate new information into practice.  Resists suggestions to expand clinical perspective.  Procrastinates on readings assigned by supervisor.

Objective: Develops and Implements Research Plan

Develops and implements plan for research or other professional writing or presentation.
A
Develops research plan alone or in conjunction with a colleague.  Is a full and equal participant in the project.

HI
Provides substantive input into the plan. Demonstrates ability to execute at least one aspect of the project independently.  

I/E
Provides helpful suggestions regarding design and implementation of a colleague’s plan.  Provides significant assistance in the accomplishment of the project.

R
Does not follow-through with responsibilities in development or implementation of plan. 

Goal: Competence in Professional Consultation
Objective: Consultation Assessment

Performs an assessment of the patient referred for consultation, incorporating mental status exam, structured interview techniques or psychological assessment, as needed, to answer the referral question.  

N/A
Not applicable.

A
Chooses appropriate means of assessment to respond effectively to the referral question; reports and progress notes are well-organized and provide useful and relevant recommendations with minimal supervisory input.

HI
Occasional input is needed regarding appropriate measures of assessment and effective write-up of report or progress notes to best answer the referral question

I/E
Needs continued supervision regarding appropriate assessment techniques to complete consultations as well as input regarding integration of findings and recommendations.

R
Consultation reports and progress notes are poorly written and/or organized.  Fails to incorporate relevant information and/or use appropriate measures of assessment necessary to answer the referral question.  

Objective:  Consultative Guidance

Gives the appropriate level of guidance when providing consultation to other health care professionals, taking into account their level of knowledge about psychological theories, methods and principles. 

N/A
Not applicable.

A
Relates well to those seeking input, is able to provide appropriate feedback.

HI
Requires occasional input regarding the manner of delivery or type of feedback given.

I/E
Needs continued guidance.  May need continued input regarding appropriate feedback and knowledge level of other professionals.

R
Unable to establish rapport.  

Goal: Competence in Providing Clinical Supervision
Objective:  Supervisory Skills

Demonstrates good knowledge of supervision techniques and employs these skills in a consistent and effective manner, seeking consultation as needed.  Builds good rapport with supervisee.  

N/A
Not applicable.

A
Spontaneously and consistently applies supervision skills.  Supervisee verbalizes appreciation of trainee’s input.  

HI
Consistently recognizes relevant issues, needs occasional guidance and supervisory input. Well thought of by supervisee.  Supervisee recognizes at least one significant strength of trainee as a supervisor as documented on evaluation form.

I/E
Generally recognizes relevant issues, needs guidance regarding supervision skills. Supervisee finds input helpful. Trainee is rated by supervisee at the satisfactory or higher level in all areas.

R
Unable to provide helpful supervision.

Rotation-Specific Goals and Skills

Please list the major goals of your rotation and rate the fellow’s performance on meeting them.

1.   Goal: The fellow will develop a comprehensive treatment approach for PTSD integrating empirically supported group and individual therapies.


Comments:      

Rating: 


Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




       Not applicable

2.   Goal: The fellow will be able to administer, interpret, report, and present results of self-report and semi-structured interview assessments to assess PTSD.   


Comments:      

Rating: 


Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




       Not applicable

3.   Goal: The fellow is active in supporting the administration and development of the clinical programs. Assistance is provided for consult triage, patient contact, clinic set-up, and development of new services in conjunction with TRP. 


Comments:      

Rating: 


Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




      Not applicable

4.  Goal:  The fellow is active in supporting the development of services for returning service members and the fellow participates in outreach activities for this population. 


Comments:      

Rating: 


Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




       Not applicable

5.   Goal: The fellow will develop a range of skills for providing group and individual therapy, including attention to process, multicultural issues, rapport development, crisis management, and timely application of interventions.


Comments:      

Rating: 


Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




       Not applicable

6.   Goal: The fellow will develop judgment for appropriate integration of professional and personal repertoires of behavior.


Comments:      

Rating: 


Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




       Not applicable

7.   Goal: The fellow will develop supervision skills as she provides supervision to a predoctoral psychology intern/extern who is conducting group and/or individual therapy for PTSD.


Comments:      

Rating: 


Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




       Not applicable

Please list the skills that your rotation is designed to teach and rate the fellow’s success at learning and performing them.

1.   Skill: Understand and be able to apply general coping skills as part of anxiety management training. 


Comments:      

Rating: 


Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




       Not applicable

2.   Skill: Understand and be able to apply basic exposure therapy skills with trauma patients. 


Comments:      

Rating: 


Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




       Not applicable

3.   Skill: Understand and be able to apply basic cognitive processing therapy skills with trauma patients. 


Comments:      

Rating: 


Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




       Not applicable

4.  Skill:  Understands basic multicultural competencies and can apply these in an individual and/or group modality.


Comments:      

Rating: 


Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




       Not applicable

5.   Skill: Provide feedback to patients and their families (when applicable) regarding assessment results. 


Comments:      

Rating: 


Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




       Not applicable
6.   Skill: Provide ideas and implementation of program development on the clinical service in specific rotation area. 


Comments:      

Rating:  
 
Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




       Not applicable
7.   Skill: Fellow understands and is able to apply appropriate techniques to address anger problems with trauma patients.


 Comments:      

Rating:  

Advanced





High intermediate





Intermediate





Entry level





Needs remedial work





Not applicable

8.   Skill: Fellow understands and is able to apply appropriate techniques to address sleep problems with trauma patients.   


Comments:      

Rating: 


Advanced





High intermediate





Intermediate





Entry level





Needs remedial work




      Not applicable

Supervisor Comments

Summary of strengths:

Areas needing additional development or remediation, including recommendations:

Remedial Work Instructions: In the rare situation when it is recognized that a trainee needs remedial work, a competency assessment form should be filled out immediately, prior to any deadline date for evaluation, and shared with the trainee and the director of training. In order to allow the trainee to gain competency and meet passing criteria for the rotation, these areas must be addressed proactively and a remedial plan needs to be devised and implemented promptly.

Goal for fellow evaluations done by the end of the first rotation: All competency areas will be rated at a level of competence of I or higher. No competency areas will be rated as R or E.  Note: exceptions would be specialty area rotations that would take a more intensive course of study to achieve this level of competency and the major supervisor, training director and trainee agree that a level of E is appropriate for that particular rotation (e.g., providing cognitive rehabilitation services when trainee lacks prior experience).

Goal for fellow evaluations done by the end of second rotation: At least 85% of competency areas will be rated at level of competence of HI or higher. No competency areas will be rated as R or E.  Note: exceptions would be specialty area rotations that would take a more intensive course of study to achieve this level of competency and the major supervisor, training director and trainee agree that a level of E is appropriate for that particular rotation (e.g., providing cognitive rehabilitation services when trainee lacks prior experience).

Goal for fellow evaluations done at final evaluation: At least 90% of competency areas will be rated at level of competence of HI or higher. No competency areas will be rated as R or E.  

_______
The trainee HAS successfully completed the above goal. We have reviewed this evaluation together.

_______  The trainee HAS NOT successfully completed the above goal. We have made a joint written remedial plan as attached, with specific dates indicated for completion. Once completed, the rotation will be re-evaluated using another evaluation form, or on this form, clearly marked as an updated evaluation. We have reviewed this evaluation together.

Supervisor ________________________________


Date ___________

Supervisor ________________________________


Date ___________

Trainee Comments Regarding Competency Evaluation (if any):

I have received a full explanation of this evaluation. I understand that my signature does not necessarily indicate my agreement.

Trainee ____________________________________


Date ___________

Appendix C

VAMHCS Trauma Recovery Program Postdoctoral Fellowship 

Supervisor Feedback Form

2012-2013
Fellow name:  __________________________   Supervisor name:  ______________________________

Rotation/Clinic:  _________________________________________

Evaluation time point:    1st rotation                            mid                          final



              2nd rotation                           mid                          final

                                           3rd rotation
                mid

     final

Please use the Likert scale below to rate the supervision you received on this rotation.

	Very

Ineffective
	Not

Effective
	Somewhat

Effective
	Effective
	Very

Effective
	Not

Applicable

	1
	2
	3
	4
	5
	N/A


Supervisory Responsibilities

The supervisor was at supervisory meetings promptly and reliably.

             1                              2                              3                             4                               5                           N/A
The supervisor was available for “spot supervision.”

             1                              2                              3                             4                               5                           N/A
The supervisor educated me fully about documentation and confidentiality issues.

             1                              2                              3                             4                               5                           N/A

The supervisor clarified roles, process of supervision and a plan to meet my training needs at the start of the rotation.

             1                              2                              3                             4                               5                           N/A
Comments:

Supervisory Content

The supervisor discussed ethical issues pertaining to patient care.

             1                              2                              3                             4                               5                           N/A
The supervisor discussed diversity issues related to my training experience.

             1                              2                              3                             4                               5                           N/A

The supervisor educated me about coping with risk issues such as suicidality and homicidality in therapy, including assessment, documentation, contracting and addressing the issue therapeutically.

             1                              2                              3                             4                               5                           N/A
The supervisor provided didactic material (i.e., readings, trainings) that was effective in expanding my knowledge base in the field and/or the specialty area he/she provides supervision in.

             1                              2                              3                             4                               5                           N/A
The supervisor shared case material and therapeutic difficulties relating to the supervisor’s own patients with me.

             1                              2                              3                             4                               5                           N/A
If you answered yes to the preceding question, was this process effective and helpful in supervision?

             1                              2                              3                             4                               5                           N/A
Audiotapes were utilized in supervision.

____ No

____ Yes

The supervisor made in vivo observations of my work (can include observation of testing, joint bedside consultations, and co-leading groups).

____ No

____ Yes

Comments:

Supervisory Process

The supervisor fostered good communication, respect and trust.

             1                              2                              3                             4                               5                           N/A
We discussed difficulties in the supervisory relationship.

             1                              2                              3                             4                               5                           N/A
I felt comfortable with how the supervisor gave me feedback on my work.

             1                              2                              3                             4                               5                           N/A

The supervisor fostered an environment that made me feel comfortable discussing counter transference issues.

             1                              2                              3                             4                               5                           N/A

The supervisor concentrated on my training needs during supervision and was interested in my growth as a clinician.

             1                              2                              3                             4                               5                           N/A
Comments: 

Assistance in Professional Development

The supervisor facilitated the process of me becoming a valuable member of the treatment team.

             1                              2                              3                             4                               5                           N/A
In group therapy, the supervisor was an effective role model for me.

             1                              2                              3                             4                               5                           N/A
The supervisor was flexible about my duties as needed for my professional growth, while consulting about time management as appropriate.

               1                              2                              3                             4                               5                          N/A

The supervisor encouraged positive professional relationships with colleagues through role-modeling and discussion.

              1                              2                              3                             4                               5                           N/A
The supervisor encouraged me in greater autonomy, as my capabilities and skills allowed.

              1                              2                              3                             4                               5                           N/A

As appropriate, we discussed how to minimize the impact of anxiety and stressors on professional functioning.

             1                              2                              3                             4                               5                           N/A
As needed, we discussed the development of my professional identity as a psychologist.

             1                              2                              3                             4                               5                           N/A
Comments: 
Assistance in Development as Scientist-Practitioner

The supervisor was knowledgeable about the literature and research in the appropriate specialty areas, discussing research finding and professional writings that pertained to cases.

             1                              2                              3                             4                               5                           N/A
The supervisor suggested specific professional reading and/or encouraged me to seek out professional literature as needed.

             1                              2                              3                             4                               5                           N/A
The supervisor provided guidance in the flexible administration of empirically supported treatments, based on the client’s presenting problems.

             1                              2                              3                             4                               5                           N/A
Comments: 

Assistance in Meeting Training Goals 

Please Note: This section provides you and your supervisor the opportunity to review the training goals set forth at the beginning of the rotation.  Your supervisor has the opportunity to evaluate your progress on these goals on your evaluation form, and you have the opportunity to evaluate their effectiveness in teaching/supervision of those skills here.  Please use the Psychology Trainee Competency Assessment Form to fill in your training goals for the rotation below.

The supervisor demonstrated developmentally appropriate and constructive feedback in teaching/supervision of the application of ____________________________________________________ (treatment modality/skill), which is the core focus of this rotation.

             1                              2                              3                             4                               5                           N/A
The supervisor demonstrated developmentally appropriate and constructive feedback in teaching/supervision of the application of ____________________________________________________ (treatment modality/skill), which is the core focus of this rotation.

             1                              2                              3                             4                               5                           N/A
The supervisor demonstrated developmentally appropriate and constructive feedback in teaching/supervision of the application of ____________________________________________________ (treatment modality/skill), which is the core focus of this rotation.

             1                              2                              3                             4                               5                           N/A
Comments:
Summary Ratings
The supervisor fulfilled his/her supervisory responsibilities.                            

             1                              2                              3                             4                               5                           N/A

The supervisory content was effective in meeting my training needs for the rotation.                     

             1                              2                              3                             4                               5                           N/A
The supervisor addressed diversity issues adequately in supervision.                                           

             1                              2                              3                             4                               5                           N/A
The supervisory process was open, directive and facilitated my development as a training psychologist.

             1                              2                              3                             4                               5                           N/A
The supervisor provided adequate assistance in my development as a scientist-practitioner.

             1                              2                              3                             4                               5                           N/A
The supervisor showed interest and provided adequate assistance in my professional development.             

             1                              2                              3                             4                               5                           N/A
Comments

Suggestions:

Summary of Strengths:

We have reviewed the above evaluation together.

Fellow ___________________________________________     Date ________________

Supervisor________________________________________      Date ________________
Competency Ratings Descriptions





NA      Not applicable for this training experience/Not assessed during training experience


A         Advanced/Skills comparable to autonomous practice at the licensure level. This rating is typical of a licensed independent practitioner. Competency attained at full psychology staff privilege level, however as an unlicensed trainee, supervision is required while in training status. 


HI        High intermediate/Occasional supervision needed. This rating is frequently appropriate for trainees at completion of postdoctoral fellowship. It indicates that competency has been attained in all but non-routine cases; supervisor provides overall management of trainee's activities; depth of supervision varies as clinical needs warrant. 


I           Intermediate/Should remain a focus of supervision. This is a common rating throughout fellowship. Routine supervision of each activity is needed. 


E          Entry level/Continued intensive supervision is needed. This is the most common rating for intern-level trainees. Routine, but intensive, supervision is needed.


R          Needs remedial work. Requires remedial work if trainee is in post-doctoral training. 








